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President's  Page 

AMA  ANNUAL  MEETING  HIGHLIGHTS 


I have  just  returned  from  the  AMA  Interim  Meeting.  John  Hawk  will  be  giving  you  a full  report  in  the  next 
Journal  but  I would  like  to  highlight  some  developments  I think  will  interest  you. 

Many  resolutions  presented  at  the  AMA  referred  to  problems  related  to  the  Omnibus  Budget  Reconciliation 
Act  (OBRA).  One  such  problem,  and  I wrote  about  it  in  a previous  President’s  Page,  was  expenditure  targets 
(ETs).  The  South  Carolina  Medical  Association  and  the  AMA  fought  vigorously  and  successfully  to  defeat 
expenditure  targets.  In  a tradeoff  to  defeat  ETs,  we  had  to  accept  the  Medicare  Volume  Performance  Standard 
(MVPS).  This  is  supposed  to  measure  the  growth  of  physicians’  services.  The  MVPS  will  reflect  increases  in 
payment  under  the  payment  schedule,  number  and  age  of  beneficiaries,  new  technology  and  other  changes 
which  could  impact  on  volume.  The  MVPS  is  to  be  established  by  the  secretary  of  HHS,  who  is  required  to 
consult  with  organizations  representing  physicians.  I can  assure  you  the  AMA  and  SCMA  will  monitor  MVPS 
closely. 

Geographic  Adjustments — As  you  know,  South  Carolina  has  been  near  the  bottom  of  the  list  (as  compared  to 
other  states)  for  reimbursement  even  though  our  Medicare  patients  pay  the  same  rates  as  patients  in  other 
states.  I have  written  letters  to  our  South  Carolina  delegation  in  Washington  asking  them  to  help  us  correct  this 
inequity.  There  were  several  resolutions  at  the  AMA  meeting  relating  to  this  problem.  The  AMA  House  of 
Delegates  adopted  the  following  resolution:  “RESOLVED,  That  the  AMA  continue  to  urge  Congress  to 
eliminate  immediately  Medicare  physician  payment  differentials  that  do  not  reflect  valid  and  demonstrable 
variations  in  physician  overhead  and  professional  liability  insurance.” 

Physicians’  Submission  of  Claims — OBRA  1989  will  require  physicians  and  suppliers  to  submit  claim  forms 
(whether  or  not  the  claim  is  assigned)  for  care  provided  to  Medicare  patients  on  or  after  September  1,  1990. 

Physicians’  Office  Laboratories — OBRA  1989  removed  the  requirement  that  physicians’  office  laboratories 
providing  a volume  of  5,000  tests  per  year  be  regulated  in  the  same  manner  as  an  independent  clinical 
laboratory.  Please  note,  however,  that  physician  laboratories  will  be  required  to  meet  minimum  federal 
certification  standards  by  July  1,  1991.  The  SCMA  will  notify  you  of  these  standards  as  they  are  finalized. 

Patient-Physician  Reimbursement  Under  Medicare  and  MAAC — The  Medicare  Economic  Index  (MEI) 
which  measures  inflation  in  medical  costs  was  expected  to  increase  by  5.3  percent  on  January  1,  1990.  But,  of 
course,  Congress  was  not  able  to  pass  a budget  this  year  so  certain  automatic  cuts  required  under  the  Graham- 
Rudman-Hollings  Deficit  Reduction  Act  will  be  implemented.  Thus  each  physician  service  claim  through 
March  31,  1990,  instead  of  increasing,  will  be  reduced  by  2.09  percent.  Payments  for  claims  for  services  from 
April  1 -September  30,  1990  will  be  reduced  by  1.4  percent.  This  will  save  the  government  about  $535  million 
dollars  at  the  expense  of  both  physicians  and  patients.  These  reductions  will  partially  offset  the  April  1 increase 
of  5.3  percent  for  primary  care  services  and  2 percent  for  other  services  (except  radiology,  anesthesiology  and 
other  “overvalued  services”  which  will  receive  no  increase). 

The  MAAC  has  been  a major  problem  and  each  year  we  have  numerous  resolutions  at  the  AMA  on  this 
subject.  It  is  my  opinion  that  the  MAAC  is  unconstitutional;  but  this  has  been  tested  unsuccessfully  in  court  by 
the  AMA  in  Indiana,  Texas,  Massachusetts,  Georgia,  and  Arizona.  One  court  recognized  the  frustrations  that 
physicians  feel  about  the  MAAC  program.  It  said,  “Given  the  intricacy,  intrusiveness,  and  constant  fluctua- 
tions of  these  price  control  measures,  it  is  no  wonder  that  top  students  are  being  deterred  in  droves  from 
applying  to  medical  schools.”  In  spite  of  its  criticism,  the  Court  of  Appeals  did  not  find  the  MAAC  program  to 
be  unconstitutional.  We  have  spent  enough  money  in  the  courts  fighting  MAAC.  The  only  way  to  get  rid  of 
MAAC  is  to  have  Congress  repeal  it.  At  SCMA’s  request,  Butler  Derrick  has  sponsored  legislation  to 
accomplish  this  elimination.  The  SCMA  and  AMA  will  continue  to  work  with  Congress  on  MAAC  and  other 
unfair  Medicare  reimbursement  policies. 

As  you  can  see,  we  have  many  battles  to  fight  in  medicine  and  the  SCMA  and  the  AMA  will  continue  to  fight 
them  for  you.  ^ 

Daniel  W.  Brake,  M.D. 

President 
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A POSSIBLE  SOLUTION  FOR  THE  UNINSURED  AND  INADEQUATELY  INSURED 

At  our  last  Healthcare  2000  meeting  we  discussed  the  cost  shifting  that  results  from  providing 
health  care  for  the  approximately  37  million  uninsured  and  inadequately  insured  people  in  this 
country.  As  you  know  Congress  will  be  studying  proposed  legislation  which  would  require  employ- 
ers to  provide  health  insurance  for  all  full  time  employees.  We  have  heard  the  argument  that 
requiring  insurance  coverage  for  employees  would  force  many  small  companies  out  of  business. 

Whose  responsibility  is  it  to  provide  health  insurance  for  these  37  million  people?  I believe  that 
those  who  have  the  ability  should  provide  for  themselves  and  let  the  government  provide  for  those 
that  are  financially  unable  to  care  for  themselves.  This  also  applies  to  health  insurance.  I do  not 
believe  it  is  the  employers’  responsibility  to  provide  health  care  for  their  employees.  It  is  equally 
unfair  to  the  employers  that  do  provide  health  insurance  to  have  to  pay  through  cost  shifting  for  the 
37  million  uninsured  and  inadequately  insured.  But  that  is  exactly  what  is  happening. 

In  this  country  we  provide  medical  care  for  all  Americans  regardless  of  their  ability  to  pay.  When 
an  uninsured  patient  is  admitted  into  the  hospital,  the  hospital  has  to  shift  the  cost  to  the  patients 
with  the  ability  to  pay.  I can  certainly  understand  why  the  employers  that  provide  insurance  for 
their  employees  resent  having  to  pay  the  health  costs  for  those  37  million  uninsured  individuals. 
Does  that  mean  that  the  employers  that  are  not  “paying  their  fair  share”  should  be  required  by  law 
to  provide  health  insurance  to  their  employees?  I think  the  answer  lies  in  everyone  providing  for 
himself  and  the  government  providing  for  those  that  are  financially  unable  to  buy  health  insurance. 

To  offset  the  tremendous  cost  shift  from  Medicare,  Medicaid,  the  uninsured  and  inadequately 
insured  to  the  remaining  approximately  35  percent  of  the  population,  I believe  everyone  should  be 
required  by  law  to  have  an  affordable  basic  health  insurance  policy.  That  insurance  policy  should 
pay  a full  dollar  for  a full  dollar  of  service.  That  means  requiring  the  37  million  uninsured  and 
inadequately  insured  to  purchase  or  to  acquire  insurance.  Now  who  should  pay  for  that  policy?  If  we 
require  the  patient  to  buy  the  policy  he  would  be  paying  for  it  with  after  tax  dollars  and  those  people 
who  are  at  or  just  above  minimum  wage  could  not  afford  the  insurance  premiums.  If  we  require  the 
employers  to  provide  health  insurance  a number  of  small  businesses  could  not  afford  the  premiums. 

It  is  important  that  the  current  purchasers  of  health  insurance  recognize  that  with  this  large  group 
of  people  not  paying  anything  for  their  health  services,  and  with  Medicare  and  Medicaid  paying  far 
below  costs  in  many  cases,  the  result  is  a tremendous  cost  shift  to  the  35  percent  who  are  paying  for 
the  high  quality  health  care  everyone  is  receiving.  It  really  becomes  ludicrous  when  you  realize  that 
the  workers  without  health  insurance  are  paying  income  taxes  and  social  security  to  subsidize  health 
care  for  others. 

There  are  no  easy  solutions  to  this  problem  but  it  is  something  we  need  to  start  explaining  to 
leaders  in  our  communities  whenever  we  have  a chance  so  that  awareness  will  develop  and  changes 
will  be  made. 


February  1990 


Daniel  W.  Brake,  M.D. 
President 
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President's 


THANK  YOU,  SCMA  MEMBERS 

I am  a family  physician  in  active  practice.  In  the  last  five  to  ten  years  I have  found  that  each  year  brings  more 
rules  and  regulations  that  interfere  with  my  practice.  There  has  been  a tremendous  increase  in  paperwork  and 
harassment  of  my  staff  by  government  and  insurance  companies.  These  new  rules  and  regulations  from 
government  and  insurance  companies  have  also  interfered  with  my  relationship  with  my  patients  and 
frequently  threaten  the  quality  of  medicine  I provide.  Some  examples  of  these  problems  are  as  follows: 

( 1 ) Incompetent  Utilization  Review  Companies:  While  I’m  trying  to  see  patients  in  my  office,  I receive  a call 
from  a “person”  working  for  a UR  company  from  out  of  state.  They  ask  me  a number  of  questions  which 
include  (1)  Why  did  I admit  Ms.  Jones?  My  answer:  Ms.  Jones  had  a myocardial  infarction;  (2)  Well  doctor, 
what  did  the  EKG  show?  Answer:  Myocardial  infarction;  (3)  What  did  the  enzymes  show?  (4)  What  is  your  plan 
of  treatment?  (5)  What  are  you  doing  for  the  patient  in  the  hospital  that  you  can’t  do  as  an  outpatient,  etc.? 
Obviously,  it  is  now  a waste  of  my  time  to  explain  to  someone  with  little  or  no  medical  training,  the  diagnosis 
and  treatment  of  acute  myocardial  infarction.  This  disrupts  my  office  and  is  basically  a waste  of  my  time. 

(2)  Recently  I received  a letter  from  the  medical  licensing  board  notifying  me  that  the  law  prohibits  me  from 
giving  drug  samples  out  of  my  office  to  indigent  patients  without  labeling  the  samples.  Why  should  someone 
want  to  make  it  difficult  for  me  to  give  a week’s  supply  of  antibiotics  to  an  indigent  patient  who  couldn’t  get 
treatment  otherwise?  This  interferes  with  my  ability  to  help  my  patients. 

(3)  Medicare  sent  out  a notification  that  when  a doctor  takes  calls  for  another  physician  he  must  bill  the 
patient  rather  than  allowing  the  patient’s  personal  physician  to  do  the  billing.  I have  a friend  in  solo  practice. 
The  only  way  he  can  get  any  rest  is  for  my  practice  to  cover  for  him.  When  we  make  rounds  on  his  patients  over 
the  weekend,  we  do  not  bill  the  doctor  or  the  patients;  but  my  friend  who  has  all  the  patient  information  bills  the 
patient.  This  saves  the  patient  from  getting  a bill  from  two  doctors.  It  saves  the  intermediary  from  getting  two 
bills  on  the  same  patient.  Why  is  Medicare  interfering  with  my  ability  to  take  calls  for  a friend? 

I am  writing  this  to  you,  SCMA  members,  to  thank  you  for  joining  the  SCMA.  Because  of  your  membership 
and  the  dues  you  pay,  you  have  helped  form  an  effective  organization  to  speak  for  all  physicians.  Some 
examples  of  your  accomplishments  through  the  SCMA  which  have  helped  me  with  my  problems  are: 

(1)  The  SCMA  introduced  a utilization  review  bill  last  year  which  passed  the  first  week  in  the  1990  session 
and  became  law  January  31,1 990.  This  bill  requires  that  the  over  200  out-of-state  review  agencies  register  with 
the  insurance  commissioner  and  meet  standards  developed  by  the  commission.  If  they  do  not  meet  these 
standards,  the  insurance  commissioner  can  suspend  their  operating  certificate  thus  giving  some  control  over 
the  utilization  review  we  have  to  deal  with  in  our  office. 

(2)  Within  weeks  after  receiving  a letter  from  the  State  Board  of  Medical  Examiners  and  the  first  day  of  the 
opening  session,  the  SCMA  introduced  a bill  to  exempt  non-controlled  drugs  from  state  labeling  requirements 
when  dispensed  at  no  charge  to  the  patient.  Again,  your  organization  is  helping  me  in  my  office. 

(3)  When  the  SCMA  heard  about  the  Medicare  requirement  for  physicians  taking  calls  for  another 
physician,  we  were  able  to  get  the  South  Carolina  Medicare  intermediary  to  put  a moratorium  on  this  until  a bill 
which  has  been  introduced  by  the  AMA  to  repeal  this  law  is  decided. 

There  are  many  other  problems  affecting  the  way  I practice  medicine  which  the  SCMA  has  solved  for  me. 
Without  you,  the  SCMA  member,  none  of  this  would  be  possible  and  I would  be  a lone,  powerless  voice.  It  is 
difficult  for  me  to  understand  why  there  are  so  many  physicians  who  are  not  members  of  the  SCMA  or  AMA. 
Now  more  than  ever  before  we  need  a strong  voice  to  speak  for  medicine.  Let’s  talk  to  our  friends  who  are  not 
paying  their  fair  share;  but  thanks  to  you  SCMA’ers  for  being  there  when  I needed  you. 


<1 

Daniel  W.  Brake,  M.D. 
President 


March  1990 
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IN  CONCLUSION 

For  the  past  year  I have  been  filling  the  President’s  Page  with  my  thoughts.  This  month  is  my  last 
President’s  Page.  Your  newly  installed  President,  Dr.  John  Simmons,  will  take  over  next  month. 

I have  enjoyed  the  freedom  to  share  my  thoughts  with  you  this  year.  I have  appreciated  the  kind 
comments  I have  received  from  you  about  the  President’s  Page.  Since  some  of  you  will  not  be  at  the 
Annual  Meeting,  I would  like  to  take  this  last  opportunity  to  thank  you  for  the  kindness  you  have 
shown  me  at  county  medical  society  meetings  I was  able  to  visit.  I have  thoroughly  enjoyed  meeting 
with  you.  I have  renewed  old  friendships  and  made  new  friends. 

I would  like  to  thank  all  of  you  that  have  served  on  the  SCMA  committees  this  year.  We  realize 
how  busy  you  are  and  appreciate  the  time  you  donate  to  the  SCMA.  Our  committee  function  is  a 
vital  part  of  the  SCMA’s  success.  The  members  of  Health  Care  2000  have  my  gratitude  for  their  hard 
work  this  year.  I hope  all  of  you  will  read  Health  Care  2000  and  work  for  implementation  of  its 
recommendations. 

Thanks  to  the  members  of  the  Board  of  Trustees  for  their  support  this  year.  Your  board  members 
spend  many  hours  working  on  your  behalf.  My  sincere  appreciation  goes  to  Barbara  Whittaker,  our 
Associate  Executive  Vice  President,  and  the  staff  for  all  of  their  help  this  year.  They  have  responded 
rapidly  and  efficiently  to  my  requests  for  updates  on  legislative  matters  and  other  issues.  They  have 
helped  me  prepare  when  testifying  before  committees  and  other  meetings,  and  their  assistance  has 
been  invaluable.  The  South  Carolina  Medical  Association  has  a first  class  staff  and  I am  proud  of 
them.  Bill  Mahon,  our  Executive  Vice  President,  and  I have  worked  closely  for  the  past  four  years, 
the  two  years  while  I was  serving  as  Chairman  of  the  Board,  one  year  as  President-elect  and  now  as 
President.  I have  grown  to  respect  him  tremendously  as  a man  of  many  talents  and,  fortunately  for 
us,  those  talents  and  energies  are  directed  for  the  benefit  of  the  SCMA.  Thanks  to  Bill  for  driving  me 
all  over  the  state  this  year  and  his  help  over  the  past  four  years. 

Finally,  to  my  wife  Sue,  a great  big  thanks  for  putting  up  with  me  this  year. 

As  I turn  the  presidency  over  to  John  Simmons  at  our  Annual  Meeting,  I pledge  my  support  to 
him  and  know  he  will  serve  us  well.  I would  like  to  thank  all  our  members  for  their  support  this  year. 
Serving  as  your  president  has  been  an  honor  I will  always  treasure.  I hope  to  see  you  at  our  Annual 
Meeting  later  this  month. 


Daniel  W.  Brake,  M.D. 
President 


April  1990 
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“We’ve  Never  Had 
DrugTesting. 

But  It  Has  Not  Really  Been 
A Problem  For  Our  Company11 
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Maybe  drugs  aren’t  a problem... yet.  Or  maybe  you 
don’t  know  if  they  are. 

Maybe  your  productivity  hasn’t  been  affected.  May- 
be there  haven’t  been  absences,  or  accidents  that  are 
drug-related. 

Maybe. 

But  are  you  really  willing  to  take  the  chance  that  one 
employee  might  harm  your  business  or  the  health  and 
safety  of  your  other  employees? 

And  now,  it’s  so  easy  to  assure  yourself  and  the  rest  of 
your  employees.  Because  AnalySystems  can  do  it  all. 

We  can  handle  pre-employment  tests,  for-cause  test- 


ing, random  testing,  employee  relations  programs  and 
more,  all  legally  defensible. 
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While  there  has  been  one  President’s  Page  provided  by  me  which  appeared  in  the  May  issue,  this 
is  the  first  one  I have  actually  prepared  since  the  annual  meeting  and  I need  to  begin  with  a note  of 
appreciation  for  several  things  done  for  me  during  the  past  several  weeks.  Obviously,  at  the  annual 
meeting  when  one  is  installed  as  President  this  is  a highlight  event  in  one’s  career,  and  I am  most 
honored.  Many  expressions  of  congratulations  were  directed  toward  me  and  I have  tried  and  will 
continue  to  try  to  respond  individually.  I am  most  appreciative.  As  a way  of  beginning  I am  going  to 
list  several  items  we  initiated  during  our  annual  meeting.  It  may  sound  like  it  is  rambling,  however, 
at  the  start  of  the  year  we  have  a number  of  areas  of  concern. 

In  coordination  with  the  auxiliary,  Betsy  Terry,  the  auxiliary  President,  and  I have  agreed  to 
jointly  address  the  problem  of  substance  abuse  in  South  Carolina.  We  probably  will  be  utilizing  the 
AMA-ABA  joint  project  and  we  hope  to  have  that  underway  soon.  It  will  take  a great  deal  of 
planning  and  will  not  likely  be  completed  in  one  year;  however,  we  would  like  very  much  to  get  this 
project  started.  While  in  Charleston,  Patsy  and  I had  the  opportunity,  along  with  others,  to  have 
dinner  with  Dr.  and  Mrs.  Alan  Nelson.  I have  subsequently  received  a note  from  Dr.  Nelson 
congratulating  me  and  encouraging  our  participation  in  this  project. 

Secondly,  I want  to  address  a resolution  adopted  at  our  annual  meeting  related  to  physician 
participation  in  Medicaid.  The  resolution  recommended  that  each  physician  carry  a caseload  of  25 
or  accept  two  Medicaid  patients  per  month,  and  further  that  the  SCMA  request  each  county  medical 
society  to  implement  a local  system  such  as  an  equitable  rotation  plan  which  would  assist  Medicaid 
patients  in  obtaining  medical  care.  I am  sensitive  to  this  issue  and  feel  that  Medicaid  patients  simply 
must  not  meet  resistance  to  access  to  care  in  the  South  Carolina  healthcare  system.  I realize  it  has 
long  been  felt  that  the  compensation  was  inordinately  low  and  the  paper  work  was  inordinately 
high;  however,  these  problems  have  been  resolved  and  with  adequate  compensation  I feel  that  our 
medical  association  must  suport  increased  access  for  these  persons. 

Last,  but  not  least,  I want  to  address  an  issue  in  the  Health  Care  2000  Report.  One  recommenda- 
tion in  Health  Care  2000  was  that  the  state  levy  an  appropriate  tax  on  tobacco  products  and  alcohol 
to  fund  the  treatment  of  disease  and  injuries  resulting  from  the  voluntary  use  of  these  products.  As  a 
response  to  the  adoption  of  this  recommendation,  the  medical  association  has  prepared  legislation 
for  addressing  tobacco  injuries.  This  will  amount  to  having  a 50  cents  per  pack  tax  on  cigarettes  to 
create  a fund  from  which  refunds  for  tobacco  related  illnesses  would  be  made  to  those  who  are 
purchasing  health  care  insurance.  We  know  there  are  some  half  million  smokers  in  South  Carolina. 
The  average  yearly  health  care  cost  per  person  for  smoking  related  illness  in  South  Carolina  is 
$600.00,  with  a statewide  total  cost  of  some  $307  million.  While  there  are  many  policy  issues  related 
to  health  care  and  health  care  costs  which  must  and  will  be  addressed,  a specific  item  which  can  give 
some  early  results  in  the  cost  escalation  will  be  to  address  the  problem  of  smoking.  As  you  hear  more 
about  this  and  when  the  legislation  is  introduced  in  the  coming  year,  we  will  be  dependent  upon 
your  help  in  getting  a law  passed. 

Finally,  let  me  say  once  again  how  honored  I am  to  serve  as  your  President  this  year.  I have  other 
concerns  which  I will  be  sharing  with  you,  many  coming  from  the  Health  Care  2000  Report  and  the 
outstanding  work  done  by  Dr.  Brake  and  that  committee  during  this  past  year.  I have  asked  Dr. 
Brake  to  serve  as  Chairman  of  the  Implementation  Committee  for  Health  Care  2000.  We  are  also 
appointing  a committee  on  preservation  and  protection  of  the  environment.  I welcome  and  request 
your  input  during  the  coming  year  and  trust  that  it  will  be  a good  one. 
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BASIC  BENEFITS 

I would  like  to  begin  a discussion  in  this  month’s  President’s  Page  on  the  subject  of  basic  benefit 
plans.  We  are  hearing  more  and  more  of  this  term  and  it  may  be  our  next  buzz  word  as  we  look  at 
and  discuss  issues  related  to  health  care  delivery  in  the  ’90s. 

Several  years  ago  the  concept  was  addressed  in  a massive  project  of  the  AM  A with  the  resultant 
title  of  Health  Policy  Agenda.  Over  the  past  two  years  we  heard  of  a project  in  Oregon  to  prioritize 
health  care  services  so  that  all  persons  would  have  an  increased  chance  of  basic  services.  Over  the 
past  year  Dr.  Brake’s  Health  Care  2000  Committee  studied  and  recommended  that  ( 1 ) a basic  health 
benefit  level  be  determined,  and  (2)  that  every  citizen  of  South  Carolina  be  covered  for  that  benefit. 
Most  recently  the  AMA  is  promoting  a program  entitled  Healthcare  America.  The  report  addresses 
the  need  for  major  Medicaid  reform  to  provide  uniform  adequate  benefits  to  all  persons  below  the 
poverty  level.  It  goes  on  to  discuss  basic  coverage  for  all  working  uninsured. 

If  I asked  you  today  or  if  you  asked  me,  “What  is  a basic  health  benefit  plan?”,  we  would  have 
difficulty  with  the  definition.  Indeed,  all  bodies  now  discussing  and  trying  to  define  the  term  are 
having  difficulty.  I will  try  to  be  more  specific  in  future  articles  about  the  emerging  details  of  such 
plans. 

Some  related  and  very  difficult  questions  are  as  follows: 

What  is  done  with  a request  for  care  that  falls  outside  a basic  benefit  level? 

How  is  a system  that  provides  basic  care  for  all  to  be  financed? 

Again,  the  answers,  both  ethical  and  financial,  are  difficult  and  elusive. 

In  regard  to  funding,  such  measures  as  Medicare  and  Medicaid  reform  have  been  recommended. 
A mandatory  insurance  requirement  for  all  employers  has  been  recommended.  Risk  pools  and 
public  and  private  partnerships  have  been  recommended.  Last,  but  more  worrisome,  is  a national 
health  program  perhaps  using  the  Canadian  model.  Again,  I will  try  to  provide  some  specifics  in 
future  columns. 

On  the  ethical  problems  related  to  requested  care  over  and  above  the  basic  level,  several  solutions 
have  been  proposed.  They  include  priorities,  parameters  and  guidelines  and  rationing. 

I refer  to  you  to  Dr.  Robert  Veatch  of  The  Kennedy  Center  for  Medical  Ethics  at  Georgetown.  Dr. 
Veatch  acknowledges  that  rationing  may  be  the  answer,  but  pleads  for  society,  not  the  medical 
community,  to  set  the  standards  and  priorities  for  rationing.  He  says  that  clinicians  should  not  be 
asked  to  be  society’s  cost  containment  agents. 

Again,  I will  try  to  provide  more  details  in  future  articles  if  and  as  they  are  available. 
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WHERE  WE  ARE  HEADED 

Last  month  I enjoyed  and  worked  with  the  SCMA  delegation  at  the  AM  A annual  meeting  in 
Chicago.  Your  delegation  chairman,  Dr.  John  Hawk,  has  reported  on  the  activities  and  resolutions 
of  the  meeting,  but  I want  to  highlight  two  subjects  frequently  discussed. 

Beginning  at  the  Organization  for  State  Medical  Association  Presidents  meeting,  the  Healthcare 
2000  report  developed  by  the  SCMA  was  presented  by  Dan  Brake  and  enthusiastically  received  and 
discussed  until  the  end  of  the  meeting.  Up  through  the  last  day  other  states  were  requesting  copies  of 
the  Healthcare  2000  report. 

Several  other  states  are  looking  at  healthcare  reform  and  have  plans  with  some  features  of 
Healthcare  2000.  They  include  Texas,  California,  New  York  and  others.  Some  of  us  from  South 
Carolina  and  the  other  interested  states  discussed  getting  together  to  pursue  the  programs  perhaps 
jointly.  I will  keep  you  posted. 

The  second  subject  receiving  a lot  of  attention  was  the  AMA  Health  Access  America  program. 
This  is  not  necessarily  a new  approach  though  there  are  new  features,  but  there  is  certainly  a new 
emphasis  being  given  to  some  solution  to  the  problems  of  access,  affordability  and  accountability. 
The  fundamental  principles  upon  which  the  program  is  built  are: 

1.  Improvements  to  the  American  healthcare  system  should  preserve  the  strengths  of  our  current 
system. 

2.  Affordable  coverage  for  appropriate  health  care  should  be  available  to  all  Americans  regardless 
of  income. 

3.  Particular  efforts  are  needed  to  assure  continued  access  by  the  elderly  to  affordable  healthcare 
services. 

4.  Healthcare  services  should  be  delivered  with  high  quality  at  appropriate  cost. 

5.  Patients  should  be  free  to  choose  from  whom  and  the  manner  in  which  healthcare  benefits  are 
delivered. 

6.  All  physicians  should  be  committed  to  the  highest  ethical  standards  in  the  delivery  of  care  to 
patients. 

On  these  fundamentals  of  strength,  access,  freedom,  affordability,  security  and  quality,  a program 
is  being  built  to  address  the  problems  facing  the  delivery  system  today.  You  will  see  much 
information  and  hear  much  discussion  in  the  future.  It  matches  well  with  features  in  Healthcare 
2000. 1 will  try  to  get  you  more  information  from  the  AMA.  I believe  it  is  a plan  to  be  well  received 
by  other  parties,  i.e.,  payors,  government,  advocacy  groups,  etc.,  and  one  with  real  promise. 
Until  next  month,  keep  cool. 


/ John  W. 


/P7> 


John  W.  Simmons,  M.D. 
President 


August  1990 
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OPPORTUNITIES 


In  my  inaugural  address,  I indicated  to  you  that  we  have  an  opportunity  at  the  beginning  of  this 
last  decade  of  the  century  to  participate  in  upgrading  and  changing  the  healthcare  system  in  a 
way  that  addresses  the  problems  of  accessibility,  accountability  and  affordability.  This  opportuni- 
ty is  exciting  to  me. 

We  are  now  faced  with  an  additional  opportunity  perhaps  even  more  exciting.  This  opportunity 
is  to  have  one  of  our  own  members  elected  to  the  AMA  Board  of  Trustees. 

In  my  first  year  on  the  SCMA  Council  (now  Board  of  Trustees),  Randy  Smoak  was  chairman. 
Along  with  you  I have  enjoyed  watching  as  he  demonstrated  his  leadership  as  chairman  of  coun- 
cil, president-elect,  president,  SOCPAC  chairman,  AMPAC  chairman  and  AMA  delegate.  He  has 
held  numerous  other  positions  and  led  in  an  exemplary  fashion.  He  has  been  a role  model  for  all 
of  us.  He  is  already  an  admired  and  respected  figure  on  the  national  level  as  an  AMA  delegate 
and  AMPAC  chairman. 

Through  all  of  these  activities,  Randy  has  been  a servant  leader,  and  his  concerns  have  been 
for  patients,  physicians  and  the  public  more  than  self. 

Randy  will  be  a candidate  for  an  AMA  Board  of  Trustees  seat  at  the  AMA  annual  meeting  in 
June  of  1991.  On  his  behalf  we  need  a lot  of  support;  support  in  the  form  of  contacts  and  funds. 
At  its  founding  the  AMA  met  in  Charleston  and  its  early  history  was  in  large  part  stimulated  by 
the  South  Carolina  medical  community.  But  it  has  been  30  years  since  the  last  South  Carolinian, 
Dr.  Julian  Price,  served  on  the  AMA  board. 

Please  join  with  me  in  welcoming  this  opportunity  and  plan  to  help  successfully  take  advan- 
tage of  it.  Our  pride  in  success  will  be  much  more  than  Randy’s.  Our  reward  and  the  AMA’s  re- 
ward will  make  any  effort  it  takes  worthwhile. 

Randy  understands  our  opportunity  and  obligation  to  participate  in  the  discussions  related  to 
accessibility,  affordability  and  accountability  in  the  healthcare  system.  Let’s  all  take  advantage  of 
that  opportunity  by  supporting  Randy’s  campaign  with  a $50.00  contribution.  Send  your  check  to 
SCMA  Headquarters  today! 


/ John  V 


/*T> 


John  W.  Simmons,  M.D. 
President 


September  1990 
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MORE  OPPORTUNITIES 

It  seems  impossible  that  I am  already  writing  my  sixth  president’s  page.  Time  flies. 

I want  to  share  with  you  another  opportunity.  This  arises  out  of  a major  problem  we  have  in 
South  Carolina.  We  are  not  the  only  state  with  the  problem.  Indeed,  the  program  I will  describe 
was  developed  by  the  American  Medical  Association  jointly  with  the  American  Bar  Association 
for  a nationwide  effort. 

Let  me  mention  a couple  of  aspects  of  the  problem  in  South  Carolina.  We  drink  more  beer  in 
South  Carolina  than  milk.  Problems  related  to  cocaine  in  the  newborn  are  rising  rapidly.  We 
could  all  think  of  many  other  examples  of  problems  associated  with  alcohol  and  drug  abuse. 

The  program  I am  describing  is  one  in  which  a physician  and  an  attorney  would  go  as  a team 
to  make  a presentation  at  the  junior  high  school  level  in  order  to  help  children  at  that  level  under- 
stand some  of  the  medical  and  legal  problems  associated  with  substance  abuse. 

The  project  to  accomplish  this  statewide  in  South  Carolina  is  jointly  sponsored  by  SCMA,  the 
SCMA  Auxiliary,  the  South  Carolina  Bar  Association  and  the  South  Carolina  Association  of 
Medical  Assistants.  Your  county  society  should  contact  you  this  fall  and  ask  you  to  volunteer  as  a 
team  member.  The  bar  association  will  identify  the  lawyer  members  of  the  team.  The  auxiliary 
and  medical  assistants  will  work  on  the  scheduling  and  coordination  with  the  schools. 

Materials  will  be  available  from  the  medical  association  and  the  bar  association  to  assist  in 
preparation  of  the  presentation. 

If  you  do  not  hear  about  this  program  from  your  local  society,  please  call  your  president  or 
the  SCMA  office.  I strongly  encourage  you  to  participate.  The  problem  is  real  and  the  opportuni- 
ty is  great.  We  must  take  advantage  of  every  chance  to  prevent  or  remove  this  malignancy  from 
our  society.  We  are  attempting  a program  aimed  at  people  at  a most  vulnerable  age.  The  time  and 
effort  required  on  a physician’s  part  will  be  minimal. 

Certainly  there  are  many  great  issues  facing  medicine  today.  While  issues  related  to  access, 
affordability  and  accountability  are  difficult,  we  cannot  ignore  the  sociomedical  issues  of  the  90s. 
Please  join  me  in  this  program. 

Thank  you. 


/t*1> 


/ John  V 


John  W.  Simmons,  M.D. 
President 


October  1990 
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IS  IT  ALL  BAD? 

All  the  discussion  about  the  U.S.  healthcare  system  today  suggests  that 
there  is  little  good  to  be  found  in  an  analysis  of  the  system.  We  are  told  that  the 
costs  are  too  high,  or  too  many  have  limited  or  no  access,  or  that  quality 
problems  bring  into  question  the  services  which  can  be  afforded  or  provided. 

In  the  current  issue  of  Health  Management  Quarterly,  two  articles  are  of 
interest  in  this  regard.  In  one,  “To  Save  and  to  Let  Go,”  Emily  Freidman,  a 
health  policy  analyst,  suggests  that  all  is  not  bad.  She  writes  that  there  are  three  characteristics  to  help 
identify  what  is  worth  saving.  They  are  structure,  service  and  spirit. 

In  looking  at  the  structure  of  the  system,  Freidman  says  that  “pluralism,  even  if  it  sometimes  seems 
skin  close  to  chaos,  is  probably  the  system’s  greatest  strength.”  Our  system  has  broad  choices  of  hospitals, 
physicians,  and  noninstitutional  providers. 

An  evaluation  of  the  service  aspect  of  our  system  reveals  the  twin  positives  which,  according  to 
Freidman,  are  “convenience  and  ready  availability  of  even  tertiary  care  for  most  patients.”  She  goes  on  to 
say  that  a third  area  of  service  in  which  the  world  looks  to  the  United  States  is  quality  assurance.  And 
“perhaps  the  greatest  aspect  of  service  is  the  continuing  tradition,  however  tattered,  of  voluntary  care  for 
the  poor.” 

Finally,  in  looking  at  the  spirit  of  our  healthcare  system  Freidman  suggests  that  our  spirit  is 
introspective  and  that  “the  American  healthcare  providers  do  think  about  why  they  are  here  even  if  the 
answer  is  equivocal.  Physicians,  despite  insistence  on  autonomy  and  collegiality,  do  worry  about  the 
quality  of  care  they  and  their  colleagues  render  and  sometimes  take  extraordinary  risks  to  protect  and 
advocate  for  patients.  Hospital  administrators  worry  about  the  balance  between  margin  and  mission. 
Trustees  who  as  voluntary  stewards  represent  the  heart  and  soul  of  the  system  examine  the  morality  of  their 
organization  on  an  ongoing  basis.” 

In  the  second  article,  Dr.  Eli  Ginzberg,  Ph.D.,  Director  of  Conservation  of  Human  Resources  at 
Columbia  University,  says  that  the  “U.S.  healthcare  system  must  be  meeting  society  goals  otherwise  we 
wouldn’t  be  pumping  so  much  money  into  it.”  He  says  “the  United  States  spends  vast  amounts  of  money 
on  medical  care  because  the  key  decision  centers  in  our  society — those  who  have  the  power  to  influence 
the  rate  of  spending — favor  greater  not  reduced  outlays.”  These  decision  centers  and  their  respective  shares 
of  the  nation’s  total  healthcare  expenditures  are  the  federal  government  at  30%,  the  state  government  at 
14%,  corporate  sector  at  26%,  and  household  at  30%,  without  denying  that  part  of  what  we  spend  goes  for 
services  of  dubious  or  no  benefit  (some  may  even  be  harmful  to  those  treated).  This  proposition  states  that 
on  balance  public  citizens  not  only  are  getting  what  they  want  but  in  fact  have  repeatedly  indicated  on 
opinion  surveys  they  favor  even  more  medical  care. 

As  we  continue  to  analyze  our  system  and  devise  mechanisms  to  deal  with  its  deficiencies,  I think  it  is 
important  that  we  preserve  what  is  good  about  our  system.  Clearly  we  have  the  means  to  deal  with  most  of 
the  illnesses  that  patients  come  to  the  system  with.  Hopefully  research  will  continue  to  be  funded  to  deal 
with  those  problems  for  which  we  have  not  as  yet  found  cures.  We  must  continue  the  service  that  has  been 
provided  to  all  classes  of  people  and  bring  any  who  are  disenfranchised  into  the  system.  Our  spirit  of 
introspection  in  quality  assurance  must  continue.  We  must  be  responsive  to  those  we  serve;  and  if  they're 
comfortable  with  ever-increasing  expenditures,  then  reshaping  the  system  to  decrease  expenditures  as 
Medicare  now  seems  to  be  doing  makes  little  or  no  sense.  I think  we  all  would  favor  eliminating  the  waste 
that’s  in  the  system.  I think  that  organized  medicine  would  suggest  that  most  of  that  waste  does  not  occur 
in  the  relationship  between  the  provider  and  these  patients  but  at  the  administrative  level  or  oversight  level. 

I trust  that  these  few  lines  will  stimulate  your  thoughts  and  response.  I would  welcome  hearing  from 
you. 


/*Z> 
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SEASON’S  GREETINGS 


No  doubt,  by  the  time  you  read  this  you  will  be  well  into  the  holiday  season. 
So  will  I.  Patsy  and  I are  already  looking  forward  to  our  boys  being  home.  Since 
the  youngest  went  to  college  this  year,  things  have  been  different.  Both  of  us  have 
been  busy — me  with  the  activities  as  SCMA  president,  and  Patsy  with  the  parent- 
ing workshop  she  does. 

There  will  be  much  more  activity  during  the  holidays  but  it  will  be  more  per- 
sonal. One  wonders  why  we  tend  to  confine  the  personal,  pleasant,  giving  atmo- 
sphere of  the  holiday  season  to  such  a few  short  days.  I know  we  really  have  some 
of  the  same  feelings  year  round,  but  we  celebrate  them  only  for  a few  days. 

The  event  causing  this  celebration,  the  birth  of  Christ,  only  gets  attention  be- 
cause of  His  life,  not  His  birth.  He  spent  His  life  in  ministry  and  healing.  He  chal- 
lenged us  with  such  things  as  “...  when  you  have  done  it  unto  one  of  the  least  of 
these....” 


He  challenged  all  of  us  to  a life  and  ministry  of  caring  and  healing.  Where 
more  than  in  medicine  is  this  challenge  more  appropriate?  Our  response  must  be 
year-long  and  life-long,  not  just  during  a brief  annual  celebration.  This  annual 
event  can  become  a renewal.  You  can  be  assured  that  my  family  and  I will  be 
sharing  all  the  fun  and  happiness  to  be  had,  as  I am  sure  you  and  yours  will  also. 
Please  take  time  to  remember  those  physicians  who  are  serving  on  active  duty  and 
their  families. 

For  you  and  yours  I wish  the  best  of  the  season  and  a lifetime  of  shared  health 
and  happiness. 


/ John  W.  Simmons,  M.D. 
President 


/!*•» 


December  1990 
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SPECIAL  ISSUE:  ALCOHOLISM 
AND  OTHER  DRUG  ABUSE 
THE  SOUTH  CAROLINA  STORY 


INTRODUCTION 

GREGORY  L.  PHELPS,  M.D.,  M.P.H.* 
N.  PETER  JOHNSON,  Ph.D.** 


In  1987,  the  Health  and  Human  Services 
Finance  Committee  conducted  a survey  in 
South  Carolina  to  find  “the  most  serious 
human  service  problem  in  the  state  of  South 
Carolina.”  Alcohol  abuse  came  in  by  far  as  the 
number  one  problem.  It  came  in  ahead  of  un- 
employment, teen  pregnancy  or  even  drug 
abuse.  With  3,252  casualties  in  1987,  it  was  a 
leading  cause  of  death  in  South  Carolina,  sur- 
passed only  by  tobacco  with  8,0347  By  con- 
trast, only  90  people  died  of  AIDS  and  75  of 
other  drugs.  According  to  Dr.  Jerry  McCord, 
Director  of  the  South  Carolina  Commission  on 
Alcohol  and  Drug  Abuse,  “Alcohol  is  still  over- 
whelmingly the  drug  of  choice  in  South 
Carolina.” 

The  roots  of  this  special  issue  then  grew  out 
of  a survey  of  South  Carolina’s  Family  Physi- 
cians. The  survey  was  funded  by  the  South 
Carolina  Academy  of  Family  Practice  and  the 
South  Carolina  Commission  on  Alcohol  and 
Drug  Abuse,  and  the  survey  determined  South 
Carolina’s  primary  care  physicians’  attitudes 
about  alcohol  abuse  and  modes  of  treatment. 
Questionnaires  were  mailed  out  to  all  971 
members:  student,  resident  and  practicing 
physicians  comprising  the  SCAFP.  Three  hun- 
dred ninety-one  replies  were  obtained.  In  the 
fall  of  1 988,  the  members  of  the  SCMA’s  Physi- 
cians Advocacy  and  Assistance  Committee 
voted  to  proceed  with  a special  issue  on 
alcoholism. 

It  quickly  became  clear  that  South  Caro- 
lina’s Family  Practitioners  (and  by  implication 


* Medical  Director,  Chester  County  Commission  on  Al- 
cohol and  Drug  Abuse,  Route  1,  Box  144,  Richburg, 
S.  C.  29729. 

**  Coordinator,  Office  of  Alcohol  and  Drug  Studies,  De- 
partment of  Neuropsychiatry  and  Behavioral  Science, 
USC  School  of  Medicine,  Columbia,  S.  C.  29208. 


most  primary  care  givers)  were  uncomfortable 
dealing  with  alcoholics  and  they  didn’t  think 
their  medical  peers  did  much  better.  Over  80% 
of  physicians  surveyed  recommended  AA  as 
their  first  or  second  choice  of  treatment.  By 
contrast,  only  1 7%  referred  to  a psychiatrist  as 
a first  or  second  choice.  And  their  last  choice 
(about  10%)  was  to  treat  the  patient  them- 
selves. 

This  is  important  because  alcoholism  is  an 
“invisible  plague,”  rarely  detected  by  physi- 
cians until  the  final  and  most  refractory  stages 
of  the  disease.  This  invisible  plague  includes  a 
prevalence  of  alcoholic  patients  in  medical 
care  that  includes: 

1 5-20%  of  primary  care  office  visits;2 

25-30%  of  acute  care  hospitalizations;3 

40%  of  ER  visits  (including  more  than  half  of 
fatal  accidents);4  and 

15-30%  of  nursing  home  patients.5 
Fully  one  in  three  families  report  that  drinking 
had  caused  trouble  in  their  home.6 

Progress  in  the  mainstream  of  medicine 
seems  to  have  been  glacially  slow.  In  1786,  Dr. 
Benjamin  Rush  (see  cover)  wrote  a treatise  on 
alcoholism  as  a medical  illness,  An  Inquiry  into 
the  Effects  of  Ardent  Spirits  upon  the  Human 
Body  and  Mind.  It  was  1 7 1 years  later  when  the 
AMA  in  1957  accepted  alcoholism  as  a medical 
illness.8  In  1987,  drug  addiction  was  accepted 
as  a medical  illness,9  and  in  1988  the  AMA 
accepted  the  American  Medical  Society  on  Al- 
coholism and  Other  Drug  Dependencies  into 
the  AMA  House  of  Delegates  as  a specialty 
organization.10 

This  slowness  in  the  development  of  a medi- 
cal attitude  towards  addictions  is  reflected  in 
the  fact  that  65%  of  respondents  including  50% 
of  residency  graduates  felt  they  were  lacking  in 
adequate  education  about  alcoholism.  Resi- 
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dents  correctly  perceived  that  approximately 
30%  of  their  hospitalized  patients  were  suffer- 
ing from  alcoholism,  but  the  directors  of  the 
residency  programs  put  the  number  at  only  six 
percent. 

Alcoholism  is  a disease  half  again  more 
prevalent  than  diabetes,11  yet  over  50%  of 
Family  Physicians  listed  “zero  to  four  hours” 
CME  in  this  subject  in  the  last  three  years.  A 
review  of  these  Family  Physicians’  usage  of  the 
new  commitment  law  for  substance  abuse 
shows  almost  60%  have  never  committed  any- 
one while  a core  group  of  nine  percent  have 
committed  six  or  more  patients  for  substance 
abuse.  Only  one-third  of  the  physicians  were 
familiar  with  the  concept  of  intervention  in 
substance  abuse  and  another  third  believe  that 
it  is  safe  and  appropriate  to  furnish  recovering 
alcoholics  with  benzodiazapine  prescriptions 
for  anxiety. 

Treatment  oLalcoholism  and  other  depen- 
dencies is  slowly  entering  the  mainstream  of 
medical  practice.  More  and  more  evidence  is 
amassing  to  show  that  alcoholism  is  a meta- 
bolic and  genetic  disorder  instead  of  a moral 
failing  which  a few  years  ago  75%  of  physicians 
felt  it  was.11  Our  survey  showed  65%  of  physi- 
cians surveyed  now  feel  it  is  a metabolic/ge- 
netic illness. 

Primary  care  physicians  remain  the  bulwark 
for  treatment  and  even  more  importantly  the 
initial  diagnosis  of  alcoholism  and  other  drug 
abuse.  It  is  hoped  this  special  issue  of  The 
Journal  will  serve  as  a handy  reference  for 
South  Carolina  physicians.  □ 
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WHO  HEALS  THE  HEALER? 

THE  HISTORY  AND  PURPOSE 
OF  THE  PHYSICIANS  ASSISTANCE 
AND  ADVOCACY  COMMITTEE 

HUGH  V.  COLEMAN,  M.D.* 


It  has  not  been  many  years  since  the  distinc- 
tion between  “bad”  doctors/ “sick”  doctors  be- 
gan to  have  some  relevance  in  the  medical 
community  of  South  Carolina.  In  the  past, 
impairment  of  a physician’s  skills  and  profes- 
sional judgment  brought  on  by  alcohol  or 
drugs  was  considered  a moral  or  ethical  failing 
for  which  condemnation  and  punishment  were 
the  only  solutions.  Recognition  of  addiction  as 
a disease,  early  intervention,  and  appropriate 
treatment  have  supplanted  the  punitive  aspect 
in  dealing  with  doctors  who  have  difficulties  in 
medical  practice  and  in  daily  living  resulting 
from  substance  abuse,  as  well  as  those  physi- 
cians who  have  become  impaired  through 
other  disease  states  and  the  natural  aging  pro- 
cess. Some  of  the  factors  that  have  been  impor- 
tant in  the  changes  in  attitude  toward  impaired 
physicians  and  the  strides  that  have  been  made 
in  the  rehabilitation  and  return  to  active  prac- 
tice of  such  individuals  are  described  in  this 
communication. 

In  1975,  in  the  lower  part  of  South  Carolina, 
a group  of  physicians  headed  by  a recovering 
alcoholic  doctor  began  meeting  for  the  purpose 
of  common  support  and  to  aid  each  other  in 
recovering  from  the  ravages  of  addiction.  In 
the  South  Carolina  Medical  Association,  there 
was  a Committee  on  Alcohol  and  Drug  Abuse 
which  had  little  viability  and  was  not  involved 
with  physician  impairment  or  with  the  physi- 
cian support  group.  The  doctor  who  was  the 
motivating  force  for  the  group  in  the  coastal 
area  of  the  state  died  and  other  physicians 
attempted  to  keep  the  group  going.  There  was 
little  publicity  and  the  existence  of  the  group 
was  known  of  by  very  few  doctors  in  the  state. 
A need  for  a more  organized  effort  was  evident 
though  some  success  in  recognition,  treatment 
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29571. 


and  rehabilitation  of  “sick”  doctors  was 
achieved. 

About  1980,  a physician  who  was  brought 
before  the  South  Carolina  Board  of  Medical 
Examiners  to  answer  charges  of  impairment  of 
his  practice  due  to  the  use  of  mood  altering 
substances  was  asked  what  the  medical  asso- 
ciation was  doing  to  aid  such  people  as  he  and 
the  answer  was  “very  little.”  A dedicated 
layman,  very  active  in  Alcoholics  Anonymous, 
became  interested  in  the  plight  of  impaired 
physicians  and  gathered  together  a number  of 
recovering  alcoholic  doctors  and  other  doctors 
who  were  interested  in  the  problem  to  establish 
a structured  program  for  the  discovery  of  and 
help  for  doctors  who  were  “sick”  from  alcohol 
and  drug  abuse.  The  South  Carolina  Medical 
Association  and  its  officers  were  quickly  con- 
vinced of  the  need  for  organized  medicine  in 
the  state  to  be  involved.  The  State  Board  of 
Medical  Examiners  also  determined  that  after- 
care and  monitoring  of  physicians  recovering 
from  alcohol  and  drug  abuse  were  needed.  The 
medical  association  added  “and  Impaired 
Physicians”  to  the  title  of  The  Committee  on 
Alcohol  and  Drug  Abuse  and  developed  addi- 
tional charges  for  the  committee.  The  commit- 
tee began  to  assist  with  the  discovery,  inter- 
vention upon,  and  rehabilitation  of  physicians 
of  South  Carolina  who  were  performing  at  less 
than  optimum  levels  due  to  impairment  in 
1980.  The  members  of  the  committee  were 
appointed  from  among  physicians  in  the  state 
interested  in  the  problem.  The  committee  has 
as  members  both  recovering  alcoholic  physi- 
cians and  physicians  who  are  not  alcoholics. 
Most  specialties  and  geographic  areas  of  the 
state  are  represented. 

The  officers  of  the  state  medical  association 
have  been  helpful  in  the  publicizing  of  the 
committee  and  its  activities  and  in  encourag- 
ing individual  practitioners  to  seek  help  for 
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colleagues  or  themselves.  Legal  assistance 
from  the  state  association  was  sought  and  con- 
tractual documents  developed  to  indicate 
areas  in  which  the  committee  would  be  of 
assistance  to  and  advocate  for  the  impaired 
doctor,  and  to  outline  the  expectations  of  the 
committee  as  to  the  individual  physician’s  re- 
sponsibility for  his/her  recovery  and  account- 
ability to  the  committee.  Quarterly  meetings 
were  established  with  informal  intermeeting 
consultations  between  committee  members  as 
the  need  arose.  Activities  were  given  impetus 
by  the  enthusiastic  endorsement  of  the  South 
Carolina  Medical  Association  and  its  indi- 
vidual officers,  and  particularly  by  the  Board 
of  Trustees,  The  Journal  of  The  South  Carolina 
Medical  Association  contributed  advertising 
space  and  published  editorial  and  news  articles 
to  better  inform  physicians  and  others  about 
the  committee  and  its  functions.  The  earliest 
members  of  the  committee  personally  pro- 
moted the  activities  of  the  committee  by  per- 
sonal appearances  before  county  medical 
societies,  civic  groups,  medical  auxiliaries,  and 
other  interested  groups. 

Since  1980,  increasing  numbers  of  physi- 
cians with  impairments  have  been  referred  to 
or  have  come  to  the  committee  on  their  own. 
Interventions,  treatment  and  aftercare  regimes 
have  been  undertaken.  The  majority  of  doctors 
who  have  contracted  with  the  committee  and 
adhered  to  the  terms  of  such  contract  have 
been  returned  to  the  active  unimpaired  prac- 
tice of  medicine.  The  committee  has  regularly 
replaced  retiring  members  with  doctors  who 
have  demonstrated  good  recovery  and  who 
have  an  interest  in  assisting  less  fortunate  col- 
leagues. The  committee  has  developed  re- 
gional treatment  teams  in  four  areas  of  South 
Carolina  for  closer  contact  with  individual 
need  situations.  The  committee  has  also  been 
influential  in  the  promotion  of  the  activities  of 
Caduceus  Clubs,  which  are  self  help  groups  for 
recovering  professionals  patterned  along  the 
lines  of  Alcoholics  Anonymous  and  Narcotics 
Anonymous. 

Initially,  most  of  the  work  of  the  committee 
was  carried  out  by  individuals  on  a voluntary 
basis  with  some  staff  support  from  the  head- 
quarters of  the  South  Carolina  Medical  Asso- 
ciation. The  South  Carolina  Medical  Associa- 
tion, through  its  officers  and  Board  of  Trustees, 


has  continued  to  be  supportive  of  the  re- 
habilitative efforts  of  the  committee  both  by 
endorsement  publicly  and  financial  support. 
Though  most  of  the  functions  of  the  committee 
are  still  carried  out  by  dedicated  physicians  on 
a voluntary  basis,  the  state  association  has  in 
recent  years  provided  financial  support  for 
committee  members  to  attend  educational 
conferences  and  meetings,  carry  out  promo- 
tional activity,  and  to  obtain  reliable  help  in 
the  monitoring  of  individuals  under  contract 
by  random  urine  drug  testing.  For  the  past  two 
years,  the  committee  has  been  a budgeted  body 
supported  by  the  Board  of  Trustees  of  The 
South  Carolina  Medical  Association. 

In  1988,  The  Alcohol,  Drug  Abuse,  and  Im- 
paired Physicians  Committee  petitioned  and 
received  approval  from  the  South  Carolina 
Medical  Association  Board  of  Trustees  to 
change  its  name  to  The  Physicians  Assistance 
and  Advocacy  Committee  (PHAAC)  to  be 
more  in  keeping  with  the  mission  and  thrust  of 
the  organization.  It  was  also  the  opinion  of  the 
committee  that  the  term  “impaired”  might 
have  legal  implications. 

Since  the  committee’s  inception,  officers 
and  other  members  have  attended  state,  re- 
gional and  national  conferences  dealing  with 
impaired  professionals  from  which  they  have 
acquired  new  methodology  and  educational 
materials  to  aid  in  state  efforts.  Contacts  with 
other  state  and  national  organizations  dealing 
with  similar  problems  have  been  established 
and  cultivated  with  some  loose  networking, 
and  sharing  of  information  with  other  states 
has  been  started.  Exchange  of  help  and  infor- 
mation with  other  states’  impaired  profes- 
sionals committees  has  been  unselfish  and 
ongoing  whenever  requested. 

The  PHAAC  has  maintained  liason  with  the 
State  Board  of  Medical  Examiners  of  South 
Carolina  and  members  have  appeared  before 
that  board  in  support  of  recovering  doctors 
who  have  had  their  licenses  restricted  or  re- 
voked because  of  problems  related  to  sub- 
stance abuse  or  other  reasons  for  their  being 
under  contract  to  the  PHAAC.  It  has  been  the 
policy  of  the  PHAAC  to  meet  with  the  Board  of 
Examiners  regularly  to  keep  the  board  in- 
formed of  the  committee  activity  and  to  volun- 
teer assistance  to  the  board  in  monitoring 
physicians.  The  PHAAC  has  the  responsibility 
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to  advocate  for  physicians  under  contract  who 
have  demonstrated  good  faith  and  diligence  in 
the  recovery  program. 

At  the  request  of  the  Members’  Insurance 
Trust  of  the  South  Carolina  Medical  Associa- 
tion, the  PHAAC  has  developed  criteria  de- 
signed to  indicate  the  components  of  a satis- 
factory treatment  facility  for  alcohol  or  drug 
impaired  doctors.  These  suggested  criteria 
have  been  supplied  to  the  MIT  and  are  avail- 
able to  any  treatment  facility  which  wishes  to 
engage  in  treating  alcohol  or  drug  impaired 
professionals.  Through  some  efforts  of  the 
PHAAC  and  with  the  cooperation  of  the  South 
Carolina  Medical  Association  and  its  Board  of 
Trustees,  the  health  insurance  program  of  the 
members  of  the  state  association  provides 
some  coverage  for  the  treatment  of  alcohol  and 
drug  addiction.  The  coverage  has  been  a great 
help  to  some  impaired  professionals  in  that 
such  doctors  are  frequently  into  financial  diffi- 
culties before  getting  into  beginning  recovery. 

In  the  past  two  years  the  Auxiliary  of  the 
South  Carolina  Medical  Association  has  initi- 
ated the  formation  of  a group  for  the  support  of 
spouses  and  dependents  of  impaired  physi- 
cians. Organizational  meetings  and  plans  for 
the  training  of  Auxilians  are  under  way.  Such 
support  will  be  of  great  help  to  the  “forgotten 
families”  of  impaired  physicians.  The  PHAAC 
had  lent  its  support  and  will  continue  to  assist 
in  any  way  possible. 

One  of  the  most  encouraging  developments 
of  recent  years,  indicating  a recognition  of  the 
impairment  problem  among  doctors  and  other 
professionals,  is  the  initiation  of  additional 
hours  in  medical  education  devoted  to  the 
early  recognition  and  therapy  of  alcoholism 
and  drug  dependence.  Concurrently,  commit- 
tees have  been  developed  for  the  impaired 
medical  student,  intern,  and  resident  at  state 
medical  schools.  These  programs  have  been 
encouraged  by  the  PHAAC  and  student  mem- 
bers of  the  committees  have  been  invited  to 
participate  in  PHAAC  meetings.  Hopefully 
such  programs  will  be  started  in  hospitals  with 
house  staffs  that  are  not  closely  affiliated  with 
the  medical  schools. 

Dozens  of  South  Carolina  physicians  have 
been  identified  as  having  various  degrees  of 
impairment  and  have  been  referred  for  treat- 
ment and  followed  through  aftercare  by 


PHAAC.  The  success  rate  has  been  high  and 
the  relapse  rate  low  when  a thorough  and  care- 
ful monitoring  and  support  program  was  fol- 
lowed. Relapse  is  a prominent  feature  of  the 
diseases  of  alcohol  and  drug  abuse,  both  early 
and  delayed,  but  it  is  markedly  diminished  as 
individuals  continue  in  a good  program  of  re- 
covery with  adequate  support,  particularly  in 
peer  groups  such  as  Caduceus  Clubs.  Encour- 
aging also  is  the  growing  willingness  of  local 
medical  staffs  to  intervene  when  a colleague 
begins  to  show  signs  of  impairment.  If  the 
intervention  is  followed  by  referral  to  adequate 
treatment  and  followup,  many  doctors  get  help 
before  they  “hit  bottom”  or  get  into  trouble 
with  the  regulatory  apparatus. 

If  friends,  colleagues,  relatives,  and  even  em- 
ployees of  physicians  who  are  impaired  or  who 
are  in  process  of  becoming  impaired  will  real- 
ize that  non-punitive,  non-judgmental  help  is 
available  and  understand  that  it  is  a demon- 
stration of  regard  and  affection  to  insist  that 
such  a person  seek  help,  a long  step  toward 
resolving  the  situation  will  be  made.  It  needs  to 
be  continually  stressed  that  addiction  is  a dis- 
ease state  and  not  a sign  of  weak  moral  fiber. 
When  the  stigma  of  alcoholism  is  reduced  and 
denial  can  be  overcome,  the  prognosis  for  re- 
turn to  a happy  and  rewarding  medical  practice 
is  excellent.  Information  and  caring  associates 
are  essential  elements  in  the  early  recognition 
of,  intervention  on,  and  the  ongoing  recovery 
of  the  doctor  in  the  throes  of  addiction  or  other 
impairment. 

In  less  than  ten  years  the  South  Carolina 
Medical  Association  has  developed  a viable 
and  active  environment  for  the  recognition 
and  steering  into  recovery  of  its  members  who 
have  impairment  of  their  practice  because  of 
drug  abuse,  alcoholism,  or  other  reasons. 
There  is  need  for  further  development  and 
refinement  of  the  process  and  a pressing  need 
for  continuing  education  on  the  perils  and  pit- 
falls  attendant  upon  the  use  of  mood  altering 
substances.  The  virtual  elimination  of  ciga- 
rette smoke  from  medical  gatherings  over  the 
past  several  years  attests  that  doctors  can  learn 
to  avoid  behaviors  detrimental  to  their  health 
and  that  of  their  patients.  Perhaps  with  the 
passage  of  time  and  more  extensive  investiga- 
tion, those  physicians  or  indeed  any  indi- 
viduals who  are  at  greater  risk  for  the  develop- 
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ment  of  alcohol  or  drug  dependency  may  be 
identified  with  more  certainty,  and  prevention 
may  replace  treatment  of  these  disabling  disor- 
ders. The  Physicians  Assistance  and  Advocacy 
Committee  of  the  South  Carolina  Medical  As- 
sociation will  remain  active,  ready  and  willing 
to  assist  colleagues  who  have  impairment 
whether  it  is  from  alcohol,  drugs  or  any  other 
conditions.  □ 


“One  of  the  first  duties  of  the 
physician  is  to  educate  the  masses 
not  to  take  medicine.” 

— Sir  William  Osier 


ARE  YOU 

CHEMICALLY  DEPENDENT? 

IF  YOU  HAVE  ASKED  THIS 
QUESTION,  CHANCES  ARE 
YOU  DO  HAVE  A PROBLEM 
WITH  ALCOHOL,  DRUGS,  OR 
BOTH. 

LIFEPLUS  THE  RECOVERY  SYSTEM 
is  an  extended  treatment  facility  of- 
fering residential  outpatient  care- 
inpatient  quality  at  outpatient  price. 

Special  orientation  toward  the  pro- 
fessional level  chemically  depen- 
dent or  co-dependent  patient. 


2111  Century  Drive  • Suite  200A  • Greenville,  SC  29607.  A Division  of  G.A.D.A.,  Inc. 


TILLMkN  WITH  & 
COMPANY,  INC. 

Ht'fMAi  -OUSINC,  ADMIMSTBA-  rg 
APPROVED  MORTGAGEE 

“The  Mortgage  Company  for  Physicians  ” 

Featuring  No  Discount  Point. 
Preferred  Interest  Rate 
Home  Mortgage  Loans  for 
South  Carolina  Physicians 

* FREE  Bi-Weekly  Mortgage  Service  * 

Telephone  LESTER  BATES  III: 

1-800-537-4133 
In  Columbia:  254-2040 
FAX:  803-799-3624 

20 1 6 Gadsden  Street 
Post  Office  Box  2767 
Columbia,  5.  C.  29202 


Want  an  Excellent  Site  for  an 
ACC  in  South  Carolina? 
We  Know  How  to  Find  It. 


Walk-in,  primary  care  medical  centers 
continue  as  growth  leaders  in  the  health 
care  field.  And  there  are  excellent  sites 
awaiting  development  in  South  Carolina. 

OUR  SPECIALTY:  Ambulatory  care  center 
start-ups.  Detailed  feasibility  studies,  site 
selection,  financial  forecasts,  marketing 
support.  Complete  turn-key,  or  help  only 
when  and  where  you  need  it.  And 
reasonable  fees. 

ACCs:  Attractive  lifestyle,  low-risk 
investment.  More  information:  Richard  A. 
Reavis,  M.D.,  medical  director,  Joshua 
Hartford,  president. 

ACCeSS/  Inc. 

100  Europa  Drive,  Suite  360 
Chapel  Hill,  NC  27514 

1-800-447-4276 
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Life  was  a nightmare.  It  was  impossible  to 
get  high  any  more,  or  to  stop.  I needed  ten  to  1 2 
injections  a day,  and  I’d  either  overdose  or  I’d 
be  detoxing.  I had  no  more  hope;  I knew  I 
didn’t  have  long  to  live  and  I longed  for  relief. 
Yet  I couldn’t  ask  for  help.  I just  had  to  keep  on 
going.  My  addiction  had  bloomed  slowly.  Like 
other  physicians  in  my  situation,  I titrated  the 
drug  doses  carefully,  using  just  enough  to  stave 
off  withdrawal  but  not  enough  to  get  overtly 
high.  But  even  obtaining  these  amounts  be- 
came increasingly  difficult  as  my  tolerance 
grew.  All  of  my  waking  thoughts  centered 
around  the  ever-increasing  amount  of  drugs  I 
needed  just  to  avoid  the  pain  of  withdrawal. 

Since  I was  generally  regarded  by  my  col- 
leagues as  a hard  worker  and  by  some  as  overly 
compulsive,  it  was  easy  at  first  to  just  add  more 
work  and  patients  to  my  schedule  in  order  to 
obtain  the  day’s  ration  of  drugs.  My  drugs  of 
choice  were  cocaine  and  fentanyl  and  as  time 
went  on  the  amounts  I needed  to  function 
became  large  by  anyone’s  standards.  Both  my 
wife  and  my  co-workers  began  to  see  my 
change  in  personality  and  physical  health  but  it 
was  my  wife  who  put  it  all  together  when  she 
found  some  needles  in  my  bathroom.  I swore  I 
would  quit  and  I did — for  a time.  Then  I began 
again.  This  time  the  amounts  I needed  just  to 
keep  on  functioning  increased  at  an  alarming 
rate.  However,  I was  practicing  alone  and  drug 
access  was  easy.  As  time  went  on  I became 
more  cautious  and  was  very  careful  to  cover  up 
my  trail  of  drug  theft  but  my  wife  discovered 
me  again.  This  time  she  had  no  idea  what  to  do. 
After  talking  with  some  physician  friends  of 
mine,  none  of  whom  had  any  experience  in 
dealing  with  addiction,  it  was  decided  that  I 
needed  to  be  in  a hospital.  There  was  an  inter- 
vention and  I agreed  to  be  hospitalized,  all  the 


time  denying  I had  any  problem  at  all. 

After  a week  of  observation  I went  back  to 
work  in  the  same  clinic  with  the  same  drug 
access  without  any  supervision,  monitoring  or 
program  of  recovery.  How  could  there  be  any 
recovery  if  there  was  no  disease?  With  this 
attitude  and  environment  I quickly  fell  back 
into  my  old  addictions.  For  nearly  two  more 
years  I played  Russian  roulette  with  my  mar- 
riage, my  career  and  my  life. 

Finally  the  day  came;  the  pharmacy  had 
noticed  the  huge  number  of  drug  expenditures 
to  my  clinic.  I was  questioned  and  as  before  I 
denied  everything.  This  time,  however,  the 
intervention  was  not  kind  and  gentle;  it  was 
what  I needed.  A bed  was  waiting  for  me  in  the 
psychiatric  unit;  my  needle  tracks  were  pho- 
tographed and  my  urine  was  tested. 

My  ordeal  was  over;  I gave  up  and  broke 
down.  This  was  the  start  of  my  process  of 
recovery.  Subsequently  I spent  ten  days  in  the 
unit  detoxing  followed  by  seven  weeks  in  a 
drug  and  alcohol  treatment  facility.  My  return 
to  work  was  not  pleasant;  I had  to  account  for 
my  previous  escapades  and  in  many  cases 
make  painful  restitution.  I was  placed  on  pro- 
bation and  ultimately  left  my  employment;  a 
place  where  I had  planned  a career.  Nev- 
ertheless, I continued  to  practice  my  program 
of  recovery  and  today  with  God’s  help  I have  a 
strong  marriage,  a prosperous  practice  and 
good  health. 

The  elements  of  my  recovery  program  are  a 
contract  with  the  state  board  wherein  I agree  to 
random  urine  testing,  contact  with  the  Physi- 
cians Advocacy  and  Assistance  Committee  of 
the  SCMA,  and  an  ongoing  spiritual  program 
of  recovery  as  outlined  in  the  12  steps  of  Alco- 
holics Anonymous.  □ 


* This  article  was  contributed  anonymously  by  a South 
Carolina  physician.  (Editors’  Note:  According  to  a recent 
article,  400  physicians  in  the  United  States  are  lost  each 
year  due  to  alcohol  and  drug  problems.) 
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SCREENING  TESTS  IDENTIFY  THE 
PREVALENCE  OF  ALCOHOL  USE  AMONG 
FRESHMAN  MEDICAL  STUDENTS  AND 
AMONG  STUDENTS’  FAMILY  OF  ORIGIN 

N.  PETER  JOHNSON,  Ph.D.* 

PHILIP  J.  MICHELS,  Ph.D.** 

JOHN  C.  THOMAS,  M.A.*** 


Drinking  alcohol  is  associated  with  varied 
pernicious  consequences.1  Work  in  a high- 
stress  occupation  is  one  factor  associated  with 
substance  abuse  problems.  Each  year  the  U.  S. 
loses  400  or  more  physicians  to  substance 
abuse  and/or  suicide  and  about  eight  percent 
of  physicians  become  chronically  impaired 
due  to  chemical  dependency  during  their  med- 
ical career.2  While  most  of  these  physicians 
could  be  successfully  treated,  especially  with 
early  recognition,  denial  of  problem  severity 
persists. 

The  Michigan  Alcohol  Screening  Test 
(MAST)  is  a quick  and  simple  self-admin- 
istered device  which  assesses  the  severity  of  a 
person’s  alcohol  consumption  (see  elsewhere 
in  this  issue).  Scores  between  five  and  eight 
points  fall  in  the  “borderline”  range  while  the 
conservative  cut-off  score  of  nine  or  more 
points  implies  a screening  diagnosis  of  “indic- 
ative of  alcoholism.”2 

Family  history  of  alcoholism  is  a second 
factor  which  has  important  implications  in 
medical  management.  Adult  Children  of  Alco- 
holics (ACOA)  suffer  from  a wide  array  of 
behavioral,  emotional,  and  psychosomatic 
dysfunctions.3  Further,  ACOAs  are  more  pre- 
disposed to  substance  abuse. 

Discovering  these  individuals  can  enhance 
quality  of  care  provided  to  them.  The  Children 
of  Alcoholics  Screening  Test  (CAST)  is  an  ex- 
pedient self-administered  identification  tool  to 


* Office  of  Alcohol  and  Drug  Studies,  Department  of 
Neuropsychiatry  and  Behavioral  Sciences,  USC 
School  of  Medicine,  Columbia,  S.  C.  29208. 

**  Department  of  Family  and  Preventive  Medicine,  USC 
School  of  Medicine,  Columbia,  S.  C.  29208. 

***  Department  of  Education,  University  of  South  Caro- 
lina, Columbia,  S.  C.  29208. 


assess  this  aspect  of  health  (see  elsewhere  in 
this  issue). 

The  current  study  administered  both  screen- 
ing tests  to  freshman  medical  students  to  assess 
prevalence  of  alcoholism  among  these  stu- 
dents and  within  their  families  of  origin. 

METHODS 

MAST  and  CAST  data  were  collected  from 
three  and  four  groups  of  freshman  medical 
students  respectively  at  the  University  of 
South  Carolina.  No  identifying  data  were  ob- 
tained in  order  to  guarantee  anonymity.  Stu- 
dents were  asked  to  participate,  while  in- 
formed that  lack  of  participation  would  not  be 
held  against  them.  All  data  are  therefore  based 
on  self-report.  Sample  sizes  were  as  follows: 
MAST— Class  of  1988  (N=59);  Class  of  1989 
(N=34);  Class  of  1990  (N=45). 

CAST— Class  of  1988  (N=53);  Class  of  1989 
(N  = 52);  Class  of  1990  (N  = 39);  Class  of 
1991  (N=50). 


RESULTS 

Of  the  138  students  104  (75%)  show  “no” 
drinking  problem;  25  students  (18%)  show 
“borderline”  problems;  nine  students  (6%) 
demonstrate  “severe”  personal  impairment. 

Of  the  194  students,  47  (24%)  came  from 
families  of  origin  where  alcoholism  was  evi- 
dent as  compared  to  147  students  (76%)  where 
no  such  history  existed. 

DISCUSSION 

Student  problem-drinkers  in  this  sample  ap- 
proximate the  number  of  heavy  drinkers  in  the 
general  college-age  population.5  At  least  five  of 
the  nine  students  admitting  problems  with  al- 


January  1990 


13 


SCREENING  TESTS 


cohol  abuse  have  sought  help  (unpublished 
data). 

Those  who  have  not  sought  help  presumably 
are  either  in  a state  of  denial  or  fear  of  jeopar- 
dizing their  medical  careers  which  could  result 
from  the  stigmatization  associated  with  alco- 
holism. Most  USC  medical  training  aims  at 
helping  impaired  students  by  recognizing  their 
impairment,  intervening,  and  whenever  possi- 
ble, educating  for  prevention  of  the  disorder. 

The  MAST  test  was  completed  within  10 
minutes  and  provided  a convenient  and  reli- 
able method  of  detection  and  education  rele- 
vant to  alcohol  abuse.  These  data  support 
more  widespread  use  of  this  instrument. 

Subsequent  interpretative  feedback  to  each 
class  has  allowed  students  to  compare  their 
drinking  status  and  consider  the  impact  of 
their  ACOA  background.  This  heightened 
awareness  has  promoted  more  open  discussion 
of  personal  and  family  experiences  with  in- 
structors which  in  turn  has  led  to  voluntary 
psychotherapy  intervention  by  at  least  50%  of 
those  students  seriously  impaired  by  alco- 
holism. 

Finally,  the  relevance  of  family  history  to 
drinking  and  related  emotional  dysfunction 
among  ACOAs  in  this  sample  proved  thera- 


peutic. Discussion  of  CAST  data  provided  a 
vehicle  to  probe  emotionally  influential  ele- 
ments in  the  background  of  many  of  these 
students.  The  five-minute  brevity  of  CAST 
administration  and  the  therapeutic  implica- 
tion from  discussion  of  test  results  justifies  its 
utility  as  a diagnostic  aid  and  intervention 
focus.  As  medical  education  tools,  the  MAST 
and  CAST  provide  students  with  valuable  in- 
sights about  themselves  and  classmates  which 
may  have  value  in  recognizing  and  providing 
collegial  assistance.  □ 
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“I  always  start  around  noon — 
in  case  it  gets  dark  early.” 

— Peggy  Lee  boozing  by  the  clock 
in  “Pete  Kelly’s  Blues.  ” 


(a)  “Could  you  be  persuaded  to 
have  a drink,  dear?” 

(b)  “Well,  maybe  just  a tiny 
triple.” 

— (a)  Lucille  Ball  offering  and 
(b)  Beatrice  Arthur  accepting  a 
drink  in  “Mame.  ” 
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ADDICTIONS  AND  THE  STATE  BOARD 
OF  MEDICAL  EXAMINERS* 
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STEPHEN  S.  SEELING 


The  State  Board  of  Medical  Examiners  is  the 
state  agency  mandated  by  law  to  investigate 
and  discipline  anyone  who  may  have  violated 
the  Medical  Practice  Act.  The  fundamental 
purposes  of  the  Board  are  (1)  to  protect  the 
public  and  (2)  to  insure  the  continued  integrity 
of  the  medical  profession. 

The  Medical  Practice  Act.  a part  of  the  South 
Carolina  Code  of  Laws,  sets  forth  the  investiga- 
tive process  and  hearing  procedures  to  be  used 
by  the  Board.  It  also  defines  various  types  of 
“misconduct”  for  which  a physician  can  be 
disciplined.  Generally  speaking,  this  “miscon- 
duct” includes  illegal,  unethical  or  incompe- 
tent acts. 

A brief  review  of  the  Board's  procedures  is 
instructive:  Investigations  originate  after  an 
initial  written,  signed  and  notarized  complaint 
has  been  received  by  the  Board.  This  com- 
plaint may  be  filed  by  another  physician,  a 
member  of  the  public  or  any  organization.  The 
complaint  is  investigated  by  one  of  the  Board’s 
full-time  investigators.  The  Attorney  Gen- 
eral’s office  reviews  the  investigative  findings 
and  reports  to  the  Board  whether  the  com- 
plaint has  merit  and  warrants  further  action.  If 
the  investigation  reveals  the  initial  complaint 
to  be  without  merit,  the  Attorney  General’s 
office  will  recommend  the  matter  be  dismissed. 

If  a Formal  Complaint  is  authorized,  a legal 
document  specifically  describing  the  alleged 
misconduct  is  served  upon  the  physician.  A 
hearing  before  three  members  of  the  Medical 
Disciplinary  Commission  is  then  held,  and  the 
Commission  members  submit  a full  report  and 
make  a recommendation  to  the  Board.  There- 
after. a Final  Order  Hearing  is  held  before  the 
full  Board  and  the  Board  renders  its  Final 
Order,  constituting  the  final  decision  of  the 
case.  The  Final  Order  contains  specific  find- 
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ings  of  fact,  conclusions  of  law  and  a disciplin- 
ary sanction  if  a violation  was  found. 

As  previously  stated,  the  Medical  Practice 
Act  defines  medical  “misconduct,”  and  sets 
forth  specific  grounds  for  disciplinary  action. 
Several  of  these  grounds  are  applicable  to  phy- 
sicians whose  conduct  or  practice  have  been 
impaired  by  substance  abuse.  For  example, 
among  the  grounds  for  discipline  are  a physi- 
cian being  “addicted  to  alcohol  or  drugs,”  any 
conviction  of  a crime  involving  drugs,  any 
“physical  or  mental  disability”  dangerous  to 
the  public,  or  any  “unethical  or  unprofessional 
conduct”  likely  to  harm  the  public.  Clearly  the 
Board  has  broad  jurisdiction  over  conduct  or 
practice  patterns  which  have  the  potential  for 
public  harm. 

The  Board  is  sometimes  asked  how  it  deter- 
mines the  appropriate  disciplinary  sanction  in 
any  particular  case.  The  Medical  Practice  Act 
gives  the  Board  a broad  array  of  disciplinary 
options  once  a physician  has  been  found  in 
violation  of  the  Medical  Practice  Act.  These 
options  include  a private  or  public  reprimand, 
probation  with  practice  restrictions  or  condi- 
tions. suspension,  monetary  fine  or  revoca- 
tion. The  determination  of  an  appropriate 
sanction  is  often  a very  complex  and  difficult 
decision.  There  is  no  easy  formula  to  be  used  in 
making  this  decision.  The  Board’s  disciplinary 
sanction  reflects  the  particular  facts  and  cir- 
cumstances of  each  individual  case.  Each  sanc- 
tion decision  is  based  on  the  unique  facts  and 
circumstances  of  that  case.  Easy  generaliza- 
tions regarding  types  of  sanctions  are  not  gen- 
erally appropriate.  There  are,  however,  certain 
factors  which  can  be  identified  as  relevant  to 
the  sanction  decision.  These  may  include  ex- 
tent. severity  and  probability  of  public  harm, 
degree  to  which  the  physician  has  demon- 
strated a commitment  to  altering  his  inap- 
propriate practice  patterns  or  conduct,  a 
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physician’s  candor  with  the  Board,  and 
whether  the  physician  has  ever  previously 
been  disciplined.  In  all  cases  the  sanction  is 
designed  to  protect  the  public  and,  wherever 
possible,  constructively  assist  the  physician  to 
return  to  the  mainstream  of  practice. 

In  the  specific  area  of  substance  abuse  and 
impairment,  the  Board  has  been  required  to 
take  a considerable  number  of  disciplinary  ac- 
tions. In  the  last  four  years,  the  Board  has  taken 
approximately  25  actions  involving  substance 
abuse  or  other  impairment.  Many  of  these 
matters  were  originally  brought  to  the  Board’s 
attention  as  a result  of  hospital  legal  action, 
criminal  charges  or  reports  by  the  Bureau  of 
Drug  Control  of  DHEC.  Where  there  is  public 
harm  or  the  integrity  of  medical  care  is  com- 
promised, the  Board  has  no  option  but  to  pro- 
ceed with  disciplinary  action. 

There  are  instances,  however,  where  a physi- 
cian recognizes  his  problem,  self-reports,  and 
gets  treatment  before  any  public  harm  or  ad- 
verse action  has  occurred.  For  these  cases,  the 
Board  has  recently  developed  its  Interim 
Agreement  option.  This  is  available  for  physi- 
cians who  self-report  their  substance  abuse  and 
seek  appropriate  treatment  before  any  public 
harm,  hospital  action  or  other  legal  action  has 
occurred.  The  purpose  of  this  program  is  to 


allow  physicians  to  come  forward  for  the  first 
time,  report  their  problem  and  seek  appropri- 
ate treatment  without  concern  that  traditional 
disciplinary  sanctions  will  be  imposed.  If  the 
physician  meets  the  criteria  for  this  program, 
he  then  enters  into  an  Interim  Agreement  with 
the  Board.  The  Agreement  is  designed  to  assist 
the  physician  in  his  continuing  recovery  while 
monitoring  him  to  insure  continued  aftercare 
and  public  protection. 

The  Interim  Agreement  generally  requires 
random  drug/alcohol  screens,  documentation 
of  continuing  participation  in  an  aftercare 
program  and  appropriate  monitoring  of  the 
physician’s  practice.  This  Agreement  is  not 
considered  a disciplinary  Final  Order.  There- 
fore it  is  not  reported  to  the  computerized 
disciplinary  bank  of  the  Federation  of  State 
Medical  Boards.  There  are  currently  a number 
of  physicians  practicing  pursuant  to  the  In- 
terim Agreement.  The  Board  believes  this 
Interim  Agreement  represents  a delicate  bal- 
ancing of  the  interests  of  treatment,  recovery 
and  public  protection.  For  these  reasons,  an 
Interim  Agreement  is  not  available  to  a physi- 
cian whose  conduct  has  resulted  in  public 
harm,  criminal  charges,  or  legal  action  by  a 
hospital.  □ 


“Hudley,  why  don’t  you  hit  yourself  over  the  head  with  a hammer  the 
instant  you  get  up  in  the  morning?  If  you  hit  yourself  hard  enough,  you  will 
remain  unconscious  the  whole  day  and  achieve  virtually  the  same  results  you 
would  from  a whole  gallon  of  spirits — with  much  less  wear  and  tear  on  the 
kidneys.” 

— Actor  Donald  Crisp  cynically  giving  medical  advice  to  alcoholic  Hugh 

Williams  in  Wuthering  Heights. 
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PHYSICIAN  RECOGNITION  OF  ALCOHOLISM 
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N.  PETER  JOHNSON,  PH.D.** 


Alcoholism  is  one  of  the  three  most  preva- 
lent illnesses  seen  by  primary  care  physicians, 
but  is  also  one  of  the  least  recognized.  Alco- 
holism is  second  only  to  cardiovascular  disease 
in  morbidity  and  mortality1  and  one  and  a half 
more  prevalent  than  diabetes.2  However, 
many  physicians  are  unprepared  to  diagnose 
this  disease.  For  example,  it  was  found  that 
60%  of  alcoholic  patients  in  one  family  practice 
were  successful  in  remaining  anonymous.3  In 
several  studies4  it  has  been  shown  that  over 
90%  of  primary  care  physicians  ask  about 
alcohol  consumption  but  in  a way  that  yields 
only  a 40%  sensitivity  for  detecting  alcoholism. 
Often  even  when  the  diagnosis  is  made,  treat- 
ment— or  even  its  recommendation  or  refer- 
ral— is  not  given.  One  review  of  84  emergency 
room  patient  records  with  blood  alcohols 
greater  than  .100  found  NO  patients  referred 
for  counselling.5 

In  a primary  care  practice  an  average  of 
20-25%  of  the  patients  are  alcohol  affected.6  In 
inner  city  practices,  this  may  run  as  high  as 
40%.  An  average  of  30%  of  hospitalized 
patients  have  alcoholism  as  a significant  co- 
factor. We  asked  South  Carolina  family  physi- 
cians who  hospitalize  patients  to  estimate  the 
alcohol  load  in  their  patients.  Over  19%  felt 
that  NONE  of  their  patients  had  alcoholism  as 
a significant  co-factor.  Eighty  percent  of  the 
physicians  estimated  that  29%  or  fewer  of  their 
patients  had  problems  with  alcohol. 

Many  physicians  tend  to  diagnose  alcoholics 
as  “Someone  who  drinks  more  than  I do.” 
While  90%  of  physicians  ask  about  alcohol 
habits,  the  two  most  common  questions  asked 
are  “Do  you  drink?”  and  “How  much  do  you 
drink?”  Alcoholics  tend  to  answer  the  ques- 
tions “No!”  and  “Two  beers”  respectively.  The 
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TABLE  1 

What  Percent  of  Your  Hospitalized  Patients 


Have  Alcoholism  as  a Major  Co-Factor? 

% of  patients 

Frequency 

% of  MBs 

Cumulative  % 

0 

50 

19.4 

19.4 

10 

164 

44.2 

63.6 

20 

43 

16.7 

80.2 

30 

32 

12.4 

92.64 

>30 

19 

7.36 

100. 

sensitivity  of  this  set  of  questions  is  about 
40%.4  By  asking  two  different  questions  the 
sensitivity  can  be  raised  to  90  + %.  These  ques- 
tions are  “Have  you  ever  had  a drinking  prob- 
lem?” and  if  yes,  “Have  you  had  a drink  in  the 
last  24  hours?”  Other  questions  that  may  be 
asked  include  the  CAGE  Questions  and  the 
Michigan  Alcohol  Screening  Test  (MAST). 
The  Cage  Questions  are  asking  the  patients 
about  feelings  or  needs  to: 

Cut  down? 

Annoyance  about  alcohol  queries? 

Guilt  about  Drinking? 

Eye  Openers?  or  Early  Morning  Drink? 
Two  affirmative  answers  is  suspicious. 

The  MAST  test  contains  25  questions  that 
indicate  not  only  the  possibility  of  a problem 
but  also  the  depth  of  the  problem.  If  five  of  the 
questions  are  answered  affirmatively  then  the 
patient  “probably”  has  a problem,  nine  and  the 
patient  “definitely”  has  a problem  and  the 
average  person  entering  treatment  has  a score 
of  24.  While  none  of  these  screening  devices 
should  be  considered  absolutely  diagnostic, 
their  use  in  preliminary  identification  is  of 
immense  value.7’  8 Surprisingly,  over  90%  of 
surveyed  S.  C.  family  physicians  indicate  that 
they  “never”  use  these  questions. 

Laboratory  results  can  also  be  of  help  in 
confirmation  of  clinical  suspicions,  or  of 
screening  indications.  Any  random  blood  alco- 


January  1990 


17 


PHYSICIAN  RECOGNITION  OF  ALCOHOLISM 


hoi  level  over  . 1 50  without  gross  intoxication 
is  prima  facie  evidence  of  alcoholism  and  dem- 
onstrates a high  level  of  tolerance.  A blood 
alcohol  while  visiting  a physician’s  office  over 
.100  or  a BAL  over  .300  EVER  is  also  diag- 
nostic for  alcoholism.7 

Several  other  tests  are  helpful  in  confirming 
suspicions  of  alcoholism.  Liver  enzymes  are 
commonly  examined,  but  beware  that  changes 
in  liver  enzymes  are  insensitive  and  indicate  a 
higher  level  of  alcohol  consumption  for  a long 
time.  Aspartate  aminotransferase  (AST, 
SGOT)  alanine  aminotransferase  (ALT, 
SGPT)  are  non-specific  (elevated  in  fatty  liver, 
cirrhosis,  alcoholic  hepatitis  as  well  as  non- 
alcoholic liver  disease).  The  AST  may  well  be 
higher  than  ALT  because  alcohol  may  selec- 
tively inhibit  ALT  synthesis.  Gamma  glutamyl 
transferase  (GGPT  GGT)  changes  are  sen- 
sitive for  alcoholic  intake  though  they  do  not 
signify  liver  damage.  GGPT  changes  are  in- 
duced over  several  weeks  and  returns  to  nor- 
mal weeks  to  months  after  abstinence.2 

An  elevated  or  high  normal  High  Density 
Lipoprotein  (greater  than  60  HDL)  and  ele- 
vated Mean  Corpuscular  Volume  (MCV)  are 
also  commonly  found  with  high  alcohol  intake 
levels.  The  MCV  changes  may  be  a combined 
result  of  vitamin  deficiency  and  direct  alco- 
holic toxicity  on  the  bone  marrow.9 

The  principal  diagnosis  of  alcoholism  may 
be  made  much  earlier  on  the  basis  of  family 
and  personal  histories.  The  following  are  some 
of  the  red  flags  for  consideration  as  connected 
with  drinking: 

1.  Marital  problems; 

2.  History  of  four  intoxications  in  the  last 
year  (from  either  patient  or  family); 

3.  Any  arrests  for  driving  while  intoxicated; 

4.  Injuries  while  intoxicated; 

5.  Legal  problems  from  intoxication; 

6.  Persons  reported  as  intoxicated  at  work 


or  who  need  to  drink  to  function;  and 

7.  Family  history  of  alcoholism.2 
Most  physicians  recall  the  alcoholic  as  the 
emergency  room  end-stage  alcoholic  with 
bruises,  jaundice,  ascites.  The  temples,  tes- 
ticles and  extremities  are  wasted.  The  nose  and 
liver  are  often  enlarged  and  the  face  is  often 
covered  with  spider  nevi.  Earlier  physical  signs 
are  more  discreet  and  require  greater  diagnostic 
skill.  The  only  evidence  may  consist  of  trem- 
ulousness, tachycardia  and  hypertension. 

Alcoholism  is  a prevalent  disease  in  South 
Carolina,  associated  with  extensive  morbidity 
and  mortality.  It  is  particularly  devastating 
because  neither  the  patient  nor  the  doctor  wish 
to  admit  its  presence.  When  physicians  begin 
to  confront  patients  earlier  with  the  results  of 
screening,  lab  tests  and  exams,  the  hole  the 
patient  is  digging  for  himself  may  not  get  quite 
as  deep,  and  the  bottom  the  patient  hits  need 
not  be  so  devastating.  □ 
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Not  too  many  years  ago,  the  accepted  think- 
ing about  what  could  be  done  to  help  a patient 
dependent  upon  alcohol  or  another  drug  was 
based  upon  the  notion  that  the  patient  had  to 
“hit  the  bottom”  before  anything  of  any  conse- 
quence could  be  done  to  help.  It  was  as  if  the 
patient  must  somehow  tire  of  the  symp- 
tomatology before  treatment  could  be  at- 
tempted. We  assumed  that  an  individual  who 
was  sick  in  mind  and  body  would  be  as  phys- 
ically and  emotionally  capable  of  making  a 
decision  about  the  need  for  treatment  as  if  he 
or  she  were  well. 

The  belief  that  in  order  to  treat  chemical 
dependence,  the  symptoms  had  to  be  as  bad  as 
they  could  get  was  as  potentially  harmful  to  the 
chemically  dependent  patient  as  it  would  be  to 
a patient  with  any  other  chronic,  progressive, 
life-threatening  disease.  Waiting  for  the  ad- 
dicted patient  to  “bottom  out,”  to  “want”  help, 
or  to  be  “ready”  for  recovery  we  observe  the 
disease  progressing  relentlessly  to  a point 
where  the  dependency  becomes  increasingly 
more  difficult  to  treat,  rather  than  easier.  Yet 
waiting  for  the  patient  to  become  motivated,  to 
get  well  by  experiencing  greater  pain  from  the 
progressing  disease  is  still  sometimes  done 
with  the  very  best  intentions.  It  is,  however,  an 
attempt  to  help  the  patient  based  on  a limited 
and  inaccurate  understanding  of  addiction  dis- 
ease. It  is  the  nature  of  addiction  disease  itself 
that  precludes  an  addicted  and  debilitated  pa- 
tient from  making  a good,  competent  and  ob- 
jective decision  about  the  need  for  help. 

Current  knowledge  of  addiction  indicates 
that  it  is  a complex,  predictable  progressive 
disease,  yet  it  is  one  which  responds  to  treat- 
ment at  any  point  along  its  line  of  progression. 
It  is  also  currently  accepted  that  patients  who 
are  treated  earlier  in  the  progression  of  the 
illness  stand  a better  chance  of  responding  fa- 
vorably to  treatment. 

Alcoholism  or  addiction  to  any  other  drug  is 
a primary,  metabolic  disease  with  a strong  ge- 
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netic  component.  It  is  complicated  by  patterns 
of  behavior  and  delusion  bent  to  serve  the 
continuing  progression  of  the  disease.  While  to 
treat  the  illness  symptomatically  is  tempting 
and,  in  fact,  often  necessary  for  the  manage- 
ment of  a crisis  or  emergent  consequences 
which  occasionally  arise,  attempts  to  treat  the 
medical  consequences  of  the  illness  alone  with- 
out addressing  the  underlying  dependency  are 
futile  in  the  long  term. 

Likewise,  attempts  simply  to  stop  the  drink- 
ing or  drug  use  without  treating  the  depen- 
dency are  comparatively  as  futile  as  trying  to 
treat  a brain  tumor  by  only  medicating  the 
headache  pain.  Finally — and  most  obviously 
— treatment  without  stopping  the  drinking  or 
drug  taking  is  doomed  to  certain  failure. 

It  is  absolutely  essential  that  an  accurate 
diagnosis  be  made  and  that  the  patient  accepts 
it.  The  patient  must  see  the  illness  as  one  for 
which  he  can  identify  the  symptoms  as  he 
experiences  them  in  his  own  life.  In  the  absence 
of  the  patient’s  self-diagnosis  and  identifica- 
tion with  the  illness,  the  prognosis  for  arresting 
the  illness  is  poor. 

Complicating  the  ability  to  self-diagnose  as 
the  illness  progresses  is  the  increasing  rigidity 
and  overuse  of  defense  mechanisms  which 
protect  the  patient  from  emotional  pain.  The 
rigidity  of  these  defenses,  particularly  ra- 
tionalization, projection,  and  denial,  even- 
tually becomes  the  basis  for  a complex 
delusional  system  which  effectively  hides  the 
knowledge  of  the  presence  of  the  illness  from 
those  who  have  it.  Defenses  against  the  accep- 
tance of  the  illness  work  with  amazing  efficacy, 
sustaining  denial  of  the  illness  even  to  the 
point  of  premature  death.  A spouse,  family 
member,  physician,  or  any  other  caring  person 
attempting  individually  to  confront  the  disease 
will  be  met  with  a strong  delusional  system 
which  is  nearly  impossible  to  penetrate  alone. 

What  can  and  most  often  does  overcome  the 
defenses  is  the  power  of  a unified,  planned, 
group  effort  to  intervene. 

Intervention  can  be  most  effective  when  per- 
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formed  in  a highly  structured  confrontation 
made  by  family  members  and  other  caring 
individuals  performed  in  the  style  originally 
popularized  by  Dr.  Vernon  Johnson,  founder 
of  the  Johnson  Institute  in  Minneapolis,  Min- 
nesota.1 This  model  has  become  accepted  as 
the  standard  of  practice  for  intervention  in 
addiction  disease. 

Confrontation  done  in  the  spirit  of  loving 
firmness  methodically  challenges  denial  of  the 
illness  through  irrefutable  facts,  verbalized 
feelings,  and  detailed  accounts  of  observed  be- 
havior. Intervention  often  can  accomplish  by 
the  power  of  a caring  group  what  no  individual 
had  formerly  been  able  to  achieve.  Even  more 
importantly,  such  a confrontation  provides  the 
intervening  group  members  the  opportunity  to 
resign  from  the  painful  enabling  roles  they 
have  inadvertently  adopted  in  response  to  the 
chemically  dependent  loved  one.  The  oppor- 
tunity for  each  member  of  the  group  to  say 
aloud  to  the  patient  how  living  with  the  pa- 
tient’s chemical  dependence  has  been  painful 
can  be  an  opportunity — sometimes  for  the 
very  first  time — for  the  family  to  feel  as  though 
their  feelings  truly  have  been  heard. 

In  preparation  for  intervention,  members  of 
the  family  first  undergo  a comprehensive  and 
thorough  training  sequence  in  which  they  learn 
in  detail  about  the  illness  of  chemical  depen- 
dence, the  dynamics  of  denial,  and  the  process 
of  intervention.  They  have  an  opportunity  to 
examine  and  resolve  their  own  resistance  and 
defense  mechanisms  which  might,  if  left  unre- 
solved, accidently  sabotage  the  intervention 
process.  At  the  conclusion  of  this  training  se- 
quence, the  family  meets  to  confront  the  indi- 
vidual with  the  consequences  of  the  illness  as 
they  have  experienced  them  and  to  present  the 
patient  with  their  request  that  help  be  accepted 
immediately.  This  session  is  done  without  any 
warning  to  the  person  who  is  being  confronted. 
Any  indication  to  the  patient  that  a confronta- 
tion is  pending  will  result  in  the  intervention 
being  sabotaged  by  the  patient.  Defenses  will 
be  reinforced,  and  the  task  of  the  group  will  be 
much  more  difficult.  The  element  of  surprise 
helps  to  shift  the  balance  and  makes  the  like- 
lihood of  breaching  the  defenses  much  greater. 

In  the  intervention  session,  the  individual 
group  members  present  to  the  prospective  pa- 
tient in  predetermined  order  written  lists  of 


incidents  in  which  the  patient’s  illness  caused 
them  pain  or  suffering.  The  family  members 
are  encouraged  to  present  the  data  as  objec- 
tively as  possible  and  in  such  a way  as  to  avoid 
arousing  the  prospective  patient’s  defensive- 
ness. Simply  stating  to  the  patient  what  hap- 
pened, when  each  incident  took  place,  and 
what  feelings  resulted  provides  the  patient 
powerful  and  irrefutable  data.  In  the  same 
manner,  the  family  presents  to  the  patient  in 
very  explicit  terms  exactly  what  course  of  ac- 
tion they  expect  from  the  patient.  Most  often 
the  response  is  a heartfelt  promise  to  quit 
drinking  or  using  the  drug;  the  chemically  de- 
pendent individual  honestly  believes  in  his  or 
her  ability  to  stop  using  the  drug  and  that  in 
doing  so,  the  pain  experienced  by  the  family 
will  stop.  The  family  well  trained  in  interven- 
tion technique  sees  this  promise  for  what  it  is 
and  refuses  to  accept  it,  knowing  that  by  virtue 
of  the  nature  of  the  illness,  it  cannot  be  kept, 
nor  would  simply  stopping  the  use  of  the  drug 
restore  the  patient  or  the  family  to  a happy  and 
functional  state.  At  this  point  in  the  interven- 
tion process,  it  is  very  important  that  the  fam- 
ily members  explicitly  detail  the  consequences 
that  the  patient  will  experience  if  he  or  she 
refuses  to  accept  help.  The  group  must  be  care- 
ful not  to  state  any  consequences  they  are  not 
fully  prepared  to  follow  through,  lest  the  pa- 
tient perceive  them  as  idle  threats  no  different 
from  threats  the  patient  has  heard  from  the 
family  on  many  occasions  in  the  past. 

Intervention  should  not  be  entered  into  ca- 
sually or  without  help  from  an  individual 
trained  in  the  use  of  intervention  techniques. 
Yet  when  the  power  of  a group  of  caring  family 
members  which  often  may  include  the  pa- 
tient’s physician,  employer,  and  clergyman  is 
experienced  by  the  patient,  it  can  provide  the 
best  point  of  leverage  in  overpowering  denial. 
It  provides  the  best  possible  opportunity  to 
allow  the  patient  to  self-diagnose  and  identify 
the  need  for  help. 

Should  the  intervention  fail  to  achieve  an 
acceptance  by  the  patient  of  diagnosis  and  the 
need  for  help,  there  is  still  the  lasting  effect  of 
having  broken  the  forced  silence  in  the  family. 
Things  cannot  go  back  to  where  they  were  prior 
to  the  family  intervening.  Often  the  result  is  a 
weakening  of  the  defenses  which  raises  the 
opportunity  to  re-intervene  at  a later  time 
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when  the  patient  begins  to  experience  things 
getting  worse.  In  this  sense,  there  is  no 
“failure”  in  intervention.  Rather,  the  desired 
outcome  is  merely  delayed  until  the  denial  is 
eventually  overcome  through  subsequent 
sessions. 

It  is  tempting  to  the  physician  to  avoid  con- 
frontation whenever  it  is  possible.  Confronta- 
tion often  appears  to  jeopardize  the  special 
helping  relationship  of  the  physician  and  pa- 
tient. However,  it  is  incumbent  upon  the  doc- 
tor, if  unable  to  help,  that  he  at  least  avoid 
inadvertently  making  things  worse  by  diagnos- 
ing only  the  secondary  physical  damage  and 
failing  to  address  the  primary  illness  of  chem- 
ical dependence.2  Having  incorporated  an  un- 
derstanding of  the  process  of  intervention  as 


opposed  to  enabling,  the  physician  is  offered 
the  opportunity  to  be  satisfied  in  the  knowl- 
edge that  when  he  has  done  what  he  can  do  to 
support  intervention,  he  may  have  done — at 
least  for  the  time — all  there  is  that  can  be  done. 
As  an  illness  that  constitutes  one  of  the  leading 
health  problems  in  modern  times,  addiction 
disease  threatens  the  life  of  those  who  have  it 
and  of  those  who  live  in  its  proximity.  For 
many,  intervention  represents  the  first  part 
of  the  process  of  recovery;  for  others,  it  may  be 
the  last  hope  for  saving  a life.  □ 
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HISTORY 

The  Comprehensive  Alcohol  Abuse  and  Al- 
coholism Prevention,  Treatment  and  Re- 
habilitation Act  of  1970  was  signed  into  law 
December  31st  of  that  year.  Through  that  law 
was  created  the  National  Institute  on  Alco- 
holism and  Alcohol  Abuse  and  the  National 
Institute  on  Drug  Abuse.  South  Carolina, 
which  has  had  a Commission  on  Alcohol  and 
Drugs  for  30  years,  in  1974  developed  a state- 
wide system  of  county  drug  and  alcohol  com- 
missions. Despite  the  involvement  of  these 
commissions  in  treatment  and  referral  for  14 
years,  it  was  our  perception  that  South  Caro- 
lina’s physicians  have  not  maximally  utilized 
the  available  resources.  Of  50,242  clients 
served  in  FY  87-88,  only  311  or  0.74%  were 
referred  by  a physician.  This  paper  reports 
results  of  a survey  of  physicians  and  treatment 
centers  to  test  the  perception  of  minimal 
interaction. 

In  the  spring  of  1988,  a survey  was  per- 
formed of  County  Drug  and  Alcohol  Commis- 
sion directors  in  South  Carolina.  Responses 
were  obtained  from  20  of  the  38  county  com- 
mission directors  and  surveys  were  also  mailed 
out  to  all  members  of  the  South  Carolina  Acad- 
emy of  Family  Physicians. 

When  asked  about  involuntary  commit- 
ment, it  was  clear  that  the  majority  of  physi- 
cians contacted  had  not  committed  anyone 
under  the  1987  alcohol  statute. 

These  data  mean  that  9.5%  of  family  physi- 
cians are  responsible  for  45%  of  the  alcohol 
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TABLE  1 

Physician  Ranking  of  Treatment 
Modalities  for  Suspected  Alcoholism 
(Percent  Who  Used  1st  & 2nd  Rankings) 


Percent  of 

Treatment  Modality  Physicians 

Alcoholics  Anonymous  81.0% 

Inpatient  care  59.7% 

Community  A&D  Com.  42.0% 

Psychiatrists/Psychologists  1 7.0% 

Treatment  by  self  10.5% 


TABLE  2 

Involuntary  Commission  of  Patients  by 
South  Carolina  Family  Physicians 


Frequency  of  Commission  Percent 

Never  62.6% 

One  9.0% 

Six  or  more  9.5% 


TABLE  3 

Frequency  of  Physician  Interaction  with 
County  Alcohol  and  Drug  Commissions 


Function  Percent 


Agency  Board 

4.8% 

Advise  Agency 

8.5% 

Visited  Agency 

20.5% 

Visited  by  Agency 

26.7% 

Referred  Patient 

63.1% 

Never  Referred 

36.9% 
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commissions  being  accomplished  at  the  pres- 
ent time. 

Of  20  community  directors  responding  to 
the  survey,  1 5 had  received  referrals  from  pri- 
mary care  physicians  “occasionally”  to 
“never.”  Five  had  referrals  from  physicians 
“regularly”  or  “often,”  and  seven  have  a physi- 
cian on  the  agency  board.  Nine  agencies  indi- 
cated a physician  advisor:  one  is  an  “addic- 
tionologist,”  six  are  family  physicians  and 
three  general  physicians.  Fourteen  county 
agencies  indicated  that  they  had  visited  with 
physicians  in  their  communities  and  12  had 
attended  medical  staff  meetings. 


CONCLUSIONS 

A small  group  of  South  Carolina  physicians 
are  providing  most  of  the  referral  service  to 
county  alcohol  and  drug  agencies.  Most  of  the 
community  agency  directors  said  0-15%  of 
doctors  refer  to  them,  another  5/20  said  that 
between  1 6-39%  refer  to  them  and  two  particu- 
larly blessed  agencies  said  that  91-1 00%  of  phy- 
sicians refer  to  them. 


In  terms  of  being  visited  by  doctors,  16/20 
said  they  had  been  visited  by  0-5%  of  the  com- 
munity doctors.  From  a teaching  standpoint, 
of  the  seven  family  practice  residencies  in  the 
state,  all  agency  directors  responded  that  there 
was  a residency  in  their  area,  but  only  three  had 
residents  rotating  through  their  program. 

Many  of  the  directors  complained  that  they 
felt  that  they  were  only  used  as  a court  of  last 
resort  or  for  indigent  patients. 

In  short,  what  it  appears  has  happened  is 
that  a whole  system  of  alcohol  treatment  has 
cropped  up  on  a statewide  basis  that  is  essen- 
tially beyond  the  horizon  of  South  Carolina’s 
primary  care  physicians,  despite  good  evi- 
dence that  such  outpatient  treatment  is  both 
cost  effective  and  efficacious.  To  reiterate,  by 
the  state’s  own  figures,  less  than  one  percent  of 
patients  seen  by  the  statewide  system  were 
referred  by  physicians.  In  view  of  primary  care 
physicians’  reluctance  to  view  themselves  as 
the  best  treatment  source  and  the  need  for 
treatment  of  these  patients  with  often  limited 
income,  it  appears  that  some  major  bridge 
building  will  need  to  be  done.  □ 


Charlotte 
Treatment 
Center 
Is  Now 
Amethyst, 
But  The  Big  Things 
Are  Staying 
The  Same. 


We've  changed  our  name.  And  we're 
building  a nice  new  94-bed  facility  for 
adult  programs  and  our  new  youth/young 
adult  program. 

But  the  big  things  haven't  changed  a bit. 

We're  still  a private,  non-profit,  JCAHO- 
accredited  hospital  for  alcoholism  and 
drug  addiction. 

We  still  work  hard  to  keep  quality  high 
and  costs  down. 

And  we  still  rely  on  the  time-tested 
principles  of  the  Twelve  Steps  and  on 
caring  for  people  with  love  and 
understanding. 


AMETHYST 


Excellent  treatment  in  one  of  America's 
most  experienced  centers  doesn't  have  to 
be  expensive.  Call  (704)  554-8373.  Or 
write  Amethyst,  1 71  5 Sharon  Road  West, 
Charlotte,  NC  28210. 
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OBSERVATIONS  ON  THE  MANAGEMENT  OF 
ALCOHOL  WITHDRAWAL  SYNDROME 


RAJEEV  VASUDEVA,  M.D.* 
STEPHEN  HOLT,  M.B.** 


INTRODUCTION 

The  treatment  of  alcohol  withdrawal  syn- 
drome has  varied  over  the  last  two  centuries 
depending  on  local  traditions  and  prevailing 
medical  knowledge.  In  1838,  Romano  favored 
general  supportive  measures  of  fluids  and 
nutrition  over  pharmacologic  therapy  with 
quinine  and  opium,  and  in  1930  drastic 
interventions  such  as  spinal  drainage  of  cere- 
brospinal fluid,  with  the  intention  of  de- 
compressing the  brain  swelling,  were  found  to 
be  ineffective.1  The  diagnosis  of  alcohol  abuse 
may  become  apparent  only  when  the  patient 
demonstrates  signs  and  symptoms  of  alcohol 
withdrawal  and  the  management  of  acute  in- 
toxication or  subsequent  withdrawal  reactions 
is  often  problematic.  This  situation  is  com- 
pounded in  the  individual  with  combined 
drug-alcohol  addiction,  and  lack  of  patient  co- 
operation is  frequently  present.2  This  article 
will  highlight  the  clinical  management  of  pa- 
tients with  alcohol  withdrawal  syndrome. 

INITIAL  ASSESSMENT 

The  initial  assessment  must  be  individ- 
ualized and  include  a thorough  history  and 
physical  examination  as  well  as  appropriate 
laboratory  testing.  The  physician  should  be 
attuned  to  the  multiorgan  damage  from 
chronic  alcohol  abuse  that  may  determine  the 
need  for  complex  specific  and  supportive  treat- 
ment. In  the  intoxicated  and  uncommunica- 
tive patient,  it  is  important  to  keep  in  mind 
other  causes  of  clouded  consciousness  includ- 
ing: head  trauma,  overdosage  of  other  drugs, 
life  threatening  illness  or  severe  metabolic  ab- 
normalities resulting  from  alcohol  related  dis- 
eases such  as  hemorrhagic  pancreatitis, 
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gastrointestinal  bleeding  or  perforated  peptic 
ulcer. 

The  maintenance  of  an  adequate  airway  and 
circulatory  support  are  overriding  objectives 
together  with  continued  close  supervision  and 
observation  of  the  level  of  consciousness.  In 
general,  improvements  in  the  level  of  con- 
sciousness over  the  first  few  hours  would  sug- 
gest inebriation  but  vigilance  must  be  main- 
tained for  other  life  threatening  conditions.  In 
general,  profound  unconsciousness  secondary 
to  alcohol  alone  will  not  last  beyond  four  hours 
after  the  last  drink.2  Physician  continuity  is 
advisable  for  the  initial  and  subsequent  follow- 
up observations  so  as  to  obtain  an  accurate 
assessment. 

Blood  alcohol  levels,  serum  glucose  and  drug 
screen  panels  including  drugs  such  as  salicy- 
lates, amphetamines,  barbiturates,  benzo- 
diazepines, cannabinoids,  cocaine,  opiates  and 
phencyclidine  are  very  helpful  in  unconscious 
or  obtunded  patients.  The  decision  to  order 
appropriate  laboratory  tests  and  investigations 
are  determined  by  the  clinical  evaluation  of  the 
patient. 

CLINICAL  FEATURES 

Alcohol  withdrawal  develops  usually  follow- 
ing cessation  or  a sharp  reduction  in  alcohol 
intake.  This  disorder  presents  in  a wide  spec- 
trum of  manifestations  ranging  from  anxiety, 
decreased  cognition  and  tremulousness 
through  increasing  irritability  and  agitation, 
sometimes  culminating  in  frank  convulsions 
as  is  seen  in  delirium  tremens.  All  patients  do 
not  manifest  every  symptom.  The  patient  may 
present  with  a mild  clinical  picture  that  is  man- 
ifested by  a tremor  of  the  hands  (shakes  or 
jitters);  autonomic  hyperactivity  in  the  form  of 
tachycardia  and  diaphoresis;  insomnia,  and/or 
nightmares;  anxiety,  nausea  and  vomiting.3- 4 
The  most  common  form  of  the  syndrome  be- 
gins six  to  24  hours  after  cessation  of  drinking. 
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peaks  at  36  to  48  hours  and  disappears  in  72  to 
96  hours.  All  symptoms  may  be  exacerbated  by 
various  sensory  stimuli  or  unfamiliar  sur- 
roundings.2 Outpatient  treatment  of  with- 
drawal can  be  undertaken  in  selected  patients.2 

About  five  percent  of  patients  with  alcohol 
withdrawal  may  show  evidence  of  severe  with- 
drawal symptoms  including  visual,  tactile  or 
auditory  hallucinations  and  generalized  sei- 
zures. The  diagnosis  of  delirium  tremens  (DT) 
is  made  when  the  clinical  course  progresses 
beyond  the  usual  symptoms  of  withdrawal. 
There  may  be  an  increased  likelihood  of  devel- 
oping severe  withdrawal  symptoms  in  patients 
with  recurrent  medical  problems,  prior  history 
of  seizures  or  DT  and  increased  quantity  and 
frequency  of  drinking.5  Often,  DT  occurs 
unexpectedly  in  a patient  who  is  hospitalized 
for  some  unrelated  problem,  thereby  reinforc- 
ing the  need  to  suspect  alcohol  withdrawal  in 
all  cases  of  unexplained  delirium.  Prophylactic 
measures  are  important  to  avoid  the  high  mor- 
bidity and  potential  mortality  from  alcohol 
withdrawal.  Alcoholic  hallucinosis  and  chronic 
brain  syndromes  may  further  complicate  the 
clinical  presentation. 

MANAGEMENT  OF 
WITHDRAWAL  SYMPTOMS 

After  an  initial  assessment  which  includes  a 
thorough  evaluation  of  organ  systems  likely  to 
be  impaired  by  heavy  drinking,  the  next  step  is 
adequate  nutrition  and  rest.  Thiamine  defi- 
ciency is  the  commonest  remedial  problem 
and  in  its  severe  form  can  result  in  Wernicke’s 
encephalopathy.  Patients  should  receive  100 
mg  of  intravenous  thiamine  before  any  glucose 
is  administered.  In  lower  risk  patients,  the  pre- 
ferred route  is  100  mg  of  thiamine  by  mouth  or 
intramuscular  injection.  Supplementation  of 
other  vitamins  may  be  important,  e.g.,  Vita- 
min K or  Vitamin  C. 

Chronic  alcohol  consumption  results  in  de- 
pletion of  magnesium  by  a diuretic  effect.  Hy- 
pomagnesemia can  cause  hypocalcemia  and 
exacerbate  the  manifestations  of  thiamine  de- 
ficiency.6 If  hypomagnesemia  is  severe,  correc- 
tion should  be  accomplished  cautiously  by  an 
intravenous  route  or  intramuscular  injection. 
Hypophosphatemia  may  be  present  because  of 
poor  nutrition  and  it  may  become  evident  after 
intravenous  glucose  administration  which  can 


result  in  an  increased  cellular  uptake  of  phos- 
phate. Oral  phosphate  and  intravenous  po- 
tassium phosphate  are  reserved  for  selected 
cases.  Regular  monitoring  of  serum  phosphate 
levels  is  important. 

In  general,  liberal  use  of  intravenous  fluids 
should  be  avoided  since  most  patients  are  eu- 
volemic  and  may  even  be  overhydrated  or 
have  problems  with  serum  osmolality.  How- 
ever, intravenous  access  should  be  established 
to  permit  appropriate  hydration  or  the  admin- 
istration of  parenteral  medications.  An  en- 
vironment that  is  calm,  reassuring  and 
unalarming  plays  a pivotal  role  in  the  suc- 
cessful therapy  of  alcohol  withdrawal.  Outpa- 
tient withdrawal  therapy  may  be  accomplished 
in  selected  cases  as  long  as  certain  criteria  are 
fulfilled.2  A young,  otherwise  healthy  and 
highly  motivated  patient  who  presents  with 
mild  withdrawal  symptoms  would  be  the  ideal 
candidate.  Absence  of  other  significant  ill- 
nesses and  lack  of  history  of  seizures  or  severe 
withdrawal  symptoms  in  the  past  is  a prog- 
nostic indicator.  A good  rapport  between  pa- 
tient and  physician,  easy  availability  of  the 
physician  and  a strong  and  adequate  social 
support  network  are  necessary  for  a successful 
outcome.7  Upon  recovery,  it  is  important  to 
pursue  counselling  or  referral  to  Alcoholics 
Anonymous  to  maintain  long  term  abstinence. 

PHARMACOTHERAPY 

Benzodiazepines  are  the  drugs  of  first  choice 
in  the  treatment  of  minor  withdrawal  symp- 
toms. Benzodiazepines  with  a short  elimina- 
tion half-life  (oxazepam  and  lorazepam)  are 
especially  useful  in  patients  with  severe  liver 
impairment  or  pre-existing  encephalopathy. 
Some  clinicians  have  favored  the  use  of  drugs 
like  diazepam  or  chlordiazepoxide  which  have 
longer  half  lives.  The  choice  of  a specific  seda- 
tive is  less  important  than  titrating  adequate 
doses  to  achieve  sedation.  Sufficient  doses  of  a 
drug  should  be  administered  on  day  one  to 
achieve  alleviation  of  symptoms.  The  dose 
should  then  be  decreased  by  25  percent  on 
successive  days  over  a period  of  three  to  five 
days. 

There  are  a number  of  randomized,  con- 
trolled trials  describing  the  use  of  beta-blockers 
or  clonidine  along  with  benzodiazepines  for 
the  treatment  of  alcohol  withdrawal.8’  9 The 
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autonomic  discharge  that  usually  accompanies 
alcohol  withdrawal  is  effectively  suppressed  by 
these  drugs.  Symptomatic  therapy,  in  the  form 
of  antacids,  antidiarrheals  or  analgesics,  may 
be  used  cautiously  in  the  first  few  days  of 
management. 

The  treatment  of  patients  with  delirium  tre- 
mens requires  an  assertive  approach  and  a 
close  attention  to  associated  medical  prob- 
lems. These  patients  frequently  have  severe 
electrolyte  and  metabolic  abnormalities,  re- 
sulting in  a potentially  high  mortality  rate  and 
they  often  need  to  be  monitored  closely  in  an 
intensive  care  unit.  Intravenous  diazepam  can 
be  used  in  the  management  of  DT  to  provide 
predictable  and  stable  blood  levels.  The  major- 
ity of  patients  with  DT  are  too  ill  to  tolerate 
oral  medications  and  the  intramuscular  ab- 
sorption of  benzodiazepines  is  unpredictable 
and  often  is  erratic.  Therapy  can  be  com- 
menced with  5 to  10  mg  of  diazepam  intra- 
venously and  repeated  every  five  minutes  until 
sedation  is  achieved.  The  dose  may  be  re- 
peated every  two  to  four  hours  as  necessary. 
Antipsychotic  medications  such  as  haloperidol 
or  thioridazine  can  be  reserved  for  the  treat- 
ment of  psychotic  patients  with  delusions  or 
hallucinations. 

Alcohol  withdrawal  seizures  require  special 
pharmacologic  therapy.  There  is  little  evidence 
that  phenytoin  is  entirely  effective  in  drug 
withdrawal  seizures.  The  risk  of  seizures  has 
usually  passed  by  the  time  effective  drug  con- 
centrations of  phenytoin  are  reached.  As  for 
prophylaxis,  there  is  conflicting  evidence  re- 
garding the  role  of  anti-convulsants  in  provid- 
ing protection  against  seizures.10-  11  If  poly- 
pharmacy is  necessary  the  physician  should  be 
aware  of  drug  interactions,  especially  those 
based  on  interactions  with  cytochrome  P450 


enzyme  systems. 

CONCLUSION 

The  management  of  alcohol  withdrawal  syn- 
drome involves  a careful  general  medical 
assessment  together  with  appropriate  pharma- 
cologic intervention.  Prompt  diagnosis  and  in- 
tervention will  lead  to  a reduction  of  morbidity 
and  mortality  due  to  alcohol  withdrawal.  Al- 
though attention  must  be  focused  on  the  medi- 
cal needs  of  the  patient,  the  physician  may  be 
of  great  service  by  directing  the  patient  to  ap- 
propriate treatment  for  the  underlying  drink- 
ing problem  following  recovery.  □ 
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INTRODUCTION 

Many  physicians  know  the  clinical  charac- 
teristics of  alcoholism,  but  fewer  know  about 
treatment  of  the  disease.1’2  The  American 
Medical  Association  designation  of  alcoholism 
as  a disease  (1957),  and  addictions  as  a disease 
(1987)  did  not  produce  instant  cures  and 
changes.  Addictionists  believe  that  self-help 
groups  should  be  an  integral  part  of  treatment 
and  long-term  recovery.3’ 4 The  historic  proto- 
type for  self-help  groups  is  Alcoholics  Anony- 
mous (AA)  which  was  created  in  1935  by 
physician,  Robert  Holbrook  Smith  (“Dr. 
Bob”),  and  stockbroker,  William  Wilson  (“Bill 
W.”).  Since  then  more  than  1 50  parallel  groups 
have  been  developed,  the  most  prominent  of 
which  are  Al-Anon  (families  and  friends  of 
alcoholics),  CA  (Cocaine  Anonymous),  COA 
(Children  of  Alcoholics),  NA  (Narcotics  Anon- 
ymous) and  OA  (Overeaters  Anonymous)  and 
all  operate  on  the  same  general  principles  (see 
Table  1). 

A survey  of  South  Carolina  physicians 
shows  that  referral  to  AA  meetings  is  the  most 
common  therapeutic  maneuver  used  in  alco- 
holic patients  (see  “Two  Ships  in  the  Night”  in 
this  issue).  This  referral  must  be  done  in  a 
manner  which  facilitates  compliance.  A rec- 
ommendation to  “try  AA”  is  about  as  effective 
as  saying,  “Try  to  lose  some  weight”  without 
supplying  dietary  instruction  or  followup.  Per- 
sons who  present  to  the  clinician  with  charac- 
teristics indicating  alcoholism5  should  be 
given  the  recommendation  of  attendance  at 
self-help  group  meetings.  This  needs  to  be  con- 
ducted in  a dignified  fashion  which  supports 
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the  person  but  strongly  encourages  their  initia- 
tion of  the  process.  Since  patients  may  have 
strong  reservations  about  attending  such  meet- 
ings, the  physician  needs  to  develop  tech- 
niques which  facilitate  their  acceptance.  This 
might  include  statements  about  the  effective- 
ness of  AA,  and  the  chronic,  progressive,  even- 
tually lethal  course  of  the  disease.  Many 
patients  will  have  previous  failures  with  at- 
tempted abstinence,  with  a subsequent 
lowered  self-esteem. 

One  facilitative  suggestion  is  to  keep  a list  of 
persons  who  are  willing  to  take  patients  to  self- 
help  group  meetings.  Patients  who  are  success- 
fully dealing  with  recovery  can  perform  this 
role,  but  names  can  also  be  obtained  from  self- 
help  groups  directly,  county  alcohol  and  drug 
agencies,  local  hospitals  and  colleagues.  AA  is 
usually  listed  in  the  phone  book  and  will  sup- 
ply meeting  times,  days  and  places,  as  well  as 
pamphlets  for  distribution.  Attendance  at  the 
first  meeting  is  the  major  hurdle — meeting  a 
group  of  strangers  and  potentially  discussing  a 
deep  secret  is  a challenging  step.  Person  to 
person  contact,  through  guides  or  temporary 
sponsors,  may  ease  this  difficulty. 

With  no  structured  professional  guidance, 
self-help  group  members  provide  assistance  to 
individuals  who  have  a chronic,  progressive 
and  eventually  lethal  disease.  Self-help  group 
members  do  not  provide  medical  or  psycho- 
logical diagnoses,  and  do  not  damage  the 
therapeutic  alliance  the  patient  may  have  with 
a physician  or  counselor.6  The  self-help  group 
members  will  share  their  self-evaluations  and 
past  failures  which  are  usually  similar  to  those 
of  the  newcomer.  They  will  then  indicate  more 
recent  successes  as  a direct  result  of  following 
the  suggested  steps  of  recovery.  As  a graduate 
student  in  an  alcohol  and  drug  course,  one  of  us 
(NPJ)  demonstrated  a lack  of  fortitude  when 
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TABLE  1 

The  Twelve  Steps  of  Alcoholics  Anonymous 

1.  We  admitted  we  were  powerless  over  alcohol — that  our  lives  had  become  unmanageable. 

2.  Came  to  believe  that  a power  greater  than  ourselves  could  restore  us  to  sanity. 

3.  Made  a decision  to  turn  our  will  and  our  lives  over  to  the  care  of  God,  as  we  understood  Him. 

4.  Made  a searching  and  fearless  moral  inventory  of  ourselves. 

5.  Admitted  to  God,  to  ourselves,  and  to  another  human  being  the  exact  nature  of  our  wrongs. 

6.  Were  entirely  ready  to  have  God  remove  all  these  defects  of  character. 

7.  Humbly  ask  Him  to  remove  our  shortcomings. 

8.  Made  a list  of  all  persons  we  had  harmed,  and  became  willing  to  make  amends  to  them  all. 

9.  Made  direct  amends  to  such  people  wherever  possible,  except  when  to  do  so  would  injure  them 
or  others. 

10.  Continued  to  take  personal  inventory  and  when  we  were  wrong  promptly  admitted  it. 

11.  Sought  through  prayer  and  meditation  to  improve  our  conscious  contact  with  God  as  we 
understood  Him,  praying  only  for  knowledge  of  His  will  for  us  and  the  power  to  carry  that  out. 

12.  Having  a spiritual  awakening  as  the  result  of  these  steps,  we  tried  to  carry  this  message  to 
alcoholics,  and  to  practice  these  principles  in  all  our  affairs. 

(For  further  information  call  local  AA,  or  write  Alcohol  World  Services,  Box  459,  Grand  Central 
Station,  NY,  NY  10017.) 


required  to  attend  an  open  AA  meeting.  This 
anecdote  shows  the  dilemma  faced  by  our  pa- 
tients who  we  know  need  to  be  self-help  partici- 
pants, but  whose  need  is  accompanied  by  an 
overwhelming  fear  of  social  stigmatization. 
This  fear  often  carries  over  to  the  physician.  In 
an  attempt  to  avoid  labels  and  confrontation, 
physicians  bolster  patient  denial  and  thus, 
through  worsening  of  conditions,  contribute  to 
delays  in  diagnosis  and  treatment.  Many  newly 
diagnosed  individuals  literally  cannot  envi- 
sion life  without  alcohol  or  other  drugs. 

To  effectively  refer  patients  to  self-help 
groups,  give  explicit  instructions,  including  af- 
firmation of  the  effectiveness  of  self-help 
groups,  that  the  patient  attend  daily  meetings 
for  three  months,  and  that  the  patient  become 
actively  involved  in  the  process  of  recovery. 
Patients  who  do  not  attend  meetings  will  gen- 
erally have  a poor  prognosis.  Patients  who  get 
thoroughly  involved  will  have  a much  more 
rapid  recovery  rate. 

Table  2 includes  a helpful  list  of  suggestions 
which  might  be  verbally  presented  to  each  pa- 
tient. [EDITOR’S  NOTE:  You  may  wish  to 
photocopy  this  page  and  give  it  to  patients.] 
Since  some  alcoholic  patients  have  difficulty 
reading  and  comprehending,  you  might  have 
someone  provide  the  information  verbally. 


CATEGORIES  OF  MEETINGS 
AA  has  grown  over  its  more  than  50  years  to 
include  formats  which  suit  many  different 
needs.  There  are  smoking  and  non-smoking 
meetings,  and  gay  meetings  in  some  large 
cities. 

1.  OPEN  MEETINGS:  Any  interested  person 
may  attend  OPEN  self-help  group  meetings. 
These  are  for  curious  persons  including 
physicians.  Once  acquainted  with  the  pro- 
cess, you  could  accompany  patients  to  such 
a meeting. 

2.  CLOSED  MEETINGS:  Those  people  who 
are  alcoholic  or  who  have  a desire  to  stop 
drinking  may  attend  CLOSED  meetings.  In 
special  circumstances,  professionals  may  be 
invited  to  attend  these  meetings,  but  inclu- 
sion should  never  be  assumed.  These  meet- 
ings more  closely  guard  the  anonymity  of 
the  patient. 

3.  DISCUSSION  MEETINGS:  The  most 
common  type  of  self-help  group  meeting  is  a 
general  discussion  meeting.  Typically,  the 
chairperson  or  other  participant  suggests  a 
topic  for  the  group.  At  many  meetings,  the 
arrival  of  a newcomer  such  as  the  patient 
you  refer,  will  cause  the  topic  to  be  a discus- 
sion of  “the  1 st  Step  and  the  3rd  Tradition.’’ 
The  participants  will  describe  for  benefit  of 
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the  newcomer  what  their  lives  were  like 
before  entering  the  self-help  group,  what 
they  changed  in  their  lives,  and  what  life  is 
like  for  them  at  the  present  time.  These 
comments  are  useful  for  many  patients  in 
cracking  through  denial,  accepting  the 
course  of  action  required  for  recovery,  and 
in  recognizing  that  their  problems  are  not 
unusual.  Each  person  typically  has  a chance 
to  speak  if  they  wish,  but  is  not  required  to 
speak. 

4.  SPEAKER  MEETINGS:  A smaller  number 
of  self-help  group  meetings  provide  a 
speaker,  usually  of  long  sobriety,  who  is  the 
only  person  to  talk  that  evening.  The 
speaker  describes  his/her  life  before  enter- 
ing the  self-help  group,  what  discoveries 
they  have  made,  and  concludes  with  a de- 
scription of  how  life  has  changed  for  them 
since  beginning  recovery.  This  is  an  in- 
depth  discussion  and  may  be  useful  for  pa- 
tients to  envision  the  recovery  process 
serially. 

Other  significant  types  of  meetings  which 
may  be  found  listed  in  the  self-help  directory 
are: 

5.  STEP  MEETINGS:  Information  describing 
one  of  the  suggested  steps  for  recovery  is 
read  from  the  book  T welve  Steps  and  T welve 
Traditions1  after  which  participants  usually 
discuss  that  step.  These  are  useful  for  the 
patient  to  examine  the  process  undergone 
by  other  recovering  individuals. 

6.  BIG  BOOK  MEETINGS:  Participants  read 
a short  section  from  the  founding  book,  for 
instance  Alcoholics  Anonymous ,8  from 
which  AA  derives  its  name.  The  partici- 
pants may  read  or  pass,  which  assists  illiter- 
ate patients  who  might  otherwise  not  have 
been  able  to  participate  fully.  These  discus- 
sions are  useful  for  patients  in  examining 
their  own  progress. 

As  suggested  above,  most  alcoholics  and  ad- 
dicts need  to  understand  that  they  are  very 
similar  to  other  addicts  and  alcoholics.  Many 
individuals  feel  that  their  circumstances  are 
unique.  A morbid  joke  in  the  addictions  field  is 
that  patients  can  die  from  “terminal  unique- 
ness.” As  such,  patients  should  be  encouraged 
to  attend  a broad  variety  of  meetings  during 
the  initial  phase  of  their  recovery.  The  follow- 


ing types  of  groups  are  found  in  many  areas 
and  are  useful  for  dealing  with  specific  patient 
problems.  For  example,  a patient  told  one  of  us 
that  he  had  once  attended  AA,  but  that  it  was 
not  for  him  because  the  cigarette  smoke  both- 
ered him  too  much.  Rather  than  confront  his 
denial,  the  practitioner  referred  him  to  a non- 
smoking group  of  AA,  and  the  patient  has 
presently  been  abstinent  for  more  than  two 
years.  In  this  instance  the  clinician’s  under- 
standing of  the  characteristics  of  self-help 
groups  was  instrumental  in  the  recovery  of  the 
patient. 

7.  NONSMOKING  MEETINGS:  Many  ad- 
dicted individuals  smoke  cigarettes  heavily 
and  continue  to  smoke  during  recovery.  In 
most  metropolitan  areas  there  are  meetings 
at  which  smoking  is  not  allowed  (either  by 
choice  or  due  to  building  restrictions).  If 
these  are  not  listed  in  the  meeting  directory, 
such  information  may  be  gained  by  phoning 
the  self-help  group  number  in  the  phone 
book  and  asking  for  assistance. 

8.  SINGLE-SEX  MEETINGS:  Some  indi- 
viduals feel  more  comfortable  talking  about 
specific  issues  in  a single-sex  group.  An  ad- 
ditional usefulness  results  from  a tendency 
in  some  areas  for  males  to  dominate  the 
conversation  to  the  exclusion  of  any  timid 
females.  Therefore,  it  is  useful  to  know  of 
single-sex  meetings  in  your  area.  Usually  in 
larger  cities  single-sex  groups  are  listed  in 
the  directory'  of  meetings.  These  can  also  be 
located  through  the  central  self-help  group 
office. 

9.  ALTERNATIVE  LIFESTYLE  MEET- 
INGS: In  metropolitan  areas,  specific  self- 
help  meetings  exist  for  gay  men  and  Lesbian 
women.  AA  meetings  are  not  restricted  and 
may  be  attended  by  heterosexual  persons  as 
well.  These  meetings  are  either  listed  in  the 
directory  or  may  be  located  by  calling  the 
self-help  office. 

Specialty  groups  should  be  used  as  an  ad- 
junct to  a balanced  program  of  self-help  group 
meetings,  and  should  not  be  the  only  meetings 
your  patients  attend. 

USEFUL  ADDITIONAL  HINTS 

1.  Keep  a list  of  recovering  individuals  who 
agree  to  help  new  patients  in  need  of  as- 
sistance. These  may  serve  to  call  upon  pa- 
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TABLE  2 

RECOMMENDATIONS  TO  PATIENTS 

The  following  are  intended  as  suggestions  for  each  patient  for  whom  alcohol  appears  to  be  a 

problem. 

1.  Your  attendance  at  AA  is  necessary  in  dealing  with  your  problem.  Failure  to  stop 
drinking  will  result  in  further  medical  harm,  loss  of  thinking  capacity,  suicidal 
thoughts,  and  death. 

2.  Please  go  to  one  meeting  each  day  for  the  next  three  months.  Keep  track  of  the  number 
of  meetings — go  to  90  meetings  in  90  days. 

3.  Arrive  early  for  the  meetings  and  talk  to  other  participants  before  and  after — socializa- 
tion with  them  may  be  very  important  for  your  recovery. 

4.  At  the  start  of  each  meeting  participants  may  introduce  themselves  by  first  name  and 
say  that  they  are  alcoholic.  It  is  not  necessary  for  you  to  state  that  you  are  an  alcoholic — 

feel  free  to  say  “my  name  is , and  I am  a visitor.”  However,  if/when  you  are 

certain  you  have  a problem  related  to  alcohol,  there  is  a therapeutic  benefit  to  stating 
that  you  are  alcoholic. 

5.  As  you  attend  meetings,  listen  carefully  to  each  person  who  talks — do  not  spend  your 
time  planning  an  answer.  The  members  of  the  group  have  information  you  need  very 
badly — listen  for  those  messages.  They  know  something  you  don’t. 

6.  The  members  of  the  group  will  not  talk  about  you.  Rather,  they  will  talk  about  their 
experiences,  strengths  and  hopes.  You  might  listen  for  persons  with  similar  problems 
to  yours  and  find  what  worked  for  them. 

7.  Pick  up  the  pamphlet  on  Sponsorship,  read  it  thoroughly,  and  find  a sponsor  of  your 
same  sex  within  the  first  month.  This  person  may  serve  as  a guide  for  you  in  a 
temporary  relationship  while  you  are  learning  the  process.  Note  that  the  relationship  is 
temporary,  although  some  last  for  many  years. 

8.  Collect  first  names  and  phone  numbers  of  individuals  of  the  same  sex  to  whom  you  can 
talk  later.  Call  them  or  me  to  talk  about  any  difficulties,  and  especially  call  if  you  find 
yourself  considering  taking  a drink  or  drug. 

9.  Pitch  in  and  work  on  the  steps  suggested  for  recovery.  Also  pitch  in  at  the  meeting — 
empty  ashtrays,  make  coffee,  be  a participant.  You  will  get  more  out  of  the  process. 

10.  If  for  some  reason  you  don’t  like  the  first  meeting  you  attend,  try  other  meetings  until 
you  find  ones  you  do  like.  Unconscious  thoughts  may  tell  you,  “these  aren’t  my  kind  of 
people,”  in  order  for  you  to  keep  drinking  yourself  to  death. 

1 1 . At  most  meetings  a member  will  provide  plastic  chips  which  signify  various  stages  of 
sobriety.  The  white  chip  signifies  “surrender”  for  the  newcomer  who  desires  to  stop 
drinking.  You  are  not  required  to  take  action.  However,  when  you  are  ready,  pick  up  a 
white  chip. 

12.  Please  plan  a follow-up  with  me,  let  me  know  how  your  meeting  went  and  any  ways  in 
which  I can  be  helpful.  Enjoy  the  process — don’t  focus  solely  on  the  endpoint. 
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tients  at  your  request  to  discuss  characteris- 
tics of  alcoholism  or  drug  abuse  and  share 
their  personal  experiences.  They  may  also 
agree  to  take  newcomers  to  a few  days  of 
meetings  to  begin  the  process. 

2.  Self-help  groups  are  not  religious  groups. 
The  spiritual  aspects  of  the  program  are  not 
required,  are  non-threatening,  and  usually 
talk  about  a “higher  Power.”  Addicts  and 
alcoholics  have  become  powerless  in  con- 
trolling their  drug(s)  and  can  usually  accept 
at  least  the  self-help  group  as  a “higher 
power.”  There  is  also  a national  atheistic 
group  for  alcoholics.  In  some  areas  the  non- 
AA  group,  “Alcoholics  for  Christ,”  may  as- 
sist practitioners  with  alcoholic  fundamen- 
talists. 

3.  Self-help  groups  have  no  dues  or  fees,  but 
accept  voluntary  contributions  of  small  size 
(usually  $ 1 ) from  their  members  to  defray 
expenses.  Therefore  you  will  not  be  causing 
a great  expense  for  your  patient  by  referring 
him/her. 

4.  Self-help  group  members  are  usually  avail- 
able at  all  hours.  Major  cities  have  recover- 
ing people  who  answer  phones  24  hours  of 
each  day.  They  are  therefore  available  for 
direct  discussion  whenever  needed. 

5.  An  inexpensive  supply  of  pamphlets  can  be 
obtained  from  any  local  self-help  group  of- 
fice. These  can  be  handed,  along  with  a 
recent  local  directory,  to  any  patient  or  fam- 


ily member  with  questions,  and  also  made 
available  in  outer  office  pamphlet  supplies. 

CONCLUSION 

Alcoholism  and  other  drug  addictions  are 
chronic  illnesses  with  a potentially  fatal  course. 
Self-help  groups  are  one  of  the  earliest  and 
most  effective  ways  to  establish  and  maintain 
sobriety.  Appropriate  understanding  of  the 
characteristics  of  self-help  groups  in  your  area 
will  help  the  recovery  of  your  patients  and  is  an 
adjunct  to  help  the  busy  physician  deal  with 
the  estimated  1 5-20%  of  patients  seen  in  a busy 
office  practice.  Your  interest  can  make  a dif- 
ference in  the  recovery  of  your  patients.  □ 
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“A  lush  can  always  find  a reason,  if  he’s  thirsty.  Listen.  If  he’s  happy,  he  takes 
a couple  of  shots  to  celebrate  his  happiness.  Sad,  he  needs  ’em  to  drown  his 
sorrow.  Low,  to  pick  him  up.  Excited,  to  calm  him  down.  Sick,  for  his  health. 
And  healthy,  it  can’t  hurt  him.  So  you  see,  Al,  a lush  just  can’t  lose.” 

— James  Cagney  jawing  with  the  bartender  in  the  film,  “Come  Fill  the  Cup.  ” 
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The  most  important  alcohol  and  drug  fac- 
tors relative  to  adolescents  are  (a)  an  under- 
standing of  prevention  techniques,  (b)  the 
indicative  characteristics  of  developing  prob- 
lems, and  (c)  the  positive  actions  by  practi- 
tioners which  can  cause  positive  results. 

According  to  high  school  seniors,  alcohol  is 
the  most  widely  used  drug  among  American 
youth,  and  although  daily  alcohol  use  has  de- 
clined in  the  past  ten  years,  approximately  five 
percent  of  seniors  drink  daily.  The  rate  of  party 
drinking  (five  or  more  drinks  in  a row  at  any 
time  during  the  past  two  weeks)  has  fallen  to 
about  37%  of  high  school  seniors. 

To  continue  the  reduction  in  teen  drinking 
and  abuse,  it  is  necessary  for  all  practitioners  to 
begin  preventive  efforts  as  early  as  is  possible. 
At  the  very  least,  we  can  refuse  to  be  enablers  of 
adolescent  drinking. 

Self-education  by  every  physician  is  impor- 
tant. Physicians  can  learn  about  alcohol  and 
drug  issues  by  participating  in  brief  educa- 
tional experiences  through  local  medical 
schools  and  state  medical  societies.  In  a pre- 
vious position,  one  of  us  (NPJ)  developed  a 
linkage  between  the  most  trusted  pediatrician 
in  town  and  a local  adolescent  substance  abuse 
treatment  agency  to  their  mutual  benefit. 

Well-child  visits  during  prepubertal  years 
offer  opportunities  to  discuss  alcohol  and  drug 
issues  in  an  integrated  fashion.  Including  alco- 
hol questions  in  regular  examinations  opens  a 
channel  for  later  discussions,  and  allows  chil- 
dren to  determine  answers  to  questions  more 
accurate  than  those  from  peers. 

One  useful  question  is  to  ask,  “What  do  your 
friends  say  about  alcohol  and  drugs?”  Commu- 
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nication  can  be  opened  by  suggesting  that  the 
child  may  have  wondered  why  some  people 
drink,  or  whether  there  is  any  harm  in  trying 
alcohol  or  other  drugs.  Education  of  patients 
about  alcohol  and  drug  use,  as  in  the  case  of 
tobacco  use  and  sexuality,  begins  in  childhood, 
at  a time  when  family  standards  and  adult 
values  in  general  are  being  assimilated  by  the 
child.  Anticipatory  guidance  concerning  alco- 
hol use  during  pregnancy  is  essential  for  all 
female  adolescents  and  can  be  introduced  in 
the  same  fashion  as  menstruation  and  male- 
female  relationships.  Patient  education  is  not 
accomplished  in  one  visit.  Well-being  and 
positive  attitudes  toward  self  evolve  slowly, 
requiring  months  and  years  of  emotional  and 
intellectual  investment. 

Counseling  should  be  consistent  with  a con- 
cern for  the  child’s  welfare,  while  conveying 
knowledge  about  the  effects  of  alcohol  and 
other  drugs.  Alcohol  and  drug  issues  should  be 
included  in  the  same  fashion  as  other  preven- 
tive measures  (e.g.,  “I  care  about  you,  so  I want 
to  talk  to  with  you  about  alcohol  and  other 
drugs  . . .”). 

PRIMARY  PREVENTION 

Primary  alcohol  and  drug  prevention  at  the 
family  level  involves  discussion  with  the  fam- 
ily. Parents  must  be  encouraged  to  look  at  how 
their  alcohol  and  drug  beliefs  and  practices 
affect  their  children — children  perceive  con- 
sistencies and  inconsistencies  in  parental  prac- 
tice and  preaching.  In  addition  you  will  find 
some  special  issues  with  families  in  which  pa- 
rental alcoholism  or  heavy  drug  use  presently 
exists  (See  page  38).  Counseling  requires  con- 
tinuity and  changes  of  emphasis  as  the  child 
moves  into  and  through  adolescence. 

SECONDARY  PREVENTION 

Secondary  prevention  identifies  those  chil- 
dren “at  risk”  and  intervenes  early  upon  those 
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children  who  are  in  the  first  stages  of  experi- 
mentation. Because  it  is  not  usually  possible  to 
differentiate  an  at-risk  person  from  a begin- 
ning user,  these  two  categories  of  patients  are 
dealt  with  identically.  Psychological  factors, 
family  stresses,  family  history  and  peer  pres- 
sures should  be  recognized  as  risk  factors. 

Education:  Once  early  identification  has 
been  made,  the  next  step  is  discussion  with  the 
child,  any  specific  psychological  stresses,  fam- 
ily stresses,  and  social  pressures  being  experi- 
enced. This  is  the  time  when  alcohol  and  other 
drug  issues  are  addressed  individually.  After 
separate  discussion  with  the  child  and  the  par- 
ents, a family  discussion  may  be  in  order. 

Confidentiality  & Communication:  A major 
problem  for  you  and  parents,  is  to  know  when 
to  believe  a child’s  denial  of  alcohol  abuse. 
Children  are  rarely  frank  with  parents  and, 
fearing  a betrayal  of  trust,  often  are  hesitant  to 
confide  in  physicians.  You  must  tread  a fine 
line  to  assure  confidentiality,  lest  the  rela- 
tionship be  jeopardized.  On  the  other  hand,  it 
is  best  to  inform  the  child  that  any  confidence 
will  be  respected  as  long  as  their  health  or  life  is 
not  in  danger.  Once  the  child  finds  that  talking 
with  an  understanding  adult  is  possible,  fears 
and  guilt  can  be  partially  neutralized,  and  it 
may  be  easier  for  the  child  to  talk  eventually 
with  parents  (unless  they  are  major  contrib- 
utors to  the  problem).  Concerned  phone  calls 
or  conversations  by  friends  about  alcohol  or 
drug  problems  of  another  child  should  be  con- 
sidered with  the  greatest  urgency  since  children 
do  not  tend  to  talk  to  adults  about  problems  of 
friends. 

Age  of  Onset:  The  apparent  age  at  which 
teenagers  begin  to  drink  continues  to  drop  in 
comparison  with  earlier  generations.  In  the 
1930s  most  adolescents  started  drinking  be- 
tween 17-19;  in  the  1940s  it  had  fallen  to  141 
and  presently  is  between  the  ages  of  10-12. 
Early  drinking  tends  to  lead  to  early  problems. 
We  become  concerned  when  anyone  younger 
than  14  drinks  at  all. 

Teenage  Drunkenness:  Another  change  is 
the  extent  of  reported  adolescent  drunkenness. 
In  three  studies  of  adolescent  alcohol  use  in  the 
Boston  area,  the  proportion  of  female  high 
school  students  who  reported  having  been 
drunk  on  at  least  one  occasion  increased  from 


14  to  69%  between  1965  and  1974,  while  the 
proportion  of  male  students  reporting  this  in- 
creased from  34  to  70%. 1 These  surveys  may 
underestimate  the  degree  of  alcohol  use,  be- 
cause most  studies  include  only  students  who 
have  remained  in  school — dropouts  have  a 
higher  incidence  of  abusive  drinking  and  drug- 
ging. Approximately  25%  of  seventh  graders 
get  drunk  at  least  once  a year;  approximately 
10%  of  high  school  seniors  get  drunk  at  least 
once  a week;  and  nearly  50%  of  college  students 
get  drunk  at  least  12  times  a year. 

Early  V5.  Advanced  Users:  A clinical  distinc- 
tion has  been  drawn  between  early  and  ad- 
vanced adult  alcohol  abusers. 

EARLY  ABUSERS  are  said  to  be  charac- 
terized by: 

1.  a short  drinking  history  of  one  to  two 
years, 

2.  drinking  that  occurs  in  response  to  or  in 
temporal  relationship  with  a particular 
emotionally  charged  or  demanding  sit- 
uation, 

3.  a previous  history  of  nonproblem 
drinking, 

4.  no  physical  dependence,  and 

5.  mild  to  moderate  alcohol-related  behav- 
ioral problems  (e.g.,  fights,  family  prob- 
lems, deteriorating  school  performance). 

ADVANCED  ABUSERS  are  said  to  be  char- 
acterized by: 

1.  a pervasive  abuse  pattern, 

2.  no  clear  temporal  relationship  between 
drinking  and  specific  stresses, 

3.  prolonged  abuse, 

4.  presence  of  abuse  from  earliest  drinking, 

5.  loss  of  control  over  drinking,  and 

6.  marked  alcohol-related  behavioral  prob- 
lems. 

The  tendency  for  the  young,  inexperienced 
drinker  to  become  intoxicated  is  a danger  due 
to  the  potential  for  overdose  and  because  of  the 
circumstances  under  which  much  teenage 
drinking  occurs.  Young  teenagers  tend  to  drink 
outside  the  home,  often  in  a car,  and  often  with 
the  intention  of  getting  drunk.  If  they  lack 
experience  and  have  few  social  constraints  or 
diversions,  they  may  drink  rapidly,  fail  to 
monitor  their  state  and  quickly  lose  awareness 
of  how  intoxicated  they  have  become.  Besides 
being  lighter  in  weight  than  adults,  hence  re- 
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quiring  a lower  effective  dose  of  alcohol,  they 
also  become  intoxicated  at  lower  levels  than  do 
adults. 

The  pharmacokinetics  of  alcohol  may  be 
altered  in  other  ways  in  the  pubertal  and  ado- 
lescent individual,  owing  to  the  distinctive 
physical  changes  in  this  stage  of  life,  notably: 

1.  an  increase  in  ponderal  growth, 

2.  changes  in  body  composition, 

3.  redistribution  of  fat  and  lean  body  mass, 
and 

4.  increases  in  circulating  blood  volume  and 
organ  size. 

Unique  Drinking  Practices:  These  factors, 
together  with  the  unique  drinking  practices  of 
teenagers — which  can  include  the  following — 
have  unpredictable  and  often  more  intoxicat- 
ing effects  on  the  adolescent. 

5.  consuming  large  quantities  of  alcohol 
quickly, 

6.  drinking  without  eating,  and 

7.  using  other  drugs  concurrently. 

Male  Reproductive  Effects:  The  effects  of  al- 
cohol on  the  male  endocrine  system  have  been 
intensively  studied  during  recent  years,  and  it 
is  clear  that  acute  and  chronic  use,  over  a range 
of  doses  and  in  many  animal  species,  has  mea- 
surable effects  on  the  hypothalamic-pituitary- 
gonadal  axis  that  are  independent  of  the  effects 
on  liver  functions.2 

1.  Depression  in  the  production  of  luteiniz- 
ing hormone  (LH)  resulting  from  the  ac- 
tion of  alcohol  on  the  hypothalamus.3 

2.  Testosterone  levels  are  suppressed  in  re- 
sponse to  decreased  LH. 

3.  Alcohol  direct  effects  on  the  testes  lead  to 
diminished  production  of  testosterone.4 

Female  Reproductive  Effects:  Less  study  has 
been  devoted  to  the  female  endocrine  system, 
but  it  has  been  established  that  alcohol  abuse 
in  women  results  in  (in  addition  to  diminished 
LH): 

1.  Severe  gonadal  failure  rather  than 
superfeminization.5 

2.  Reduced  or  absent  menstruation. 

3.  Loss  of  secondary  sex  characteristics  such 
as  breast  and  pelvic  fat  accumulation. 

4.  Infertility — failure  of  the  ovaries  to  func- 
tion normally  as  endocrine  producers. 

5.  In  alcoholic  women,  there  is  evidence 


that  brain  control  over  sex  hormone  se- 
cretion is  disturbed.3 

CNS  Effects:  Of  greatest  immediate  concern 
for  the  pediatric  age  group  is  the  effect  of  alco- 
hol on  the  brain.  It  acts  at  a cellular  level 
producing  changes  in  the  biophysical  proper- 
ties of  the  neuronal  membrane  that  affect 
neurochemical  transmission  in  ways  that  ulti- 
mately translate  into  gross  neurophysiological 
and  complex  behavioral  derangements.5 

The  cortical  areas  of  the  brain  are  the  most 
susceptible  to  the  effects  of  alcohol.  The  de- 
pression of  the  integrative  functions  of  the 
cortex  results  in  varying  degrees  of  impairment 
of  motor  and  cognitive  performance,  depend- 
ing on  alcohol  dosage. 

1.  Gross  motor  activities, 

2.  fine  motor  coordination,  and 

3.  articulation  are  slowed  and  become  inac- 
curate, random,  and  less  well  adapted  for 
accomplishing  specific  ends. 

Changes  in  sensorium  occur  as  blood  alcohol 
levels  increase,  causing: 

4.  stupor, 

5.  coma,  and 

6.  death  from  brain  stem  depression. 

The  acute  effects  of  alcohol  on  cognitive 
functioning  include  impairment  of  attention 
and  concentration,  short-term  memory,  and 
processing  and  organization  of  information.6 

REFERRAL 

Care  of  the  youngster  who  is  clearly  drinking 
immoderately  is  usually  beyond  the  scope  of 
the  average  practitioner.  Once  the  decision  to 
refer  has  been  made,  it  must  be  presented  to  the 
patient  and  the  family  in  a form  that  is  accept- 
able. You  will  typically  have  to  overcome  re- 
sistance on  the  part  of  the  patient  or  family  or 
both.  Denial,  the  most  common  defense  of  the 
drinker  and  of  the  family,  is  a powerful  obsta- 
cle and  not  easily  overcome,  particularly  if 
there  is  a family  history  of  drinking  or  if  one  of 
the  parents  drinks. 

COMBINED  ALCOHOL- 
POLYDRUG  USE 

The  current  tendency  of  adolescents  who  use 
drugs  is  to  combine  alcohol  with  other  drugs. 
This  exposes  them  to  such  additional  hazards 
as  drug  synergism,  deleterious  effects,  multiple 


34 


The  Journal  of  the  South  Carolina  Medical  Association 


CHILDREN  AND  SUBSTANCE  ABUSE 


drug  dependencies,  and  increased  risk  of  over- 
dose. It  is  rare  to  find  an  adolescent  in  trouble 
with  alcohol  alone.  More  typical  is  a combina- 
tion of  alcohol,  marijuana,  and  other  drugs. 

STAGES  OF  DRUG  USE 

Epidemiological  studies5  have  shown  that 
high  school  students  who  develop  problems 
have  typically  progressed  through  four  stages 
of  drug  use: 

(Stage  1 ) beer  or  wine, 

(Stage  2)  cigarettes  and/or  hard  liquor, 

(Stage  3)  marijuana, 

(Stage  4)  other  illicit  drugs. 

Stages  1 and  2 are  typical  precursors  to  mari- 
juana use  (sometimes  called  “gateways”  since 
more  than  90%  of  people  at  any  stage  have  used 
all  of  the  drugs  of  the  preceding  stages).  It  is 
important  to  note  that  27%  of  students  who 
smoke  and  drink  progress  to  marijuana  use, 
compared  with  2%  of  those  who  engage  in  no 
prior  use  of  legal  drugs.  Moreover,  marijuana 
use  is  a critical  step  toward  other  illicit  drugs, 
with  26%  of  marijuana  users  taking  up  self- 
administration of  LSD,  amphetamines,  co- 
caine or  heroin,  compared  with  two  percent  of 
those  who  use  legal  drugs.  In  a follow-up  study, 
a fifth  stage  of  drug  use  was  identified:  pre- 
scribed psychoactive  drugs.  Early  users  of 
marijuana  were  twice  as  likely  as  nonusers  to 
progress  to  this  prescription  stage.16  NIDA  sta- 
tistics indicate  that  over  90%  of  teens  who  use 
other  drugs  have  used  marijuana  first.  This 
probably  relates  more  to  an  increased  like- 
lihood for  trying  a second  illicit  substance  after 
trying  a first  illicit  substance,  than  to  any 
physiochemical  induction  by  the  drug 
marijuana. 

For  the  physician,  the  important  facts  are 
that: 

1.  fads  in  alcohol  and  drug  use  change; 

2.  young  people  are  prone  to  experiment; 

3.  risk-taking  youths  are  concerned  with 
sensation,  not  consequences; 

4.  more  boys  than  girls  use  “other”  drugs 
and  combinations  of  drugs;  and 

5.  alcohol  and  drug  use  begins  at  younger 
ages  each  decade. 

All  of  these  factors  put  alcohol  and  drugs 
into  the  hands  of  those  persons  with  the  least 


discrimination  and  the  most  immature  judg- 
ment. 

PREGNANCY:  Ten  percent  of  girls  become 
pregnant  during  adolescence.  Although  preg- 
nancies among  older  teenagers  have  declined, 
pregnancies  among  those  under  age  15  have 
risen.  In  1988  in  South  Carolina,  there  were 
3,772  babies  born  to  teenage  girls7 — babies 
having  babies.  The  pregnancy  rate  for  white 
American  adolescents  is  twice  that  for  teen- 
agers in  any  other  industrialized  country.  The 
rate  for  Black  girls  is  twice  that  of  white  girls.  In 
1985  adolescent  childbearing  cost  roughly 
$16.6  billion  in  addition  to  the  human  toll. 

DRUGS:  Illicit  drug  use  in  the  U.S.  is  greater 
than  any  other  nation  in  the  developed  world. 
In  1985,  about  54  percent  of  high  school  se- 
niors used  marijuana  at  some  time  in  their 
lives,  and  approximately  40  percent  used  some 
illicit  drug  other  than  marijuana. 

The  decline  in  marijuana  use  from  1979  to 
1984  was  slowed  in  1985,  a disturbing  fact 
since  the  best  single  predictor  of  cocaine  use  is 
frequent  use  of  marijuana  during  adolescence. 
Cocaine  poses  a significant  threat  to  public 
health.  In  addition,  more  than  20  percent  of 
American  teenagers  smoke  cigarettes,  and  six 
percent  are  daily  users  of  alcohol. 

DATA  FROM  WEEKLY  READER  NA- 
TIONAL SURVEY  ON  DRUGS  AND 
DRINKING  [A  poll  of  520,000  children  in 
grades  2-12 — comparisons  with  1983  survey].8 

CRACK 

— 24%  of  4th  graders  believe  their  peers  are 
pressured  to  try  crack 

— 31%  of  6th  graders  believe  their  peers  are 
pressured  to  try  crack 

— 33%  of  grades  7-12  believe  their  peers  are 
pressured  to  try  crack 

— 93%  of  4th-6th  graders  believe  cocaine  is  a 
drug 

— 35%  of  4th  graders  who  used  cocaine  did 
so  “to  fit  in” 

— 40%  of  5th  graders  who  used  cocaine  did 
so  “to  fit  in” 

— 43%  of  6th  graders  who  used  cocaine  did 
so  “to  fit  in” 

MARIJUANA 

— 25%  of  4th  graders  believe  peers  are  pres- 
sured to  try  marijuana  (down  from  3 1 % in 
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1983 — similar  declines  found  in  all 
grades) 

— 87%  of  4th  graders  believe  marijuana  is  a 
drug  (was  84%) 

— 41%  of  children  who  used  marijuana  did 
so  “to  fit  in”  (same) 

— 17%  of  children  who  used  marijuana  did 
so  “to  feel  older”  (was  22%) 

— 18%  of  children  who  used  marijuana  did 
so  “to  have  a good  time”  (same) 

— 15%  of  children  who  used  marijuana  did 
so  “to  get  over  feeling  bad”  (up  from  10% 
in  1983) 

BEER,  WINE,  LIQUOR 
— 50%  of  4th  graders  believe  beer,  wine, 
liquor  are  drugs  (was  42%) 

— 44%  of  6th  graders  believe  beer,  wine, 
liquor  are  drugs  (was  28%) 

— 34%  of  children  said  there  is  pressure  to 
buy  wine  coolers 

— 36%  of  children  feel  pressured  to  buy 
wine,  beer,  liquor 

PARENTS 

— 38%  said  parents  should  teach  their  kids 
more  about  dangers  of  drugs 
— 31%  said  parents  should  talk  to  their  kids 
about  their  problems 
— 17%  said  parents  should  set  more  rules 
— 15%  requested  activities  “so  kids  can  have 
fun  without  drugs” 

CHILDREN 

— children  believe  they  can  effectively  teach 
younger  children  about  drugs  including 
alcohol 

— children  believe  they  should  report  drug 
sellers,  and  encourage  others  to  “just  say 
no” 

— the  least  useful  rated  step  according  to 
children  is  treatment 

ALCOHOL:  Alcohol  use  contributes  to 
motor  vehicle  accidents  and  assaultive  behav- 
ior and  is  the  leading  cause  of  death  and  injury 
among  young  people.  Over  the  last  20  years  a 
greater  proportion  of  10-to- 15-year-olds  drink 
alcoholic  beverages  than  ever  before.  The  first 
drinking  experience  is  earlier,  they  drink  larger 
quantities,  and  report  more  frequent  intoxica- 
tions. Although  girls  drink  less  than  boys,  the 
proportion  of  girls  who  drink  has  risen  more 
rapidly  than  that  of  boys. 


SMOKING:  A number  of  studies  focusing 
on  12-  and  13-year-olds,  have  shown  that 
junior  high  school  is  a critical  period  for  the 
onset  of  smoking  behavior.  Very  few  youth 
entering  seventh  grade  smoke,  but  within  a few 
years  usage  triples.  By  senior  year  of  high 
school,  30  percent  of  young  people  smoke,  and 
12V2  percent  smoke  half  a pack  per  day  or 
more — girls  outnumber  boys. 

PEER  LEADERSHIP:  One  particularly 
promising  intervention  centers  around  peer- 
mediated  approaches  such  as  South  Carolina’s 
national  award-winning  Teen  Institutes  [see 
page  57,  Moody  & McCord].  For  example,  peer 
counseling  can  help  in  coping  with  the  major 
transition  from  elementary  to  secondary 
school.  Small  groups  of  adolescents  can  come 
to  understand  essential  features  of  human  biol- 
ogy and  behavior,  how  to  communicate  on 
vital  but  touchy  subjects,  and  how  to  under- 
stand crucial  evidence  of  the  relationship  be- 
tween high-risk  behavior  and  disease  and 
disability.  After  modest  but  specific  training, 
and  with  continuing  supervision,  adolescents 
may  counsel  other  adolescents  (usually  slightly 
younger)  who  are  in  need  of  health  and/or 
educational  access.  Such  counseling  tends  to 
be  helpful  both  to  those  who  give  it  and  those 
who  receive  it. 

There  is  abundant  evidence  that  peer  leaders 
who  are  highly  respected  and  display  valued 
characteristics  tend  to  be  influential  in  per- 
suading young  observers  to  adopt  new  patterns 
of  behavior  or  modify  old  ones.  Peer  leaders 
chosen  are  individuals  known  to  be  liked  and 
respected,  able  to  communicate  effectively, 
and  committed  to  healthy  life  styles.  The  long- 
term effects  of  peer  counseling  may  be  more 
important  for  the  peer  leaders — by  being 
useful  to  others,  adolescents  can  build  a more 
durable  basis  for  self-esteem. 

Graduates  of  most  prevention  programs 
have  not  been  followed  for  sufficient  time  to 
establish  the  degree  of  permanence  of  deci- 
sions. However,  even  a delay  in  health-com- 
promising behavior  is  significant  because  an 
older  adolescent  may  be  better  prepared  intel- 
lectually and  socially  to  later  make  a more 
mature  and  considered  judgment. 

SUMMARY 

Research  shows  that  problem  behaviors 
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manifested  early  tend  to  persist  into  later  life. 
Problem  drinking  does  not  necessarily  commit 
the  young  adolescent  to  a life  course  of  this 
behavior,  but  it  does  alter  the  probabilities. 
Conversely,  early  abstinence  is  a strong  pre- 
dictor of  later  healthful  behavior.  An  impor- 
tant observation  is  that  alcohol  and  other  drug 
use  tends  to  decrease  along  with  smoking 
decreases. 

Young  adolescents  tend  to  believe  that  most 
of  their  peers  engage  in  a particular  type  of 
behavior  whether  that  is  the  actual  case  or  not. 
There  is  a tendency  across  populations  of  ado- 
lescents to  overestimate  such  behaviors  by  a 
factor  of  six  or  eight.  In  one  study,  school 
children  estimated  that  about  two-thirds  of 
their  peers  smoked  while  the  actual  figure  was 
about  one-tenth. 

Adolescents  tend  to  have  weak  orientation 
to  the  future,  especially  in  regard  to  conse- 
quences of  risk-taking  behavior.  College- 
bound  adolescents  tend  to  have  a longer  view 
of  the  future  than  those  who  do  not  pursue 
college,  but  in  general  adolescents  think,  “It 
can’t  happen  to  me,”  or,  “It’s  so  far  off  that  I 
just  can’t  think  about  it.”  They  are  focused  on 
the  here  and  now.  Many  youngsters  when  they 
think  about  it  have  a dismal  view  of  the  future. 
They  are  doubtful  about  their  own  ability  to 
influence  events  in  ways  that  build  toward  a 
rewarding  life. 

There  is  not  the  slightest  reason  to  believe 
that  today’s  young  people  are  less  talented  or 
resourceful  than  were  their  predecessors;  but  if 


they  are  to  learn  to  do  more  than  survive — to 
flourish  and  create — treatment,  prevention 
and  educational  professionals  have  to  under- 
stand the  circumstances,  tasks  and  obstacles 
they  face  better  than  we  do  now,  and  act  on  the 
available  information. 

Physicians  can  become  leaders  in  the  educa- 
tion of  their  patients  by  knowing  the  facts, 
being  a good  listener,  and  getting  involved.  □ 
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People  who  spent  time  in  alcoholic  homes 
have  survival  mechanisms  which  allow  them 
to  cope  with  that  environment.  When  these 
mechanisms  are  transferred  to  the  rest  of  soci- 
ety, they  are  sometimes  considered  abnormal. 
It  is  important  to  remember  that  they  are  nor- 
mal responses  to  an  abnormal  environment. 
Such  people  can  find  improved  outcomes 
whether  the  alcoholic  improves  or  not.  This 
paper  describes  the  consequences  of  associa- 
tion with  alcoholism  for  (a.)  children  and  (b.) 
others  associated  with  alcoholics,  and  some 
means  to  break  the  cycle. 

Shakespeare,  in  The  Tempest  states,  “What 
is  past  is  prologue.”  Childhood  experiences 
help  to  shape  the  adult  responses.  Four  factors 
which  appear  to  be  important  in  the  develop- 
ment of  healthy  adults  are  strong  sense  of  fam- 
ily, consistency,  trust  and  discipline.  Environ- 
ments which  lack  one  or  more  of  those  factors 
may  produce  individuals  with  good  self-es- 
teem and  personal  balance,  but  more  often 
produce  disturbances  in  personal  equilibrium. 
Alcoholic  families,  if  they  remain  intact,  are 
often  lacking  several  of  these  factors. 

Professional  estimates  that  five  percent  of 
the  sons  and  daughters  of  alcoholics  are  being 
helped  are  liberal,  even  though  these  children 
may  be  at  quadruple  the  risk  for  alcohol1  and 
drug  problems  as  well  as  behavioral,  social, 
and  health  problems  in  childhood  and  adult- 
hood.2 

Most  will  survive  their  ordeal.  Nearly  all  of 
them  will  have  physical  or  psychic  scars  as  a 
consequence  of  parental  alcoholism.  Because 
of  the  nature  of  the  disease,  most  of  these 
children  are  unable  to  talk  about  what  went  on 
in  their  family,  nor  are  they  easily  able  to  talk 
about  their  loneliness  and  fear.  Many  will  sim- 
ply say  their  parents  were  “nuts”  or  use  prac- 
ticed glib  phrases  to  cover  up  the  damage. 


* Office  of  Alcohol  and  Drug  Studies,  Department  of 
Neuropsychiatry  and  Behavioral  Science,  USC  School 
of  Medicine,  Columbia,  S.  C.  29208. 

**  1107  48th  Ave.  N„  Suite  111,  Myrtle  Beach,  S.  C.  29577 


Some  are  model  children  in  school  but  en- 
dure low  self-esteem  and  anxiety  in  silence. 
These  may  later  be  expressed  as  mental  or 
emotional  problems,  or  in  poor  relationships. 
Others  engage  in  antisocial  behavior  and  other 
problems  in  school  as  a result. 

Part  of  the  difficulty  in  dealing  with  this 
group  is  that,  like  their  parents,  they  are  subject 
to  strong  denial,  become  isolated,  or  are  un- 
educated about  the  effects  of  alcoholism  on 
their  lives.  In  some  cases  it  is  the  professionals 
charged  with  their  care,  teachers,  physicians 
and  others,  who  are  ignorant  of  the  identifica- 
tion and  care  for  such  problems.  Parents  may 
refuse  assistance  for  the  problems  of  their  chil- 
dren for  defensive  reasons. 

These  factors  can  be  overcome,  especially 
when  the  effort  is  led  by  a knowledgeable  phy- 
sician— raising  awareness  to  the  nature  of  the 
difficulties  facing  daughters  and  sons  of 
alcoholics. 

Approximately  22  million  adult  Americans 
have  been  raised  in  a home  were  at  least  one 
parent  was  alcoholic.3  Using  that  ratio,  South 
Carolina  has  approximately  264,000  adults 
who  have  been  affected. 

An  additional  6.6  million  American  chil- 
dren under  the  age  of  1 8 are  currently  living  in 
alcoholic  homes.3  For  South  Carolina  this 
translates  into  approximately  75,000  children 
placed  in  such  jeopardy.  Approximately  7,500 
children  are  born  to  alcoholic  parents  in  South 
Carolina  each  year.4 

The  South  Carolina  data  may  be  underesti- 
mated because  drinkers  in  our  state  are  among 
the  highest  consumers  of  alcohol  in  the  nation. 
In  all  probability  the  severity  of  consequences 
on  children  and  spouses  is  higher  also. 

Susceptibility  to  alcoholism  is  apparently 
partially  genetic  and  partially  environmental. 
However,  it  is  not  simply  the  summation  of 
these  factors  either.  Cloninger  et  al.,  found  that 
of  adoptees  whose  natural  parents  had  alcohol 
problems,  25  percent  of  men  and  10  percent  of 
women  were  endangered  by  personal  alcohol 
problems.  They  determined  two  types  of  sus- 
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ceptibility  to  alcoholism.  The  first,  “milieu- 
limited,”  affects  both  men  and  women,  but  is 
expessed  only  in  certain  postnatal  environ- 
ments. It  occurs  with  higher  frequency  (76%  of 
men  and  all  of  the  women)  among  children  of 
alcoholics  than  the  “male-limited”  suscep- 
tibility. “Milieu-limited”  was  considered 
milder  and  usually  did  not  require  extensive 
treatment.  For  some  males,  raised  in  adoptive 
homes  with  low  occupational  supports,  hospi- 
talization was  more  typically  required  for  more 
severe  problems.  In  the  “male-limited”  sus- 
ceptibility, alcohol  abuse  was  nine-fold  higher 
regardless  of  the  nature  of  adopted  parental 
environment. 

Some  successes  have  been  achieved  in  the 
prevention  arena.  These  often  include  pro- 
cesses which  allow  the  person  to  get  in  touch 
with  healthy  and  unhealthy  parts  of  their  per- 
sonalities and  discovering  the  “masks”  used  to 
hide  feelings. 

Groups  six  to  nine  years  old  can  learn  to 
discuss  serious  issues  through  games.  “Latency 
age”  children  (10  to  12  years  old)  can  learn  a 
great  deal  through  role  plays  and  educational 
games.  Adolescents  can  focus  on  alcohol-re- 
lated issues  in  a more  direct  fashion.  Some 
adolescents  must  first  deal  with  personal  alco- 
hol and  drug  related  problems  before  focussing 
on  resolution  of  issues  to  be  resolved  as  chil- 
dren of  alcoholics. 

Cermak5  gives  an  insightful  analogy  about 
two  boys,  each  of  whom  receive  a cut  on  the 
back  of  their  right  hand.  At  home  one  of  them 
has  the  wound  cleaned  and  dressed  and  a daily 
check  made  on  healing  and  cleanliness.  The 
other  boy  wipes  the  wound  off  on  his  pants  and 
moves  on  with  no  care  provided.  Even  though 
the  wounds  were  identical  in  origin  and  sever- 
ity, the  differences  in  the  healing  process  (nur- 
turing) produces  scars  of  different  types  and 
severities.  Thus,  children  from  the  same  family 
may  experience  different  degrees  of  severity  of 
wounding  from  the  same  apparent  stressors. 

The  Children  of  Alcoholics  Screen  Test 
(CAST)6  provides  an  estimate  of  the  severity  of 
the  wounds  of  living  in  an  alcoholic  family  on 
the  developing  person  (Figure  1).  The  CAST  is 
scored  by  adding  the  number  of  “ Y es”  answers 
(Figure  2).  One  of  its  useful  functions  is  to 
quickly  ask  a series  of  questions  which  the 
practitioner  may  then  use  in  focussed  discus- 


sion with  the  patient. 

Many  children  and  adults  from  alcoholic 
homes  may  be  invisible  because  their  coping 
mechanisms  focus  on  approval  seeking,  a so- 
cially acceptable  behavior.  However,  many 
others  will  have  behavioral  difficulties  which 
will  manifest  at  school  and  elsewhere  so  that  a 
high  number  of  persons  in  the  juvenile  justice 
system,  court,  prison,  and  mental  hospitals  are 
from  alcoholic  families.  Everyone  exposed  to 
an  alcoholic  incurs  some  level  of  emotional, 
spiritual,  and  physical  damage.  The  sadness  is 
that  many  adults  who  were  raised  in  alcoholic 
families  do  not  recognize  the  source  of  their 
difficulties.  They  appear  in  physicians’  offices 
with  complaints  of  malaise,  tension,  fatigue,  or 
other  stress-related  problems  such  as  colitis, 
ulcers,  or  migraine  headaches.  They  appear  in 
counseling  offices  as  well  where  often  the  pa- 
rental alcoholism  is  viewed  as  a minor  prob- 
lem when  it  is  truly  a major  influence.  Because 
one  common  ACOA  coping  style  is  to  use 
approval-seeking  and  socially  acceptable  be- 
havior, ACOAs  are  often  unrecognized.7 

What  can  be  done  for  the  person,  child  or 
adult  who  has  been  heavily  impacted  upon? 
Obviously  changing  the  environment  is  a criti- 
cal first  step  where  possible.  Reducing  alcohol 
impact  on  the  family  is  often  accomplished  by 
physical  separation  of  the  family  from  the  alco- 
holic or,  treatment  for  the  alcoholism  includ- 
ing family  therapy.  Education  for  all  family 
members  is  also  important  as  a means  to  break 
family  denial,  build  trust,  restore  self-esteem, 
reduce  isolation  and  guilt,  and  reduce  the  am- 
biguity which  accompanies  association  with 
alcoholic  parents.  Because  these  children  are 
prone  to  alcohol  and  drug  abuse  themselves, 
an  explanation  of  probable  consequences  is 
appropriate.  To  deal  with  instances  of  learning 
disabilities,  anxiety,  and  attempted  suicide, 
address  both  the  family  and  the  person.  Psy- 
chotherapy may  be  an  adjunct,  but  developing 
abstinence  in  the  alcoholic  will  be  far  more 
effective. 

For  further  information  contact  the  South 
Carolina  Association  for  Children  of  Alco- 
holics, P.  O.  Box  12094,  Columbia,  S.  C. 
29211,  or  the  National  Association  for  Chil- 
dren of  Alcoholics,  31582  Coast  High- 
way, Suite  B,  S.  Laguna,  CA  92677  [(714) 
499-3889].  □ 
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FIGURE  1.  CHILDREN  OF  ALCOHOLICS  SCREENING  TEST  (CAST) 

Check  the  answers  that  best  describe  your  feelings,  behavior,  and  experiences 
related  to  a parent,  stepparent  or  guardian’s  alcohol  use. 


INSTRUCTIONS:  Answer  all  30  questions  either  “Yes”  or  “No”. 


YES/NO  QUESTIONS 

Have  you  ever  thought  that  one  of  your  PARENTS  had  a DRINKING  PROBLEM? 

Have  you  ever  LOST  SLEEP  because  of  a parent’s  drinking? 

Did  you  ever  ENCOURAGE  one  of  your  parents  to  quit  drinking? 

Did  you  ever  feel  ALONE,  SCARED,  NERVOUS,  ANGRY  or  FRUSTRATED  because 

a parent  wasn’t  able  to  stop  drinking? 

Did  you  ever  ARGUE  or  FIGHT  with  a parent  when  he  or  she  was  drinking? 

Did  you  ever  threaten  or  RUN  AWAY  from  home  because  of  a parent’s  drinking? 

Has  a parent  ever  YELLED  AT  or  HIT  you  or  other  family  members  when  drinking? 

Have  you  ever  heard  your  parents  FIGHT  when  one  of  them  was  drunk? 

Did  you  ever  PROTECT  another  family  member  from  a parent  who  was  drinking? 

Did  you  ever  feel  like  HIDING  or  EMPTYING  a parent’s  BOTTLE  of  liquor? 

Do  any  of  your  THOUGHTS  revolve  around  a problem  drinking  parent  or  DIFFICUL- 
TIES ARISE  because  of  his  or  her  drinking? 

Did  you  ever  WISH  that  a parent  would  stop  drinking? 

Did  you  ever  FEEL  RESPONSIBLE  for  and  GUILTY  about  a parent’s  drinking? 

Did  you  ever  FEAR  that  your  parents  would  get  DIVORCED  due  to  alcohol  misuse? 

Have  you  ever  withdrawn  from  and  AVOIDED  OUTSIDE  ACTIVITIES  and  FRIENDS 

because  of  embarrassment  and  shame  over  a parent’s  drinking  problem? 

Did  you  ever  feel  CAUGHT  IN  THE  MIDDLE  of  an  argument  or  fight  between  a 

problem  drinking  parent  and  your  other  parent? 

Did  you  ever  feel  that  you  MADE  A PARENT  DRINK  alcohol? 

Have  you  ever  felt  that  a problem  drinking  parent  did  not  really  LOVE  you? 

Did  you  ever  RESENT  a parent’s  drinking? 

Have  you  ever  worried  about  a PARENT’S  HEALTH  because  of  his  or  her  alcohol  use? 

Have  you  ever  been  BLAMED  for  a parent’s  drinking? 

Did  you  ever  think  your  father  was  an  alcoholic? 

Did  you  ever  wish  your  HOME  could  be  more  LIKE  the  homes  of  your  FRIENDS  who 

did  not  have  a parent  with  a drinking  problem? 

Did  a parent  ever  make  PROMISES  to  you  that  he  or  she  did  NOT  KEEP  because  of 

drinking? 

Did  you  ever  think  your  mother  was  an  alcoholic? 

Did  you  ever  wish  that  you  could  talk  to  someone  who  could  UNDERSTAND  and  HELP 

the  alcohol-related  problems  in  your  family? 

Did  you  ever  FIGHT  with  your  brothers  and  sisters  about  a parent’s  drinking? 

Did  you  ever  STAY  AWAY  FROM  HOME  to  avoid  the  drinking  parent  or  your  other 

parent’s  reaction  to  the  drinking? 

Have  you  ever  FELT  SICK,  CRIED,,  or  had  a “KNOT”  IN  YOUR  STOMACH  after 

worrying  about  a parent’s  drinking? 

Did  you  ever  TAKE  OVER  any  CHORES  OR  DUTIES  at  home  that  were  usually  done 

by  a parent  before  he  or  she  developed  a drinking  problem? 
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FIGURE  2.  KEY  TO  CAST  TEST.  TOTAL  “Yes”  ANSWERS  [1  point  each] 


POINTS 

TEST  INDICATIONS 

0-3 

probably  normal  family 

4 or  more 

someone  in  the  family  has  a drinking  problem 

10  or  more 

severe  dysfunction 

Suspect  family  alcoholism  whenever  a child  presents  with 
attention  deficit  disorder 

stress-related  medical  problems 

alcohol-related  birth  defects 

incest 

neglect 

violence,  or 

exploitation,  until  proven  otherwise. 

Children  will  tend  to  show  some  or  many  of  the  following: 
inability  to  trust 
excessive  sense  of  responsibility 
denial  of  feelings 
an  extreme  need  to  control. 
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“My  uncle  was  the  town  drunk 
— and  we  lived  in  Chicago.” 

— George  Gob  el 
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STAYING  OFF  THE  MERRY  GO  ROUND: 
PRESCRIBING  HABITS  FOR 
RECOVERING  PATIENTS 

BRUCE  EAMES,  M.D.* 


For  the  individual  recovering  from  chemical 
dependence,  the  most  important  rule  of  thumb 
with  regard  to  lifestyle  is  NO  MOOD-ALTER- 
ING DRUGS.  As  the  keepers  of  the  prescrip- 
tion pads,  it  follows  that  we  must  be  aware  of 
the  slowly,  but  surely,  growing  population  of 
the  recovering  community.  We  need  to  ask 
those  ticklish  questions  about  family  history  as 
well  as  personal  history  of  chemical  depen- 
dency. We  certainly  need  to  be  well  in  tune 
with  the  fact  that  addiction  is  not  to  a sub- 
stance, but  rather  to  the  altered  state  of  con- 
sciousness which  the  intake  of  many  sub- 
stances gives,  either  as  a primary  result  or  as  a 
side  effect.  The  list  of  prescribed  medications 
for  the  recovering  person  is  considerably 
longer  than  the  list  of  medications  which  can 
be  used  with  relative  impunity.  The  following 
is  intended  to  merely  highlight  the  risks  of 
some  of  the  more  common  drug  classes  in  our 
current  armamentarium. 

ALCOHOL-CONTAINING  DRUGS 

A very  high  majority  of  the  tonics,  tinctures 
and  elixirs  available  both  over  the  counter  as 
well  as  by  prescription  today  contain  alcohol. 
The  percentage  ranges  from  a minimal  0.5%  (1 
proof)  to  a substantial  44%  (88  proof)  for  elixir 
of  terpin  hydrate  with  codeine.  Nyquil,  for 
example,  has  become  very  popular  as  a night- 
time cold  remedy,  and  no  wonder,  because  the 
combination  of  a 50-proof  drink  with  anti- 
histamine is  a powerful  sedative! 

The  lower  range  of  alcohol  content  should 
represent  no  real  problem,  since  a certain 
amount  of  ethanol  is  produced  in  the  human 
gut  on  a daily  basis.  The  middle  and  upper 
ranges,  however,  present  a real  threat  of  covert 
or  overt  relapse  on  the  part  of  the  recovering 
individual.  Indeed,  I have  personally  known 


* Medical  Director,  Lifeplus,  211  Century  Drive,  Suite 
200A,  Greenville,  S.  C.  29607. 


patients  whose  “drug  of  choice”  was  either 
over-the-counter  cough  syrups  or  mouth- 
washes. 

The  recommendation  or  prescription  of 
such  drugs  represents  an  even  greater  threat  to 
the  person  who  is  being  maintained  on  disul- 
fram  as  an  adjunct  to  a recovery  program. 
Alcohol-disulfram  reactions,  particularly  in 
the  individual  with  cardiovascular  compro- 
mise, may  prove  fatal. 

TRANQUILIZERS 

We  live  in  a high  stress  world,  and  the  re- 
covering person,  especially  early  on,  likely  has 
a limited  repertoire  of  non-chemical  coping 
skills.  Though  such  skills  are  (or  should  be) 
part  of  a chemical  dependency  treatment  pro- 
gram, the  situation  will  not  infrequently  arise 
wherein  the  recovering  person  presents  him/ 
herself  to  the  physician  demanding  something 
for  “nerves.”  The  minor  tranquilizers,  most 
notably  the  most  abused  of  all  classes  of  drugs 
in  our  society,  the  benzodiazepines,  are  for  the 
recovering  addict  an  “instant  ticket”  into  re- 
lapse. Tolerance  will  rapidly  increase,  requir- 
ing more  and  more  drug  to  give  the  desired 
result. 

As  recently  as  a decade  ago,  the  benzodiaze- 
pines were  judged  to  be  fairly  safe  drugs;  they 
rapidly  gave  the  desired  sedative  or  calming 
effect  at  low  doses  and  with  a high  therapeutic 
index.  Not  only  were  they  deemed  safe,  the 
medical  profession  at  large  looked  upon  them 
as  a virtual  panacea  for  the  ills  of  an  emerging 
technosociety.  Relatively  few  reports  of  depen- 
dence were  found  in  the  literature. 

Today,  the  picture  is  an  entirely  different 
one.  Volumes  have  been  written  on  the  addic- 
tive potential  of  benzodiazepines;  entire  con- 
ferences have  been  devoted  to  the  topic.  The 
highest  abuse  potential  seems  generally  agreed 
to  exist  in  the  recovering  population  and  in 
those  with  a positive  family  history  for  chem- 
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ical  dependency.  Yet,  this  group  continues  to 
be  the  most  widely  prescribed  class  of  drugs  in 
the  country. 

Even  under  the  most  closely  monitored  con- 
ditions, the  idea  of  “chemical  coping”  is  a very 
dangerous  one,  for  isn’t  that  exactly  what  ac- 
tive addiction  is  all  about?  The  prescription  of 
any  tranquilizing  drugs  for  recovering  patients, 
even  over-the-counter  drugs  such  as  diphenhy- 
dramine compounds,  must  be  looked  upon 
with  a very  jaundiced  eye. 

ANALGESICS 

Through  the  tetrahydro  isoquinolone  (THIQ) 
link,  one  may  look  upon  the  human  brain  as 
unable  to  differentiate  alcohol  from  narcotics. 
Thus,  narcotic  drugs  must  be  used  in  a very 
limited  fashion  for  recovering  people  and  un- 
der strict  controls.  Medications  for  severe  pain 
should  not  be  withheld  from  the  alcoholic  or 
addict;  indeed,  due  to  the  rapid  redevelopment 
of  tolerance,  higher  than  normal  doses  may  be 
necessary  for  pain  relief  if  more  than  a couple 
of  days  of  drug  is  required. 

The  administration  of  narcotics  in  particular 
must  be  very  time-limited,  with  an  awareness 
of  the  potential  need  for  detoxification.  Ide- 
ally, the  patient  should  be  in  hospital  for  at 
least  48  hours  narcotic-free  prior  to  discharge, 
and  support  from  other  recovering  people  is  to 
be  highly  recommended. 

The  outpatient  use  of  oral  narcotics  is  gener- 
ally to  be  condemned  in  recovering  patients 
with  the  ready  availability  of  nonsteroidal 
anti-inflammatory  preparations.  If  such  medi- 
cations are  judged  necessary,  they  should  prob- 
ably be  dispensed  into  the  care  of  a responsible 
party  other  than  the  patient. 

STIMULANTS 

With  the  probable  exception  of  narcolepsy, 
there  is  no  use  for  stimulant  drugs  in  the  re- 
covering population,  and  perhaps  nothing  for 
the  population  in  general.  Appetite  suppres- 
sant drugs  are  deemed  generally  effective  for 
only  approximately  a two-week  period  and 
thus  must  be  highly  questioned  as  part  of  a 
weight  loss  program. 

The  use  of  methylphenidate  in  hyperactive 
children  deserves  special  mention,  though  it 
must  be  brief.  Although  there  are  indeed  chil- 
dren in  need  of  this  drug  in  order  to  be  able  to 


function,  the  diagnosis  of  hyperactivity  has 
become  almost  vogue  in  some  circles.  One 
cannot  help  but  question  the  frequency  of  re- 
ferral of  school  children  by  teachers  and  coun- 
selors for  methylphenidate  treatment.  Are 
these  referrals  resulting  from  pediatric  psycho- 
pathology, parental  dysfunction,  or  perhaps 
teacher  ineffectiveness?  Particularly  in  chil- 
dren of  recovering  (or  non-)  parents,  who  seem 
to  represent  a high  risk  population  for  eventual 
development  of  chemical  dependency,  the  use 
of  methylphenidate  is  fraught  with  risk.  Such  a 
child  may  merely  have  his  addiction,  here- 
tofore latent,  kicked  into  full  activity  at  a much 
earlier  age  as  a result. 

SEDATIVE-HYPNOTICS 

In  the  last  several  years,  the  use  of  barbitu- 
rates has  fallen  off  considerably,  though  cer- 
tainly not  disappeared.  However,  multiple 
barbiturate-containing  medications,  often 
combinations  with  anti-inflammatory  drugs, 
are  still  very  widely  prescribed.  As  drugs  with  a 
well-proven  high  potential  for  misuse,  neither 
the  barbiturates  nor  the  other  sedative  hypnot- 
ics should  be  prescribed  for  the  chemically 
dependent  person  in  recovery. 

As  with  the  benzodiazepines,  extreme  cau- 
tion should  be  exercised  in  prescribing  this 
class  of  drugs  for  people  with  an  identifiable 
family  history  of  chemical  dependency.  With 
the  genetic  predisposition  for  the  disorder  so 
well  documented,  the  elicitation  of  a family 
history  should  always  include  chemical 
dependency. 

Since  the  primary  indication  for  this  group 
of  medications  is  the  induction  of  sleep,  we  are 
well  advised  to  search  for  the  origin  of  the  sleep 
disruption,  usually  an  unresolved  emotional 
conflict,  rather  than  seriously  compound  the 
problem  by  treating  it  as  the  primary  diagnosis 
rather  than-  a symptom. 

DUAL-DIAGNOSIS 

There  are  patients  with  coexistent  psychi- 
atric disorders  and  chemical  dependency.  Cer- 
tainly there  is  no  mutual  exclusivity  to  either 
disease  type.  In  recent  years,  more  attention 
has  been  directed  toward  the  problem  of  the 
truly  dual-diagnosis  patient.  Historically  and 
tragically,  patients  have  been  advised  or  ad- 
monished by  the  recovering  community  that 
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sobriety  meant  living  totally  chemically  free. 
This  has  been  ultimately  life-saving  for  the 
purely  chemically  dependent  person  who 
through  the  denial  system  insisted  on  the  need 
for  psychotropic  agents.  For  the  dual-diagnosis 
patient,  however,  this  advice  has  resulted  in 
suicide,  overt  psychotic  breaks  and  many  other 
avoidable  tragic  events.  Such  individuals  will 
need  to  be  maintained  on  appropriate  thera- 
peutic medications  in  order  to  be  able  to  func- 
tion in  a recovery  program.  For  example,  the 
schizophrenic  will  likely  require  maintenance 
phenothiazine  medication  in  order  to  remain 
functional.  Likewise,  the  bipolar  depressive 
may  well  require  lithium  and/or  antidepres- 
sant therapy. 

Chemical  dependency  today  is  the  “great 
masquerader”  that  syphilis  was  at  the  turn  of 
the  century.  Just  as  it  taught  our  predecessors 
that  many  different  symptom  complexes  could 
have  syphilis  as  their  cause,  so  can  many  medi- 
cal and  psychiatric  disorders  merely  represent 
symptoms  of  underlying  chemical  depen- 
dency. Indeed,  in  the  presence  of  active  addic- 
tion, it  is  difficult  to  make  a reliable  psychiatric 
diagnosis.  The  overt  paranoid  behavior  and 
ideation  of  the  cocaine  or  amphetamine  addict 
is  not  best  treated  by  major  tranquilizers — 
merely  by  abstinence  from  the  drug  of  choice. 
Once  the  patient  is  placed  in  a controlled  set- 
ting, blatant  psychopathology  may  clear  as  the 
brain  becomes  progressively  drug-free.  In  the 
true  dual-diagnosis  patient,  dysfunction  either 
does  not  clear  or  may  rather  begin  to  manifest 
as  time  goes  on.  Such  patients  can  be  identified 
and  appropriately  treated,  if  not  early  in  their 
treatment  course,  then  surely  through  appro- 
priate long-term  followup.  As  a general  rule, 
major  psychotropic  medications  are  deemed 
to  be  “safe”  drugs  for  the  recovering  person 
who  needs  them  in  that  they  do  not  seem  to 
trigger  a relapse  when  taken  as  prescribed. 

DETERRENT  MEDICATIONS 

The  two  major  adjunctive  drugs  used  in 
treatment  and  recovery  programs  are  disul- 
fram  and  naltrexone.  They  are  “adjunctive”  in 
that  they  are  not  substitutes  for  an  active  on- 
going recovery  program  with  involvement  in 
12-Step  self-help  groups.  If  the  only  thing  be- 
tween a recovering  person  and  relapse  is  a daily 
deterrent  pill,  sooner  or  later  the  pill  will  fade 


from  the  picture. 

Disulfram  has  been  in  clinical  use  for  nearly 
40  years  and  has  an  amazingly  good  track  rec- 
ord in  helping  the  recovering  person  avoid 
taking  an  impulsive  drink.  In  the  first  few 
months  of  recovery,  it  can  act  as  an  “insurance 
policy”  against  alcohol  relapse.  Even  if  one 
stops  taking  it  on  a daily  basis,  at  least  a week 
should  elapse  before  alcohol  can  be  ingested 
without  fear  of  triggering  a reaction.  It  is  hoped 
that  the  person  who  impulsively  stops  the  drug 
will  have  time  to  reconsider  his  decision  before 
it  becomes  “safe”  to  drink.  Not  a completely 
benign  drug,  however,  the  liver  chemistries 
should  be  intermittently  monitored  for  per- 
sistent enzyme  elevation  which  could  necessi- 
tate discontinuation.  The  patient  must  be 
carefully  warned  of  the  potential  severity,  even 
fatal  nature,  of  the  alcohol-disulfram  reaction. 

The  newcomer  to  the  field  is  naltrexone,  sold 
as  Trexan.  This  drug  is  used  as  an  adjunct  in 
the  recovery  program  of  the  opiate  addict.  Un- 
like disulfram,  when  the  patient  uses  opiates  in 
the  presence  of  naltrexone,  there  is  no  reaction, 
including  euphoria,  due  to  the  blocking  action 
of  naltrexone  at  the  opiate  receptor,  a com- 
petitive inhibitor. 

The  main  risk  of  this  drug  stems  from  its 
primary  action.  Painful  medical  emergencies 
or  conditions  requiring  narcotic  drugs  present 
a problem,  since  administered  narcotics  will 
have  no  effect.  In  actuality,  the  blocking  effect 
of  the  naltrexone  can  be  overridden  with  high 
doses  of  narcotic.  The  patient  must  be  moni- 
tored closely  because  of  the  potential  for  inad- 
vertent overdose  as  the  naltrexone  gradually  is 
metabolized  (about  72  hours). 

Neither  of  these  drugs  gives  “protection”  for 
drug  ingestion  other  than  alcohol  or  opiates. 
Thus,  the  patient  who  takes  them  can  still  find 
drug  euphoria  through  substances  of  another 
pharmacologic  class.  Given  the  polydrug  na- 
ture of  the  addictive  process  as  we  see  it  today, 
the  importance  of  an  ongoing  active  recovery 
program  cannot  be  understated. 

The  foregoing  has  been  intended  to  be  any- 
thing but  definitive.  There  are  many  excellent 
resources  for  such  information,  some  of  which 
are  listed  below.  The  sole  goal  has  been  to  focus 
attention  on  the  mood  altering  drugs  we  pre- 
scribe and  to  whom  we  prescribe  them.  When 
in  doubt,  we  need  to  talk  to  patients — an  art 
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often  lost  in  these  hectic  days  of  medical  care 
delivery.  □ 
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Descriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  reiated  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon5  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  djug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 
bottles  of  100  s NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  a!..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed..  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter.  27:2.  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
(201)  569-8502 
1-800-237-9083 


January  1990 


45 


WAS  SUPERMAN  A JUNKY? 

THE  FALLACY  OF  ANABOLIC  STEROIDS 

N.  PETER  JOHNSON,  Ph.D.* 


Testosterone,  the  most  numerous  of  several 
male  hormones,  is  so  much  more  abundant 
and  potent  than  the  others  that  it  is  typically 
considered  the  male  hormone  responsible  for 
male  effects.  Androgens,  steroids  like  testoster- 
one, are  made  naturally  in  the  testes  and  adre- 
nal glands.  Testosterone  was  first  synthesized 
in  the  laboratory  in  1935.  Testosterone  circu- 
lates for  1 5-30  minutes,  binds  quickly  to  target 
tissues  or  is  degraded  into  inactive  products 
that  are  excreted  by  the  liver  or  gall  bladder. 

This  hormone  is  responsible  for  develop- 
ment of  primary  sexual  characteristics;  penis, 
scrotum,  and  testes,  as  well  as  development  of 
secondary  sexual  characteristics;  distribution 
of  body  hair,  baldness,  voice  deepness,  skin 
thickness  (including  increased  melanin),  acne, 
nitrogen  retention,  muscle  development,  bone 
growth  (rapid  growth,  but  early  cessation),  cal- 
cium retention,  increased  basal  metabolic  rate 
(up  to  1 5%),  increased  numbers  of  red  blood 
cells  (up  to  20%),  increased  protein  metabo- 
lism (anabolism)  including  enzymes,  and  in- 
creased volume  of  blood  and  extracellular 
fluid. 

Testosterone  is  produced  by  interstitial  cells 
only  when  interstitial  cell  stimulating  hor- 
mone (ICSH)  from  the  anterior  pituitary  is 
present.  The  concentration  of  testosterone  pro- 
duced is  in  direct  proportion  to  the  concentra- 
tion of  ICSH.  Any  decrease  in  ICSH  causes  a 
decrease  in  testosterone.  Spermatogenesis  is 
stimulated  by  FSH  and  in  the  absence  of  FSH, 
will  not  proceed.  Testosterone  must  also  be 
secreted  simultaneously  in  small  amounts  in 
order  for  sperm  to  mature  and  be  effective. 

The  administration  of  testosterone  deriva- 
tives to  normal  men  causes  little  physiological 
effect.  However,  there  is  a significant  reduction 
in  the  amount  of  ICSH  and  FSH,  and  a de- 
crease in  the  amount  of  ICSH-releasing  hor- 
mone (IRH)  from  the  hypothalamus.  As  a 
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consequence,  testicular  volume  is  decreased 
about  20%  and  sperm  production  is  decreased 
by  90%  or  more.  Higher  quantities  of  testoster- 
one cause  rapid  muscle  mass  increases  which 
are  no  more  than  3%  higher  than  can  be  caused 
by  hard  work  and  good  nutrition  (largely  due  to 
an  increased  extracellular  fluid  volume),  he- 
moglobin rises,  acne,  and  secretion  of  estra- 
diol. 

Systemic  effects  include:  reduction  in  the 
urinary  excretion  of  nitrogen,  sodium,  po- 
tassium and  chloride,  and  induction  of  a gain 
in  weight  lasting  typically  one  to  two  months. 
Most  muscles  probably  show  some  respon- 
siveness to  androgens,  but  typically,  the  most 
responsive  are  the  muscles  of  the  pectoral  and 
shoulder  region  due  to  increased  diameter  of 
muscle  fibers  and  fibrils. 

Since  androgens  have  significant  effects  on 
muscle  mass  and  on  body  weight,  it  was  as- 
sumed that  androgens  in  pharmacological 
amounts  could  promote  muscle  mass  greater 
than  that  accomplished  by  the  normal  testicu- 
lar secretions.  Investigators  believed  that  the 
“anabolic”  (growth  promoting)  and  “an- 
drogenic” (spermatogenesis)  functions  were 
separable.  The  androgenic  and  anabolic  effects 
are  not  due  to  different  results  of  the  same 
hormone,  but  represent  the  same  action  in 
different  tissues.  The  receptors  appear  to  be  the 
same,  the  actions  upon  the  receptors  appear  to 
be  the  same.  A steroid,  to  be  purely  “anabolic,” 
would  have  to  be  taken  up  selectively  only  by 
muscle  tissue  and  not  by  gonadal  tissue. 

Medical  usefulness  of  anabolic  steroids  is 
limited.  Among  the  uses  are  stimulation  of  red 
blood  cells  in  the  presence  of  aplastic  anemia, 
treatment  of  angioneurotic  edema,  production 
of  growth  in  young  males  with  growth  failure, 
and  breast  cancer.  It  is  estimated  that  there  are 
less  than  3 million  legitimate  prescriptions  in 
the  U.S.  per  year  for  bona  fide  medical 
problems.1 

To  date  NO  ANABOLIC  HORMONE 
WITHOUT  ANDROGENIC  EFFECTS  HAS 
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BEEN  FOUND.  All  supposedly  anabolic 
steroids  tested  are  also  androgenic  (monkeys, 
mice,  rats,  and  humans),  and  in  appropriate 
doses  it  is  probable  that  most  anabolic  steroids 
can  be  used  for  androgen  replacement.  For 
example,  methandrostenolone,  which  has  a 
greater  effect  on  nitrogen  balance  per  unit 
weight  than  does  methytestosterone,  is  a po- 
tent androgenic  and  could  be  used  for  replace- 
ment therapy  on  hypogonadal  men.  After 
injury  or  surgery  body  protein  is  broken  down 
more  rapidly  than  it  is  formed,  and  as  a conse- 
quence excess  nitrogen  is  excreted  in  the  urine. 
Anabolic  steroids  can  improve  nitrogen  bal- 
ance during  the  first  few  days  following  rela- 
tively minor  operations  in  well-nourished 
subjects,  but  the  decrease  in  loss  is  minimal 
and  has  not  been  shown  to  be  of  significant 
therapeutic  benefit. 

The  use  of  androgenic  steroids  by  athletes  in 
the  belief  that  athletic  performance  will  be  im- 
proved constitutes  a remarkably  widespread 
example  of  drug  abuse.  Because  of  the  secrecy 
surrounding  AS  use,  a great  deal  of  informa- 
tion is  based  on  rumor  and  hearsay,  and  the 
amount  of  factual  data  provided  to  users  is 
typically  minimal.  Participants  may  avail 
themselves  of  a plethora  of  pseudoscience  such 
as  is  found  in  the  Steroid  Users’  Handbook 
which  distorts  science  to  support  usage. 
Weight  lifters  and  body  builders  began  to  use 
steroids  in  the  1950s  and  the  usage  gradually 
spread  into  other  sports.  Unmodified  testos- 
terone was  generally  abandoned  in  the  late 
1950s  because  the  drug  was  so  rapidly  metabo- 
lized when  taken  orally. 

The  abuse  of  these  substances  at  all  levels — 
high  school,  college,  minor  and  major  profes- 
sional sports — became  more  widespread,  de- 
spite the  absence  of  solid  evidence  of  positive 
effects,  and  despite  the  verifiable  presence  of 
negative  effects.  Some  observers  believe  that 
the  use  of  androgenic  steroids  is  responsible  for 
the  breaking  of  athletic  records,  but  the  scien- 
tific evidence  indicates  that  the  drugs  have  no 
extra  effect  beyond  what  can  be  generated  by 
normal  testicular  secretion.  Numerous  papers 
indicate  that  the  use  of  these  agents  does  not 
cause  a marked  increase  in  strength  or  athletic 
performance.2  In  controlled  studies,  anabolic 
steroids  do  not  enhance  athletic  performance 
even  when  phenomenally  high  doses  are  used. 


The  commonly  observed  increases  in  body 
weight  are  thought  to  be  due  to  retention  of  salt 
and  water  by  the  muscles  and  other  tissues. 

The  concerns  about  quantity  of  growth  en- 
hancement are  almost  beside  the  point  when 
the  side  effects  are  considered.  There  has  been 
no  controlled  study  on  women  because  of  the 
virilizing  effect  of  the  drugs  on  women  and 
young  boys. 

Although  the  subject  is  still  controversial, 
the  American  College  of  Sports  Medicine2  in- 
dicates a belief  that  anabolic-androgenic 
steroids  can  cause  small  increments  in  strength 
gains  beyond  those  seen  with  training  and  diet 
alone.  In  athletic  competition  the  potential  for 
a small  increase  in  strength  may  be  sufficient 
mental  impetus  for  an  athlete  to  seriously  con- 
sider steroid  use.  There  have  been  no  studies 
which  traced  the  clinical  condition  of  athletes 
over  several  years  of  massive  steroid  use. 

The  following  changes  have  been  related  to 
consumption  of  anabolic  steroids:  Increases  in 
hemoglobin,  polycythemia,  long-term  femi- 
nization (not  the  dihydrotestosterones),  pre- 
mature closure  of  epiphyses,  gynecomastia 
(even  small  amounts  for  short  times),  liver 
cancer  is  accelerated  and  more  frequent,  vir- 
ilization of  women  and  young  boys,  sleep  ap- 
nea, menstrual  difficulties,  male  pattern 
baldness  prematurely,  greatly  exaggerated  hir- 
sutism, hypertrophy  of  the  clitoris,  edema 
(usually  only  in  the  presence  of  heart  or  renal 
problems),  peliosis  hepatitis  (blood  filled  cysts 
in  the  liver),  hepatoma,  and  elimination  or 
impairment  of  the  hormonal  regulatory  system 
(ICSH,  FSH,  IRH,  and/or  FRH). 

In  general  the  younger  the  person  when 
using  an  AS,  the  more  likely  and  profound  will 
be  the  negative  consequences.  These  described 
effects  are  from  research  on  steroids  made  in 
reputable  laboratories  under  controlled  condi- 
tions. Clandestinely  produced  steroid  products 
have  been  found  to  be  consistently  impure,  the 
contaminants  of  which  often  have  a worse  ef- 
fect than  the  main  product.  Labelling  of  the 
product  often  misrepresents  the  contents — 
substitution  of  inexpensive  steroids  for  more 
expensive  steroids  is  frequent. 

For  many  of  the  above  reasons,  the  Ameri- 
can Medical  Association  passed  the  following 
resolution  in  1988: 
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Resolution  131 — Abuse  of  Anabolic  Steroids 

RESOLVED,  That  the  American  Medical  As- 
sociation declare  that  the  prescription  of 
anabolic  steroids  for  the  enhancement  of 
athletic  ability  is  entirely  inappropriate; 
and  be  it  further 

RESOLVED,  That  the  AMA  support  the  de- 
velopment of  state  legislation  or  admin- 
istrative rules  to  prohibit  use  of  anabolic 
steroids  for  the  purpose  of  enhancing  ath- 
letic ability;  and  be  it  further 
RESOLVED,  That  the  AMA  continue  efforts 
to  educate  physicians,  sports  group  ad- 
ministrators, coaches,  parents  and  ath- 
letes on  the  dangers  of  abuse  of  anabolic 
steroids. 

Resolution  131, 3 approved  June,  1988, 
asked  the  AMA  to  support  the  regulation  of 
anabolic  steroids  and  human  growth  hormone 
used  for  purposes  of  enhancing  athletic  ability, 
to  urge  the  classification  of  these  drugs  as  con- 
trolled substances,  and  to  educate  the  public  on 
the  abuse  potential  of  these  drugs. 

People  who  take  high  doses  of  anabolic 
steroids  are  frequently  subjected  to  euphoria 
and  an  enhanced  sense  of  well-being.  With- 
drawal from  use  is  sometimes  characterized  by 
complaints  of  lethargy,  irritability,  and  dys- 
phoria. Continuous  users,  upon  withdrawal  re- 
port severe  depression,  feelings  of  guilt,  and 
impaired  sleeping  patterns.  Hallucinations, 
paranoid  delusions,  and  hyperaggressivity 
have  also  been  reported  by  as  many  as  10 
percent  of  heavy  users.  As  many  as  25  percent 
of  users  report  symptoms  which  sound  strik- 
ingly manic  while  under  the  influence  of  the 
drug,  and  12  percent  report  depression  upon 
withdrawal.4 


Several  federal  officials  have  described  for 
this  author,  a network  for  production,  sales 
and  distribution  exists  which  sounds  like  an 
almost  perfect  parallel  to  the  cocaine  network 
described  in  the  media.  Approximately  40  per- 
cent is  apparently  diverted  from  legitimate 
sources  in  the  US  and  the  remaining  60  percent 
consists  of  smuggled,  counterfeit,  or  clan- 
destinely produced  drug.5  Clandestine  labora- 
tories producing  some  of  the  “anabolic” 
steroids  have  been  involved  in  gang  wars  over 
distribution  “territory,”  and  general  illegal 
trafficking  conditions. 

CONCLUSION 

Use  of  steroids  for  gains  in  muscle  mass  is 
not  warranted  according  to  careful  analysis  of 
the  research  to  date.  Steroid-induced  gains  in 
weight  can  be  matched  by  a weight  develop- 
ment program  and  hard  work.  The  androgenic 
side  effects  are  sufficiently  frequent  to  suggest 
that  no  one  should  use  steroids,  or  only  when 
the  medical  complications  of  steroid  use  are 
justified  by  the  most  threatening  circum- 
stances. Finally,  the  association  with  cocaine- 
like “drug  networks”  adds  one  more  reason  to 
avoid  steroid  use.  □ 
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WHAT’D  HE  SAY? 

STREET  DRUG  TERMINOLOGY 

N.  PETER  JOHNSON,  Ph.D.* 


Street  alcohol  and  drug  terms  comprise  a 
constantly  changing,  loose  collection  of  words 
which  have  variations  based  upon  the  indi- 
vidual’s initial  exposure  to  drug  use,  their  de- 
parture date  (if  any)  from  drug  use,  geographic 
variations  and  modifications,  and  the  severity 
of  symptoms  related  to  the  use  of  the  drug(s). 
These  general  tendencies  are  useful  to  some 
clinicians  and  may  give  additional  insights  for 
diagnosis  and  treatment.  A basic  understand- 
ing of  street  alcohol  and  drug  terminology, 
essential  to  communicate  with  individuals  ac- 
quainted with  drug  use,  may  facilitate  the  es- 
tablishment of  accurate  findings  as  well  as 
rapport.  The  following  observations  derive 
from  the  clinical  experiences  related  to  our 
publication  on  street  alcohol  and  drug 
terminology.1 

ENTRY  AND  DEPARTURE  DRUGS 

Initial  exposure  to  and  use  of  alcohol  and 
other  drugs  are  often  marked  by  learning  and 
remembering  the  street  terms  in  vogue  at  the 
time.  People  who  entered  the  drug  scene  20 
years  ago  may  still  use  older  terms  (Table  1). 

Persons  who  have  ceased  active  use  of  a drug 
tend  to  lose  currency  in  their  use  of  terms.  As  a 
result,  failure  to  state  newer  terms  may  be  a 
recognizable  landmark.  Such  word  usage  can 
be  diagnostically  useful  to  practitioners.  For 
example,  people  exposed  to  marijuana  terms 
of  the  60s,  learned  such  terms  as  “reefer”  and 
“grass.”  As  popularity  of  marijuana  (MJ)  grew, 
names  such  as  “doobie,”  ostensibly  named  for 
the  Doobie  Brothers  rock  group,  were  added. 
Variations  of  these  names  developed  during 
the  days  when  MJ  contained  one  to  four  per- 
cent THC  or  lower. 

More  recent  users  of  currently  potent  MJ 
varieties  are  most  accustomed  to  the  terms, 
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“sinsemilla,”  “sens,”  and  “sezz.”  Although 
they  recognize  the  older  terms,  they  seldom  use 
them. 

GEOGRAPHY 

Terminology  distinctions  between  various 
U.S.  locations  are  frequent  but  minor.  While 
garment  fashions  may  take  years  to  migrate 
from  large  metropolitan  areas  to  rural  areas, 
drug  terms  translocate  over  vast  distances 
within  months.  For  instance,  the  vernacular 
about  “crack”  disseminated  in  South  Carolina 
within  eight  months  of  its  impact  upon  New 
York.  Rapid  dissemination  of  terms  may  be 
due  to  news  media  coverage.  For  instance,  the 
free  form  of  cocaine  now  known  as  “crack”  was 
called  “crack”  on  the  east  coast  and  “rocks”  in 
California  at  the  same  time.  The  media  popu- 
larized the  term  “crack.”  Federal  and  state 
agencies  contributed  “crack”  counter-adver- 
tisements and  have  been  successful  in  frighten- 
ing some  people  away  from  it.  Unfortunately, 
those  designing  the  “crack”  counter-advertise- 
ments failed  to  mention  “rock”  and  “free- 
base,”  chemically  identical  compounds 
produced  through  a different  chemical  process. 
This  may  explain  why  some  users  are  fearful  of 
“crack”  but  not  “freebase.” 

TRANSPORTATION  EFFECTS 

Another  major  factor  which  accelerates 
translocation  of  terms  is  the  drug  transporta- 
tion process.  Dealers,  especially  gangs  of  deal- 
ers, travel  exchanging  drugs  for  cash  and  other 
commodities  and  passing  on  street  terms  at  the 
same  time.  Motorcycle  gangs  rapidly  transport 
drugs  and  terms  across  great  distances.  Terms 
which  originate  at  portals  of  entry  (such  as 
Miami,  New  York,  San  Diego)  travel  rapidly 
toward  the  central  midlands  of  the  U.S.  The 
speed  of  patient  acquisition  of  such  terms  may 
be  useful  in  predicting  quantity  and  frequency 
of  drug  use. 
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SEVERITY 

Increased  frequency  of  use  and  severity  of 
problems  evoke  an  advanced  set  of  terms.  The 
degree  to  which  drug  use  has  taken  over  major 
portions  of  a person’s  life  may  be  reflected  in 
words  used  to  describe  the  drug  or  its  effects. 

For  example,  advanced  cocaine  users  be- 
came familiar  with  the  terms,  “cocaine  blues,” 
“balling”  (vaginally  implanted  cocaine),  “coke 
bugs”  (sensation  of  insects  under  the  skin), 
and/or  “coked  out”  (undesirable  personality 
changes).  The  novice  user  will  typically  not  be 
aware  of  these. 

At  an  advanced  stage,  terms  tended  to  take 
on  further  sexual  connotation.  When  a user 
refers  to  cocaine  by  women’s  names  (“Alice”), 
or  men’s  names  (“Charley”),  the  drug  may 
have  taken  on  added  sexual  importance,  even 
to  the  extent  of  replacing  relationships  with 
other  people.  Table  2 shows  a comparison  of 
introductory  terms  to  those  of  a generally  more 
advanced  nature. 

With  increased  symptom  severity,  drug 
names  may  also  take  on  increased  hardness 
(“shit,”  “hard  stuff’),  death  (“killer”),  and  ab- 
errant mental  health  (“45  minute  psychosis”). 

Users  typically  progress  from  the  so-called 
“gateway”  drugs  (alcohol,  tobacco,  and  mari- 
juana) to  other  drugs.  Increased  familiarity 
with  a variety  of  drugs  and  drug  terms  often 
implies  added  severity.  These  individuals  may 
search  for  drugs  which  can  cause  stronger  ef- 
fects. For  example,  “Four  Way”  and  “Pink 
Wedges”  refer  to  prepared  tablets  containing 
LSD,  STP,  strychnine,  and  cocaine  or  amphet- 
amine. Such  sophisticated  drug  use  may  be 
precipitated  by  tolerance  to  an  initial  drug. 

Term  modification  occurs  because  pur- 
chasers of  drugs  repeat  what  they  think  they 
have  heard  without  adequate  verification.  In  a 
recent  teaching  trip  to  Colombia,  South  Amer- 
ica, NPJ  interviewed  a number  of  addicted 
individuals.  This  group  is  the  original  source  of 
the  term,  “Basuco”  (base  in  Spanish),  which 
refers  to  the  initial  cocaine  product  before  pu- 
rification into  street  cocaine  hydrochloride. 
Non-Spanish  speaking  purchasers  modified 
the  term  to  the  more  familiar,  “Bazooka,” 


which  subsequently  became  modified  to  “bub- 
ble gum.”  Entrepreneurial  dealers  then  began 
selling  a product  called  “double  bubble”  which 
falsely  purported  to  be  a doubly  potent  form  of 
“crack”  cocaine. 

It  appears  that  terms  develop  over  time  as  a 
measure  of  the  user’s  familiarity  with  the  drug. 
As  an  example,  “Egg”  is  a term  for  the  ball  of 
smokeable  cocaine  known  widely  as  “crack.” 
Terms  which  have  sprung  from  that  term  in 
recent  months  include  “scramble,”  “double 
yolk,”  and  “rooster.”  In  similar  fashion,  with 
the  prevalent  use  of  “snow”  for  cocaine,  users 
modified  the  original  to  suit  the  new  form  by 
designing  “crack”  as  “hail”  and  “sleet.”  Many 
terms  are  simply  descriptive  of  the  product 
form,  such  as  “ball,”  “boulders,”  “hard  rock,” 
“ice  cube,”  “pebbles,”  “slab”  and  “stones.” 

SUMMARY 

Choice  of  street  terms  is  a clinical  expression 
of  both  the  mental  state  of  the  person  as  well  as 
his/her  drug  involvement  history.  A lexicon  of 
drug  terms  evolves  from  repetition  and  fre- 
quent use.  These  are  then  stored  in  long-term 
memory  despite  drug-induced  memory  defi- 
cits. Broadened  experiences  usually  accom- 
pany continued  use,  including  experimenta- 
tion with  esoteric  drug  combinations  such  as 
the  “four  way”  mentioned  above.  Powerful 
drug  combinations  such  as  “pink  wedges”  are 
beyond  the  imagination  of  the  novice  user.  Use 
of  these  drug  terms  thus  may  serve  a diagnostic 
usefulness  for  the  experienced  clinician  in 
determining  severity  of  symptoms.  The  discus- 
sion of  drug  terms  may  also  provide  a thera- 
peutic moment.  Some  relapse  prevention  may 
involve  dealing  with  the  feelings  recalled  dur- 
ing recall  of  a drug  term.  Practitioner  use  of 
drug  terms  to  elicit  information  from  patients 
has  led  to  a deeper  understanding  of  the 
breadth  and  depth  of  patient  use  of  drugs.  □ 
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TABLE  1 

Common  Street  Terminology  for  Drugs,  a Comparison  of  Older  and  Newer  Terms 

DRUG 

OLD  TERMINOLOGY  (pre- 1980) 

NEWER  TERMINOLOGY 

AMPHETAMINES 

amp,  BAM,  BENNY,  BLACK 
BEAUTIES,  blue  boy,  CANDY, 
CARTWHEELS,  CHOCOLATES, 
COPILOTS,  crisscross,  cross  tops, 
DEXIES,  DOUBLE  CROSS,  EYE 
OPENERS,  footballs,  JELLY 
BEANS,  L.A.  (long  acting  A.), 

PEP  PILLS,  powder,  SNOW, 
SPEED,  splash,  TR-6s,  UPPERS, 
WHITE  CROSSES 

AMYL 
NITRITE 
(or  Isobutyl) 

aroma  of  men,  POPPERS, 
SNAPPERS,  toilet  water, 
hard  on,  Jac Aroma 

BARBITURATE 

barb,  blue  devil,  blue  dolls, 
SLEEPER,  STUMBLER 

PEANUT 

1 Pento- 
barbital 

amarilla,  nebbies,  YELLOW 
JACKETS 

2 Seco- 
barbital 

devil,  red  devil,  DOWNER, 
marshmallow  reds,  pink  ladies, 
red  dolls 

3 Seco/Amo- 
barbital 

Christmas  trees,  double  trouble, 
REDS  & BLUES,  trees,  tueys 

BENZODIAZEPINE 

downer,  mother’s  little  helpers, 
tranqs,  Vs,  Vais,  yellow  & blues 

COCAINE 

all  American  drug,  base,  big  flake,, 
blow,  Charley,  coke,  Carry  Nation, 
crank,  crystal,  freebase,  eightball, 
girl,  happy  dust,  heaven,  Henry 
VIII  (Vfcth  gram),  her,  icing,  joy 
powder,  lady,  nose  candy,  nose 
powder,  polvo,  sniff,  snort,  snow, 
sugar,  tootonium,  uptown,  white, 
white  cloud,  white  girl,  white  lady, 
white  nurse,  white  stuff 

basuco,  bazooka,  Bolivian 
marching  powder,  Bubble 
Gum,  Peruvian  Flake,  PF, 
pimp,  Press,  ready-rock, 
ROCK,  Roxanne,  Serpico 
21,  Sevenup,  T,  teeth,  toot- 
toot,  zip,  Double  Bubble 1 

“CRACK” 

COCAINE 

applejack,  BOLO, 
BOULDERS,  BUMP, 
candy,  CRACK,  crunch  & 
munch,  EGG,  gold,  grit, 
hail,  Hard  Line,  HARD 
ROCK,  ice  cube,  Import, 
issue,  Local,  logs, 
PARLAY,  pebbles, 
READY  ROCK,  SLAB, 
sleet,  smokin’  the  devil’s 
dick,  stones,  sugar  block, 
TENSION,  top  gun,  wave, 
white  sugar 
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TABLE  1 (continued) 

Common  Street  Terminology  for  Drugs,  a Comparison  of  Older  and  Newer  Terms 

DRUG 

OLD  TERMINOLOGY  (pre-1980) 

NEWER  TERMINOLOGY 

MARIJUANA 

Acapulco  Gold,  Alice,  bhang, 
blowing  smoke,  boo,  bush, 
cannabis,  cannabis  sativa,  cheap 
shit,  COLOMBIAN,  DOOBEE, 
DOPE,  FINE  STUFF,  funny  stuff, 
GOLD,  GOOD  SHIT,  goofbutt, 
GRASS,  green  goddess,  HASH, 
HAY,  HERB,  INDIAN  HAY, 
JOINT,  killer  weed  (60s),  killer 
weed  (80s,  MJ  + PCP),  locoweed, 
MAUI,  Mexican  red,  Santa  Marta, 
MORNING  MISSILE,  Panama 
gold  (1),  Panama  red  (1), 
PARSLEY,  pocket  rocket,  Rasta 
weed,  REEFER,  ROPE,  shit, 
smokin  dope,  STONE,  Tai,  TEA, 
THC,  TOAK,  WACK,  yellow 
submarine,  Zacatecas  purple 

Chicago  green, 
CHRISTMAS  TREE, 
Gainesville  green,  Illinois 
green,  Jersey  green  (1), 
purple  haired  lady  ( 1 ),  red 
haired  lady  (1),  SEN  (1), 
sens  (1),  SESS  (1),  SIN  (1), 
skunk,  stick,  Vermont 
green,  Vietnamese  black 
(1),  white  haired  lady 

MARIJUANA 

Cigarette 

FATTY,  JOINT,  NAIL,  POCKET 
ROCKET,  REEFER,  ROACH, 
TWISTUM 

HEROIN 

brown  sugar,  China  white,  crap, 
dirt,  flea  powder,  garbage,  H, 
Harry,  horse,  joy  powder,  powder, 
quill,  shit,  speedball  (H  & C), 
snow,  taste,  white  horse,  white 
lady,  white  nurse,  white  stuff 

Climax,  F . . . me  please, 
Golden  Girl,  Rambo, 
Slime,  The  Beast,  Sweet 
Lucy’s  Tit,  The  Witch, 
Tootsie  Roll  (black  tar 
heroin) 

LYSERGIC 

ACID 

DIETHYLAMIDE 

(LSD) 

acid,  black  acid,  black  sunshine, 
blotter,  blue  heaven,  California 
sunshine,  chocolate  chips, 
conductor,  cube,  crystal  tea,  dots, 
double  domes,  electric  kool  aid, 
haze,  LSD,  lens,  mellow  yellow, 
microdot,  Owsley’s  acid  (1),  paper, 
purple  haze,  Stanley’s  stuff  (1), 
strawberry  fields,  sugar,  window 
glass,  window  pane,  yellow 
sunshine,  yellow  submarine,  zen 

The  Ghost,  Golden  Dragon, 
The  Hawk 

MESCALINE 

buttons,  cactus,  MESC,  MEXC 

METHAMPHET- 

AMINE 

CRANK,  CRYSTAL,  CRYSTAL 
METH,  quill,  SPEED,  water, 
WHITE  CROSS,  yellow  bam 

A/ETHYLENE- 

DIOXY 

AMPHETAMINE 

love  drug,  MDA,  speed  for  lovers 
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TABLE  1 (continued) 

Common  Street  Terminology  for  Drugs,  a Comparison  of  Older  and  Newer  Terms 


DRUG 

OLD  TERMINOLOGY  (pre- 1980) 

NEWER  TERMINOLOGY 

METHYL- 

A/ETHYLENE- 

DIOXY- 

AMPHETAMINE 

ecstasy,  ICE  (smokeable), 
MDM,  MDMA,  MMDA, 
XTC 

PHENCYCLIDINE 

ANGEL  DUST,  DOA,  HCP, 
HOG,  horse  tranquilizer,  PCP, 
peace  pill,  rocket  fuel,  WACK, 
yerba  mala  (MJ  & PCP) 

butt  naked,  HINKLEY, 
LOVEBOAT,  taking  a 
cruise 

MISCELLANEOUS 

PERKS  (Percodan/Percoset) 

DILLIES  (Dilaudid), 
CUBES  (Demerol), 
MOTHERS  HELPER  (any 
benzodiazepine) 

PROVIDERS 
of  drugs 

ant,  candy  man,  carrier,  cashier, 
CONNECTION,  CONTACT, 
DEALER,  executioner,  leader, 
mover,  MULE,  PEDDLER, 
PUSHER,  RUNNER,  SOURCE, 
steerer,  trigger  man 

BURRO,  cruce 

KEY  TO  ANNOTATIONS 

— words  in  CAPITAL  letters  are  the 

most  common 

(1)  purportedly  more  potent  (also  all 

brand  names) 

Italics  brand  name,  packaged,  labeled 

and  marketed  [e.g.,  The  Beast], 
supposedly  pure  and  potent 


“There  is  no  dirtier  or  deadlier  bullet  than  the  illegal  drug 
capsule.” 

— U.  S.  Delegate  to  the  United  Nations,  George  Bush,  1971 


January  1990 


55 


STREET  DRUG  TERMINOLOGY 


TABLE  2 

Comparative  Terms  from  Persons  in  Introductory  Phase  of  Use  with  Those  from  Persons  Later 

in  Addiction 


DRUG 

INTRODUCTORY  TERMS 
COMMON  FOR  BEGINNERS 

TERMS  OF  GENERALLY 
GREATER  SEVERITY 

MARIJUANA 

charge,  dry  high,  fine  stuff,  funny 
stuff,  giggle  smoke,  good  stuff, 
humble  weed,  joy  stick,  joy  weed, 
kidstuff,  lamb’s  breath,  light  stuff, 
Maui  wowie  ( 1 ),  merry  weaver, 
parsley,  righteous  bush,  sweet 
mary  jane,  tea,  utopiate,  yerba 
buena  (“good  weed”),  yellow 
submarine 

(1) — potent  variety,  typically 
indicates  greater  usage  experiences 

Acapulco  gold  (1), 
Canadian  black,  Colorado 
cocktail,  Colombian  gold 
(1),  Columbus  black  (1), 
cucaracha,  Doobie,  fuma 
d’ Angola,  goofball,  green 
goddess,  kick,  la  mona  de 
Santa  Marta,  Mexican  shit, 
purple  haired  lady  ( 1 ),  red 
haired  lady,  rough  stuff, 
shit,  Vietnamese  black  (1), 
viper’s  weed,  wacky  weed, 
white  haired  lady,  (MJ 
dipped  in  formaldehyde), 
Yemen,  yerba  mala  (“bad 
weed”),  also  A-bomb  (MJ 
& heroin),  chips  (MJ  & 
PCP),  dymanite  (MJ  & 
heroin),  killer  weed  (MJ  & 
PCP),  orange  juice  (MJ  & 
opium),  supergrass  (MJ  & 
PCP),  wack  (MJ  & PCP) 

COCAINE 

all  American  drug,  bowl  of  smoke, 
friendly  powder,  frisky  powder, 
gift-of-the-sun-god,  gold  dust, 
happy  dust,  happy  powder,  happy 
trails,  heaven  dust,  joy  powder, 
Mercedes  of  drugs,  nose  candy, 
paradise,  rich  man’s  aspirin,  rich 
man’s  drug,  rich  man’s  speed,  zip, 
zoom 

Bernice,  bummer  cloud, 
caught  in  a snowstorm, 
Corrine,  dreamer,  eight 
track  (2%  gm.  inject),  hard 
stuff,  jack  off,  lady  love, 
pimp,  pimps’  drug, 
Roxanne,  white  girl,  white 
goddess,  white  lady,  white 
nurse 

also 

4-way,  orange  cupcakes,  or 
pink  wedges  (all  mean 
LSD,  STP,  cocaine  or  other 
stimulant,  and  strychnine 
in  tablet  form). 
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For  years,  the  myths  and  misconceptions 
surrounding  the  disease  of  alcoholism  allowed 
society  to  ignore  its  responsibility  for  provid- 
ing effective  treatment  services  to  those  in 
need.  Although  Alcoholics  Anonymous  had 
been  active  for  quite  some  time  in  combating 
the  public’s  ignorance  about  this  issue,  there 
was  no  formal  treatment  available  in  South 
Carolina  until  the  late  1950s  when  the  General 
Assembly  made  an  initial  state  investment  of 
$20,000. 

Despite  this  relatively  modest  beginning, 
South  Carolina  has  developed  and  refined  a 
comprehensive  statewide  community-based 
system  specifically  designed  to  deal  with  prob- 
lems of  alcohol  and  other  drug  use.  During 
fiscal  year  1989,  this  system  provided  inter- 
vention and/or  treatment  services  to  51,841 
individuals,  or  approximately  1.5  percent  of 
the  state’s  total  population,  and  coordinated 
7,903  different  prevention  activities  impacting 
416,773  individuals  in  the  state. 

Although  South  Carolina’s  system  is  pre- 
dominantly non-medical,  it  evolved  as  the  re- 
sult of  medical  leadership,  particularly  that  of 
Walter  R.  Mead,  M.D.,  a family  physician 
from  Florence,  who  served  on  a special  com- 
mittee created  by  the  General  Assembly  in 
1956  to  study  the  feasibility  of  establishing  the 
state’s  first  inpatient  treatment  facility.  Dr. 
Mead  also  served  as  the  first  chairman  of  the 
governing  board  of  the  South  Carolina  Alco- 
holic Center,  the  predecessor  to  the  South  Car- 
olina Commission  on  Alcohol  and  Drug  Abuse 
(SCCADA),  created  in  1 957  as  the  result  of  the 
findings  of  the  special  committee.  Through  the 
years,  the  continuity  of  this  medical  leadership 
has  proved  instrumental  to  the  state’s  system. 

The  earliest  proponents  of  South  Carolina’s 
system  recognized  the  need  for  services  at  the 
local  level,  because  this  is  precisely  where 
problems  develop.  Hence,  services  are  avail- 


*  From  the  S.  C.  Commission  on  Alcohol  and  Drug  Abuse, 
3700  Forest  Drive,  Columbia,  S.  C.  29204. 


able  today  through  a statewide  network  of  37 
county  alcohol  and  drug  abuse  authorities 
serving  all  46  counties. 

This  community-based  system  had  its  incep- 
tion in  1972  when  the  General  Assembly  ear- 
marked tax  revenues  generated  from  the  sale  of 
the  minibottle  (the  method  used  to  dispense 
distilled  spirits  in  this  state)  to  be  provided  to 
counties  on  a per  capita  basis  for  alcohol  and 
other  drug  programming.  The  next  year,  the 
General  Assembly  required  each  county  to  des- 
ignate a single  authority  to  plan  and  imple- 
ment these  local  programs.  Since  then,  the 
flexibility  of  this  system  has  allowed  it  to  meet 
the  needs  of  each  community  in  the  least  re- 
strictive and  most  responsive  ways  possible. 

Although  early  programming  efforts  focused 
on  the  need  for  public  education,  those  efforts 
were  concerned  primarily  with  removing  the 
stigma  associated  with  alcoholism  and  other 
addictive  diseases.  Consequently,  they  were 
concerned  more  with  the  alcoholic  or  drug 
addict  as  an  individual  sufferer  rather  than 
with  the  broader  implications  of  the  use  of 
alcohol  or  other  drugs  on  the  family  or  on 
society.  Today,  however,  South  Carolina  is  in 
the  forefront  of  programming  that  uses  social 
policies  to  affect  changes  in  the  way  a commu- 
nity deals  with  alcohol  and  other  drugs.  In 
1981,  for  example,  the  SCCADA  initiated  and 
hosted  the  first  in  a series  of  national  con- 
ferences to  examine  a variety  of  alcohol-related 
policy  issues,  such  as  advertising,  pricing,  la- 
beling, taxation  and  other  measures  that  can 
positively  impact  the  public’s  health  and 
safety. 

The  programming  philosophy  of  the  state 
system  recognizes  that  an  individual’s  rela- 
tionship with  alcohol  and  other  drugs  can 
range  from  abstinent  but  affected  by  the  use  of 
others;  to  use;  to  abuse;  to  addiction.  At  each  of 
these  four  stages,  there  are  specific  actions  that 
can  prevent  individuals  from  advancing  to  the 
next  level  or  assist  those  who  are  already  expe- 
riencing problems  to  return  to  healthy,  produc- 
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tive  lifestyles.  For  this  reason,  a wide  range  of 
primary  prevention,  intervention  and  treat- 
ment strategies  work  to  achieve  these  goals, 
and  in  the  process,  strive  to  reduce  both  the 
supply  of  and  the  demand  for  alcohol  and 
other  drugs. 

Through  information,  education,  alterna- 
tive activities  and  social  policies,  primary  pre- 
vention services  target  specific  high-risk 
groups  and  the  general  public.  These  efforts  are 
designed  to:  (1)  promote  overall  health  and 
wellness;  (2)  delay  the  age  of  onset  of  first  use  of 
alcohol  and  other  drugs  or  avoid  onset  al- 
together; and  (3)  avoid  the  development  of 
problems  related  to  the  use  of  alcohol  and 
other  drugs. 

Intervention  programming  is  implemented 
in  collaboration  with  other  existing  social  sys- 
tems, such  as  the  workplace,  the  school  and  the 
criminal  justice  system,  and  provides  early  de- 
tection and  remedial  action  among  individuals 
who  are  already  experiencing  problems  related 
to  their  use  of  alcohol  and/or  other  drugs.  Spe- 
cific programs  include  the  School  Intervention 
Program,  the  Alcohol  and  Drug  Safety  Action 
Program  and  the  Offender  Based  Intervention 
Programs. 

Inpatient  and  outpatient  treatment  services 
are  aimed  at  arresting  the  disabling  effects  of 
the  use  of  or  addiction  to  alcohol  and/or  other 
drugs  and  to  prevent  their  recurrence  and  fur- 
ther disability.  Specific  services  offered 
through  county  alcohol  and  drug  abuse  au- 
thorities include  individual,  group  and  family 
counseling;  intensive  outpatient  treatment; 
crisis  intervention;  involuntary  commitment; 
detoxification;  halfway  houses;  residential 
family  care;  transitional  care  facilities;  and  af- 
tercare. Referrals  are  made  to  other  public  and 
private  treatment  facilities  as  well. 

In  addition  to  these  comprehensive  services, 
the  SCCADA  has  developed  and  implemented 
numerous  other  projects  targeting  specific 
groups  including  the  state’s  medical  commu- 
nity. The  Career  Teacher  Program,  initiated  in 
1 980,  is  jointly  supported  by  the  SCCADA  and 
the  University  of  South  Carolina  School  of 
Medicine.  This  program  in  the  Department  of 
Neuropsychiatry  and  Behavioral  Sciences  de- 
velops and  incorporates  information  on  alco- 
hol and  other  drug  abuse  diagnosis,  preven- 
tion, referral  and  treatment  into  the  curricu- 


lum and  other  experiences  for  medical  stu- 
dents and  residents.  The  Family  Practice  Resi- 
dency Program,  funded  by  the  agency  in  coop- 
eration with  the  Department  of  Family  Prac- 
tice of  the  Medical  University  of  South  Caro- 
lina (MUSC),  is  staffed  by  a full-time  certified 
addictions  specialist  who  has  incorporated  al- 
cohol and  other  drug  related  training  into  the 
curriculum  for  family  practice  residents. 
Through  this  program,  the  residents  are 
trained  in  the  detection  and  diagnosis  of  alco- 
hol and  other  drug  related  problems.  A pro- 
gram with  similar  goals  provides  relevant 
training  activities  to  MUSC’s  pediatric  resi- 
dents. In  addition,  similar  efforts  are  underway 
in  the  family  medicine  programs  at  Richland 
Memorial  Hospital,  Anderson  Memorial  Hos- 
pital and  Spartanburg  Regional  Medical 
Center. 

South  Carolina’s  system  for  alcohol  and 
other  drug  programming  has  an  annual  total 
expenditure  of  approximately  $23  million  for 
services  provided  at  the  state  and  local  levels. 
A model  for  the  nation,  this  system  was  named 
the  “Outstanding  National  Program  for  1988” 
by  the  Alcohol  and  Drug  Problems  Association 
of  North  America.  This  award  recognized  the 
system  for  its  statewide  prevention  network 
and  for  the  contributions  the  network  has 
made  to  prevention  programming  at  the  na- 
tional level.  □ 


“My  piano  player  has  been  with 
me  for  20  years.  I didn’t  know  he 
was  an  alcoholic  until  one  morn- 
ing last  week  he  showed  up  sober.” 

— Joe  E.  Lewis 
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JANUARY  1990 


MEDICARE  UPDATE 


New  Medicare  Part  B Provider  Number 


A Medicare  Online  Bulletin  dated  December  1989  has  been  mailed 
which  explains  the  new  Medicare  Part  B provider  number  and  how  it 
affects  your  practice.  Medicare  has  established  a hotline  for 
questions  about  these  new  provider  numbers:  754-1968,  ext.  5437 

in  Columbia  (or  you  may  contact  your  Medicare  service  center) . 
You  must  use  this  new  number  for  hard  copy  claims  submitted  on  or 
after  March  1 (March  5 for  electronic  claims  submission) . Do  not 
use  this  new  number  prior  to  March  1. 

Medicare  Computer  System  Postponed 

Implementation  of  the  new  Medicare  computer  system  has  been 
postponed  until  March. 

Participating/Nonparticipating  Status  Changes 

You  have  until  April  1 to  make  any  changes  in  your 
participating/nonparticipating  status.  An  official  Medicare 
package  has  not  yet  been  provided  by  HCFA?  this  will  be  mailed  to 
you  from  Medicare  when  available.  Your  1990  MAAC  profile  will 
also  be  mailed  at  a later  date  since  any  changes  in  this  will  not 
be  effective  until  April  1990.  The  two  percent  Graham-Rudman- 
Hollings  reduction  in  payment  will  continue  until  April  1. 

MEDICAID  UPDATE 

Error  Codes  for  Line-Item  Rejections 

To  further  assist  physicians  in  gaining  timely  reimbursement  for 
services  rendered  to  their  patients  on  Medicaid,  the  Health  and 
Human  Services  Finance  Commission  has  made  a change  on  its 
explanation  of  benefits  or  remittance  advice  form.  Physician 
representatives  at  HHSFC  when  manually  looking  over  claims  which 
either  have  been  rejected  once  or  have  been  suspended  for  review 
occasionally  find  it  necessary  to  reject  a certain  line  of  a 
claim  to  allow  the  balance  of  the  claim  to  be  paid. 

In  the  past,  there  was  no  way  to  indicate  to  the  physician  the 
reason  for  rejecting  the  line.  Effective  in  November  1989,  the 
error  code  which  describes  the  reason  for  the  line  item  rejection 


began  appearing  on  the  physician's  remittance  advice  form. 

A description  of  all  error  codes  can  be  found  in  the  physician's 
Medicaid  manual  in  Chapter  400.  Physicians  may  refile  for  the 

rejected  line  on  a new  claim  if  corrections  can  be  made. 
Physician  representatives  at  HHSFC  can  assist  in  resolving  any 
billing  problems.  Your  representative  can  be  reached  at  253-6134 
in  Columbia.  Most  errors  are  due  to  an  incorrect  patient  or 
physician  Medicaid  number.  Remember  your  Medicaid  provider 
number  is  different  from  your  Medicare  provider  number. 

Instructions  for  Filing  Claims  for  Patients  Covered  bv  Medicaid 
and  a Private  Insurance  Policy 

Recipients'  Medicaid  cards  indicate  if  the  patient  has  health 
insurance  in  addition  to  Medicaid.  Other  insurance  should  be 
billed  prior  to  billing  Medicaid.  If  the  other  company  denies 
payment,  you  may  then  bill  Medicaid.  Follow  the  instructions  in 
your  Medicaid  manual  about  including  information  with  regard  to 
this  other  insurance  company's  denial  of  your  claim. 

The  SCMA  is  working  closely  with  Medicaid  to  lessen  the  burden  of 
this  requirement  on  SC  physicians. 

PRO  UPDATE 


Preassicrned  Number  Effective  for  all  Non-elective  Cases  for  Which 
Prior  Approval  is  Required  but  not  Obtained 

The  current  Medicare  PRO  review  program  in  SC  mandates  that  all 
elective  procedures  requiring  preadmission/preprocedure  approval 
be  assigned  a seven-digit  number  which  must  be  included  on  the 
Medicare  claim  form  submitted  by  the  hospital,  ASC,  and/or 
physician  as  applicable. 

All  non-elective  (urgent/ emergency)  cases  for  which  prior 
approval  is  not  obtained  have  been  reviewed  on  a postdischarge, 
prepayment  basis  in  order  to  avoid  interference  with  the 
provision  of  appropriate  and  timely  medical  care  for  Medicare 
beneficiaries.  This  postdischarge/prepayment  requirement  has 
posed  an  inconvenience  for  all  practitioners  and  providers.  The 
Health  Care  Financing  Administration  (HCFA)  has  responded  to 
these  concerns  by  allowing  review  of  these  non-elective  cases  on 
a postpayment  basis. 

Medical  Review  of  North  Carolina  (MRNC)  is  authorizing  the  use  of 
a special  number  (7777777)  for  these  non-elective  cases. 
Elective  procedures  continue  to  require  prior  approval,  and 
claims  for  elective  procedures  are  not  allowed  to  use  this 
special  number.  All  claims  filed  using  the  preassigned  7777777 
will  be  selected  for  retrospective  review  with  particular 
emphasis  on  validating  that  the  procedure  was  performed  on  a non- 
elective basis. 
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Requests  for  prior  approval  and  questions  about  this  change 
should  be  directed  to  CMR  prior  approval  staff  at  800-331-4690. 

DHEC  AWARDS  FOR  AIDS  REPORTING 

At  the  SC  HIV/AIDS  Task  Force  Meeting  on  December  6,  DHEC 
Commissioner  Michael  Jarrett  presented  awards  to  eight 
infectious  disease  physicians  who  had  reported  at  least  20  AIDS 
cases  since  1981,  had  consistently  reported  cases  over  time  and 
had  provided  patient  care  to  the  greatest  proportion  of  persons. 
Dr.  Bosko  Postic  from  Columbia,  Drs.  David  W.  Potts  and  Ludwig 
Lettau  from  Greenville,  Dr.  Peter  Dandalides  from  Spartanburg, 
Dr.  Rick  Ervin  from  Florence  and  Drs.  Joseph  John,  Timothy  West 
and  Preston  Holley  from  Charleston  have  cared  for  and  reported  a 
combined  total  of  at  least  304  AIDS  cases  or  40  percent  of  the 
AIDS  Registry  through  October  1989.  Three  years  ago  in  December 
there  were  105  AIDS  cases  reported  to  DHEC?  there  are  now  809 
AIDS  cases  through  November  1989. 

Mr.  Jarrett  emphasized  the  critical  importance  of  reporting 
AIDS  cases  for  epidemiological  information  and  for  federal 
funding  of  prevention  and  surveillance  programs,  the  state* s 
Medicaid  and  AZT  programs,  and  for  projecting  the  number  of  AIDS 
cases  in  SC  in  the  future.  The  AZT  program,  for  example,  was 
recently  again  funded  by  Congress  at  a higher  rate  than  the  first 
award  based  on  the  total  number  of  AIDS  cases  in  the  state. 

Physicians  treating  patients  with  HIV  infection  and  AIDS  may  call 
DHEC  AIDS  surveillance  in  Columbia  at  737-4110  for  information 
about  reporting. 

CHANGES  IN  LAWS  REGARDING  DISPENSING  OR  PRESCRIBING  DRUGS 

You  should  have  received  a December  newsletter  from  the  State 
Board  of  Medical  Examiners  which  summarized  current  federal 
and/or  state  laws  regarding  dispensing  (including  "samples")  and 
prescribing  drugs. 

Please  review  this  newsletter  carefully.  Since  these  laws 
directly  affect  your  practice,  you  should  be  aware  of  the 
requirements  of  the  drug  laws  including  record-keeping 
requirements,  labeling  requirements  when  dispensing,  inventory 
and  other  legal  requirements,  who  may  dispense,  and  penalties  for 
violation. 

PATIENTS  WHO  SHOULD  NOT  DRIVE  AUTOMOBILES 

Physicians  treating  patients  for  illnesses  resulting  in  temporary 
or  permanent  impairments  indicating  the  patient  should  not  drive 
an  automobile  are  not  required  to  report  this  disability  to  the 
SC  Department  of  Highways  and  Public  Transportation. 

It  is  a good  idea,  however,  to  get  patients  to  acknowledge  in 
writing  that  you  have  informed  them  they  should  not  drive  because 
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the  law  does  place  a duty  on  patients  to  inform  the  highway 
department  of  their  impairment  when  applying  for  a license  or 
renewing  their  current  license. 

PATIENT  ACCESS  TO  MEDICAL  RECORDS 


Paragraph  7.02  of  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association  states 
that  a physician  should  provide  a copy  of  the  patient's  chart  to 
the  patient,  another  physician  or  other  person  designated  by  the 
patient  when  the  patient  makes  such  a reguest  for  a copy  of  the 
record. 

CHARGES  FOR  COPIES  OF  MEDICAL  RECORDS 

Current  SC  law  allows  a charge  of  50  cents  per  page  for  copies  of 
medical  records,  with  a minimum  charge  allowed  of  $10.00. 

However,  in  cases  dealing  with  Workers'  Compensation,  a charge  of 
50  cents  per  page  is  authorized  but  a minimum  charge  of  only 
$5.00  is  allowed.  The  SCMA  is  currently  sponsoring  legislation 
to  raise  this  minimum  fee  to  $10.00  as  allowed  elsewhere  in  the 
law. 

SC  REPORTABLE  CONDITIONS  FOR  1990 

You  should  have  received  from  DHEC  the  official  SC  list  of 
reportable  conditions  for  1990.  Please  refer  to  the  October 
1989  edition  of  "EPI-NOTES"  for  information  on  reportable 
conditions,  types  of  reporting  required  and  an  update  on  total 
reported  cases  of  selected  diseases  for  a five-year  median,  by 
county,  ending  October  7,  1989.  For  a copy  of  "EPI-NOTES"  or 

additional  information,  contact  Jeffery  L.  Jones,  MD,  MPH, 
Editor,  737-4165  in  Columbia. 

CAPSULES 


Hunter  R.  Stokes,  MD,  Florence,  has  been  elected  secretary  for 
representation  of  the  American  Academy  of  Ophthalmology. 
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South  Carolina’s 

Alcohol  and  Drug  Abuse  System 

Meeting  the  community’s  needs  in  prevention,  i 

early  intervention  and  treatment  of  alcohol  and  other 

drug  abuse  problems  through  36  local  programs. 

For  services  in  your  county,  call: 

Abbeville  459-9661 

Aiken  648-5409 

Allendale  584-4238 

Anderson  260-4168 

Bamberg  254-4360 

Barnwell  259-351 1 

Beaufort  525-7407 

Berkeley  761-8272 

Calhoun  874-2307 

Charleston  723-7212 

Cherokee  489-0247 

Chester  377-81 11 

Chesterfield  623-2229 

Clarendon  435-2121 

Colleton  549-9565 

Darlington  332-4156 

Dillon  774-6591 

Dorchester  87 1 -4790 

Edgefield  637-5388 

Fairfield  635-2335 

Florence  665-9349 

Georgetown  546-6081 

Greenville  242-1781 

Greenwood  227-1001 

Hampton  943-2800 

Horry  248-6291 

Jasper  726-5996 

Kershaw  432-6902 

Lancaster  285-6911 

Laurens  984-0574 

Lee  484-5341 

Lexington  796-6460 

Marion  423-8292 

Marlboro  479-8328 

McCormick  465-2631 

Newberry  276-5690 

Oconee  882-7563 

Orangeburg  536-4900 

Pickens  878-7839 

Richland  256-3100 

Saluda  445-2968 

Spartanburg  582-7588 

Sumter  775-6815 

Union  429-1656 

Williamsburg  354-91 13 

York  324-1800 

or 

contact  the  state  DRUG  INFORMATION  ACCESS  LINE  (DIAL) 

1/800-942-3425 

Sponsored  by  the  South  Carolina  Commission  on  Alcohol  and  Drug  Abuse 

an  EEO/  Affirmative  Action  Employer 

EDUCATIONAL  FACTORS  IN 
SUBSTANCE  ABUSE  FOR  PHYSICIANS 


N.  PETER  JOHNSON,  Ph.D.* 
ANTHONY  B.  LINDSAY,  M.D.** 
MARTHA  TUMBLIN,  M.A.*** 


Current  techniques  used  in  medical  educa- 
tion are  very  useful  for  practicing  physicians  to 

upgrade  their  knowledge  and  skills  with  a min- 
imum investment  of  money  and  time. 

BASIC  PREMISES 

Six  basic  premises  are  enumerated  below: 

a.  A knowledgeable  and  concerned  admin- 
istration will  engender  a positive  attitude 
by  students  even  in  the  face  of  adversity. 

b.  Students  should  have  regular  exposure  to 
healthy  recovering  individuals  in  order  to 
believe  that  people  can  get  well  from  addic- 
tions— exposure  only  to  people  who  do  not 
get  well  leaves  a lasting  impression  of  im- 
pending failure  and  prolongs  the  number  of 
unresolved  cases  which  were  untreated  or 
unsuccessfully  treated. 

c.  Alcoholism  and  drug  abuse  are  treatable 
illnesses,  and  we  do  it  all  the  time  success- 
fully. 

d.  Education  reduces  severity  of  problems 
(e.g.,  Junior  League  survey  showed  that  ed- 
ucation possibly  reduces  the  severity  conse- 
quences of  growing  up  in  a family  with 
alcoholism). 

e.  We  probably  can’t  change  the  majority  of 
graduates,  but  we  can  modify  the  behaviors 
of  future  physicians.  (AMA  survey  of  prac- 
ticing physicians  shows  that  the  most  recent 
graduates  are  least  likely  to  be  represented 
among  overprescribers.)  Burfield,  personal 
communication,  1988. 

f.  Faculty  who  are  knowledgeable  and  in- 
terested. 

g.  The  earlier  problems  are  recognized,  the 


* Office  of  Alcohol  and  Drug  Studies,  Department  of 
Neuropsychiatry  and  Behavioral  Science,  School  of 
Medicine,  University  of  South  Carolina,  Columbia, 
S.  C.  29208. 

**  Department  of  Psychiatry,  School  of  Medicine,  Uni- 
versity of  North  Carolina,  Durham,  N.  C. 

***  Department  of  Family  Medicine,  Medical  University 
of  South  Carolina,  Charleston,  S.  C.  29425. 


more  positive  is  the  possible  outcome,  and 
the  less  the  severity  of  the  problems  may 
be — the  converse  is  that  failure  to  deal  with 
problems  early  is  not  a sign  of  sound  diag- 
nostic skills  and  does  not  contribute  posi- 
tively to  health  care. 

The  following  are  some  types  of  educational 
endeavors  which  have  been  implemented  to 
improve  the  education  of  physicians  at  the 
University  of  South  Carolina  (and  elsewhere): 

1.  DIDACTICS 

Lectures  are  the  least  likely  mode  to  change 
attitudes,  skills  and  behaviors.  The  constraints 
of  time  necessitate  that  some  information 
must  be  presented  in  lecture.  The  following 
lectures  are  delivered  didactically  on  alcohol 
and  drug  abuse: 

a.  Physician  prescribing  practices. 

b.  Drug  deceptions,  and  types  of  scams  in 
current  use. 

c.  Signs  and  symptoms  of  alcohol  and  drug 
use  (physical  diagnosis  taught  by  the 
school  role  model  physician). 

d.  Denial,  minimization,  repression,  other, 
on  the  part  of  patient  and  physician. 

e.  Physician  and  student  alcohol  and  drug 
use. 

f.  Impact  of  addiction  in  the  family  on  fu- 
ture outcomes  (including  upon  medical 
students  from  alcoholic  families). 

These  are  taught  in  several  courses  which 
assist  students  in  understanding  that  treatment 
of  alcohol  and  drug  problems  belongs  in  all 
medical  disciplines.  The  experiences  of  pre- 
vious alcohol  and  drug  educators  taught  that 
motivated  individuals  in  any  field  can  inter- 
vene effectively  with  developing  alcoholics 
and  make  positive  differences.  Alcoholics  pre- 
sent to  physicians  in  all  types  of  practices  and 
therefore  diagnosis  must  occur  in  all  sets  of 
circumstances.  We  currently  present  informa- 
tion in  the  clinical  medicine  (clinical  presenta- 
tions); family  medicine  (alcohol  and  family 
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issues);  pharmacology  (alcohol  and  drug 
abuse);  physiology  (alcohol  and  drug  abuse); 
and  psychiatry  (interviewing  techniques  and 
behavioral  aspects). 

2.  PERSONAL  EXPERIENCE 

Personal  experience  is  conducive  to  en- 
hanced learning — therefore  we  try  to  create 
circumstances  around  which  personal  experi- 
ences may  occur. 

a.  We  send  students  to  the  South  Carolina 
School  of  Alcohol  and  Drug  Studies — 
one  week  of  work  with  20  medical  stu- 
dents from  seven  southeastern  states  ( 1 1 
medical  schools). 

b.  Psychiatry  rotation — we  provide  a 
“hands-on”  training  on  “interviewing 
skills”  using  recovering  counselors  as 
mock  patients  (AHRN,  1989). 

c.  Pediatric  rotation — “interviewing  skills” 
are  taught  in  a similar  fashion  by  working 
with  recovering  adolescents. 

d.  Freshman  and  sophomore  electives  in  in- 
patient and  outpatient  experience  with 
addictions  treatment. 

e.  Preventive  medicine  elective  seminar  to 
addictions  center — direct  participation 
in  treatment  groups  has  been  increased 
from  20  the  first  year  to  40  this  year. 

f.  Senior  credit  elective  dealing  with  ad- 
vanced inpatient  addictions  treatment. 

g.  Voluntarily  personalized  experiences 
have  been  created  for  students  to  educate 
themselves — e.g.  make  a special  arrange- 
ment for  one  student,  interested  in  pedi- 
atrics, to  have  three  weeks  of  participa- 
tion in  an  adolescent  addictions  treat- 
ment group. 

3.  ADMINISTRATIVE 

We  believe  some  benefits  of  the  school  pro- 
cess are  provided  by  the  following: 

a.  An  alcohol  and  drug  person  to  whom 
students  have  continuous  non-disciplin- 
ary  access,  as  well  as  resource  persons 
throughout  the  University  and  else- 
where. 

b.  Employment  of  recovering  faculty  who 
can  serve  to  guide  students  who  may  be 
developing  alcohol  and  drug  problems 
themselves  or  have  family  members  who 
have  recovered. 

c.  Key  administrators  who  are  supportive 


of  addictions  education,  research,  and 
treatment. 

4.  RESEARCH 

Increased  learning  occurs  when  faculty  and 
students  are  involved  in  research.  While  the 
details  are  eventually  left  behind  the  repetitive 
activities  and  the  synthetic  analytic  require- 
ments of  research  may  cause  a great  deal  of 
conceptual  learning  to  occur. 

a.  Ongoing  research  on  women  and  alco- 
holism has  resulted  in  a presentation 
which  involved  a medical  student  as  an 
interviewer  and  in  the  publication  of  a 
professional  paper  on  the  subject. 

b.  Medical  students  serve  as  data  coders  for 
the  computer  analysis  which  allows  them 
to  learn  some  of  the  material. 

5.  SUPPORT  OF  STUDENT  ACTIVITIES 

Students  who  become  activists  for  particular 
causes  are  likely  to  continue  those  activities 
after  graduation: 

a.  The  Medical  Student  Association  (Peer 
Advocacy  Committee)  provides  speakers 
and  small  workshops,  as  well  as  non- 
administrative  interventions  for  students 
in  apparent  jeopardy. 

b.  The  committee  chairpersons  also  meet 
four  times  each  year  with  the  South  Caro- 
lina Medical  Association  Physicians  Ad- 
vocacy and  Assistance  Committee. 

We  present  a videotape  produced  by  the 
American  Medical  Association  Informal  Steer- 
ing Committee  on  Prescription  Drug  Abuse  to 
students  on  electives  as  well  as  all  third-year 
Family  Medicine  residents. 

Grand  rounds  in  family  medicine,  psychia- 
try and  pediatrics,  one  videoconference  per 
year  as  well  as  co-sponsorship  of  numerous 
alcohol  and  drug  educational  events  are  other 
educational  modalities.  Students  are  invited 
free  to  these,  and  free  copies  of  the  most  recent 
editions  of  the  Dictionary  of  Street  Alcohol  and 
Drug  Terms  and  the  Physician’s  Five  Minute 
Guide  to  Alcohol  and  Drug  Abuse  are  dis- 
tributed. Persistent  enhancement  of  alcohol 
and  drug  education  results  in  positive  in- 
creases in  curricular  time  allocation,  faculty 
interest,  scholarly  work  and  ultimately  we  ex- 
pect in  the  quality  of  treatment  provided  to 
patients.  □ 
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N.  PETER  JOHNSON,  Ph.D. 


Alcoholism  has  been  called  the  number  one 
untreatable  treatable  illness.  Physicians  are  ac- 
customed to  seeing  mostly  end-stage  patients, 
often  only  in  the  emergency  room.  Both  physi- 
cians and  patients  have  given  up  on  treatment 
or  referral,  assuming  that  the  effort  is  futile. 
The  situation  is  somewhat  analogous  to  being 
able  to  only  diagnose  diabetics  when  they  are 
blind  double  amputees  in  diabetic  coma. 

The  key  point  is  physician  management  in 
the  treatment  of  alcoholism  must  be  the  early 
diagnosis  and  early  treatment  before  the  walls 
of  denial  become  too  thick  to  breach.  Studies 
have  shown  that  early  intervention  on  patients 
while  they  still  have  a job  is  successful  80  to  85 
percent  of  the  time.  Yet  screening  for  alco- 
holism, a disease  one  and  a half  times  more 
common  than  diabetes,  is  rarely  done  in  an 
effective  manner. 

In  the  state  of  South  Carolina,  treatment  can 
be  mandated;  patients  can  be  committed  for 
the  diagnosis  of  alcoholism  and  yet  less  than 
one  half  of  the  physicians  have  ever  assisted  in 
the  commitment  of  an  alcoholic  patient.  A 
small  segment  (9%)  of  Family  Physicians  have 
committed  six  or  more! 

There  is  also  some  evolving  malpractice  lia- 
bility in  alcoholism.  Physicians  have  been  sued 
both  for  believing  a patient  was  intoxicated 
when  he  or  she  was  not  and  for  failing  to 
address  and  identify  a patient  who  was  an 
alcoholic  and  suffered  from  an  alcohol/medi- 
cation interaction  and  other  problems. 

Alcoholism  and  other  drug  abuse  reaps  an 
unparalleled  harvest  of  pain  and  suffering  and 
death  not  only  to  the  patient  but  to  families 
and  other  innocent  bystanders.  We  hope  this 
issue  of  the  SCMA  Journal  will  help  to  pique 
interest  and  improve  diagnosis  and  referral  of 
this  crippling  complex  of  diseases.  We  have 
here  a bibliography  of  additional  resources 
geared  to  primary  care  physicians  and  else- 
where a listing  of  state  agencies  to  further  assist 


in  identification,  treatment  and  referral  of 
these  patients.  □ 
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RESOURCES  FOR  PHYSICIANS 

Alcoholism:  A Guide  for  the  Primary  Care  Physi- 
cian. H.  N.  Barnes,  M.D.  Aronson,  T.  L.  Del- 
banco.  Springer-Verlag,  1987. 

Wrong  Diagnosis  Wrong  Treatment:  The  Plight  of 
the  Alcoholic  in  America.  Joseph  Beasley.  Cre- 
ative Infomatics,  1987. 

The  Alcoholic  Patient  Diagnosis  and  Management. 
M.  E.  Chafetz.  Medical  Economics,  1987. 

Single  copies  of  the  following  are  available  free  of 

charge  from  the  National  Clearinghouse  for  Alcohol 

and  Drug  Information,  PO  Box  2345,  Rockville 

20852  (301)  468-2600. 

Alcohol  and  Health.  Sixth  Special  Report  to 
Congress. 

Drugs  and  Alcohol  Abuse — Implications  for 
Treatment. 

The  White  House  Conference  for  a Drug  Free 
America:  Final  Report  (1988). 

Selected  Statistics  on  Alcohol  and  Alcoholism 
(1987). 

Clinicians  Reading  List:  General  Reference  and  Lit- 
erature (1987). 

Clinicians  Reading  List:  Specific  Drugs  Other  Than 
Alcohol  (1987). 

Big  Lies  Promote  Cocaine  and  Crack  Use  (1988). 

Alcohol  and  Birth  Defects:  The  Fetal  Alcohol  Syn- 
drome and  Related  Disorders  (1987). 

Alcohol  and  Birth  Defects:  The  Fetal  Alcohol  Syn- 
drome and  Related  Disorders  (1987). 

Alcohol  Hepatitis:  A Practical  Guide  for  Physicians 
and  Other  Health  Care  Professionals  (1988). 

Alcohol  Alert:  Methadone  Maintenance  and  Pa- 
tients in  Alcoholism  Treatment  (1988). 

Alcohol  Alert:  Alcohol  and  Aging  (1988). 

What  You  Can  Do  About  Drug  Abuse  in  America 
(1988). 
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THE  INTERIM  MEETING  OF  THE  AMA 

REPORT  OF  THE  SCMA  DELEGATION 

JOHN  C.  HAWK,  JR.,  M.D* 

A slight  tremor,  measured  as  4.6  on  the  Richter  scale,  shook  the  Coral 
Ballroom  of  the  Hilton  Hawaiian  Village  on  Tuesday,  December  5th,  but  was  passed 
off  initially  as  due  to  rumbling  vehicles  in  the  subjacent  parking  garage.  In 
any  case,  it  was  not  nearly  as  earth  shaking  as  what  many  delegates  to  the  AMA 
Interim  Meeting  (Honolulu,  December  3-6,  1989)  had  expected  to  occur  in  Reference 
Committee  F and  on  the  floor  of  the  House  in  regard  to  revelations  in  Chicago 
media  in  irdd-October  of  questionable  fiscal  actions  relating  to  two  senior  AMA 
executives. 

The  delegates  had  received  in  advance  Report  QQ  of  the  Board,  describing  the 
events  which  go  back  to  October  1987,  and  delineating  the  corrective  actions 
taken  by  the  Board.  These  include  retaining  independent  legal  counsel,  Jenner 
and  Block,  to  conduct  a thorough  investigation;  restructuring  of  Board  Committees 
to  strengthen  Board  oversight  and  to  define  limitation  of  EVP  authority;  and 
retaining  new  outside  auditors  for  1990.  But  the  delegates  had  also  received 
resolutions  from  the  Illinois,  District  of  Columbia  and  Delaware  delegations, 
calling  for  strong  measures  to  resolve  fiscal  problems  of  the  AMA.  Also,  on 
arrival  we  received  Late  Resolution  A from  the  Washington  State  delegation  asking 
the  AMA  Board  to  consider  placing  EVP  James  A.  Salmons,  M.D.,  on  administrative 
leave  until  the  Board's  investigation  is  coiplete. 

At  the  opening  session  Sunday  morning,  the  issue  was  addressed  "head-on"  in 
the  supplementary  reports  of  Dr.  John  J.  Ring,  Chairman  of  the  Board,  and  Dr. 
Salmons  himself.  Dr.  Ring  referred  to  the  actions  taken  by  the  Board  and 
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premised  to  complete  the  investigation  and  to  make  a full  report  to  the  House  as 


quickly  as  possible.  He  stated:  "I  am  determined  that  no  chairman  that  succeeds 

me  will  ever  be  faced  with  the  frustrations  I have  experienced  in  the  past  four 
or  five  weeks.  It  will  not  happen  again." 

Dr.  Sammons  alluded  to  his  association  with  the  House  in  various  capacities 
for  over  30  years.  He  assured  the  House  that  the  American  Health  Care  System 
provides  the  highest  level  of  medical  care  known  anywhere  in  the  world,  and  that 
we  as  physicians  can  justifiably  be  proud  of  it.  He  affirmed  that  the  AMA 
continues  to  be  an  effective  force  in  Washington,  while  freely  admitting  that  not 
all  desired  goals  have  been  attained. 

He  also  cited  the  important  influence  of  the  AMA  "outside  of  the  Washington 
beltway,"  and  especially  in  the  reporting  of  medical  discoveries  and 
breakthroughs  and  in  medical  education. 

Then  in  a personal  vein,  he  admitted  that  he  was  wrong  in  the  manner  in 
which  he  carried  out  the  decisions  in  regard  to  the  two  senior  AMA  executives, 
and  he  took  full  responsibility  for  these  decisions.  He  also  expressed  his 
support  for  the  changes  reccranended  by  the  Board. 

He  said,  "In  retrospect,  I clearly  recognize  that  I failed  to  follow 
appropriate  procedures  in  these  two  incidents.  There  is  no  question  about  that 
whatsoever. " He  then  stated  that  he  had  made  many  difficult  decisions  in  his  15 
years  as  EVP  and  cited  many  of  the  AMA's  accompl ishments  in  that  period. 

Finally,  he  expressed  hope  that  "on  balance  my  contributions  outweigh  my 
mistakes." 

Shortly  thereafter,  the  Ccranittee  on  Rules  and  Order  of  Business  which 
reviews  all  Late  Resolutions  reccranended  acceptance  of  Late  Resolution  A, 
mentioned  earlier.  But  the  House,  responding  to  the  statements  of  a number  of 
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speakers,  voted  to  reject  consideration  of  the  resolution.  Fran  this  point  on  it 
was  a foregone  conclusion  that  the  House  would  accept  the  Board's  Report  QQ  and 
await  the  Board's  further  action,  and  indeed  this  did  occur. 

Both  the  Board  and  Dr.  Sammons  announced  his  intention  to  retire  at  the 
expiration  of  his  current  contract,  March  31,  1991.  He  intends  to  give  up  the 
day-to-day  management  of  the  AMA  as  of  December  31,  1990  and  spend  the  following 
three  months  making  a smooth  transition  for  his  successor. 

This  important  item  is  reported  in  much  greater  detail  in  the  December  15th 
issue  of  the  AM  News  and  also  in  the  December  22/29  issue  of  JAMA  (P.3467)  in  the 
article  by  Dennis  L.  Breo.  A large  part  of  this  issue  of  the  AM  News  is  devoted 
to  detailed  reports  of  the  Interim  Meeting.  In  the  remainder  of  my  report,  I 
will  be  very  brief  and  will  give  page  references  to  the  December  15th  AM  News  so 
that  anyone  interested  may  readily  find  a more  detailed  account  of  any  specific 
item. 

OVERVIEW 

All  told,  266  items  of  business  were  considered  by  the  House,  including  187 
resolutions  and  79  Board  and  Council  reports.  Of  the  435  delegates  seated,  347 
represented  state  and  territorial  medical  associations , 78  national  medical 
specialty  societies , and  10  delegates  represented  the  five  special  sections  and 
five  governmental  services. 

PRESIDENT'S  ADCRESS  (P.3) 

The  theme  of  Dr.  Alan  R.  Nelson's  "state  of  the  union"  address  was  "The  AMA 
Works."  He  cited  an  impressive  list  of  acccmpl ishments  as  an  answer  to  the  oft- 
heard  question  ,fWhat  does  the  AMA  do  for  me?"  He  included  the  defeat  of 
mandatory  assignment  four  times  in  the  past  three  Congresses;  the  fact  that  the 
AMA  is  the  world's  largest  publisher  of  scientific  information;  the  AMA's 
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cxmnutment  to  NXH  funding  to  protect  the  stability  and  integrity  of  medical 
research  in  the  US;  the  AMA's  considerable  activities  in  communicating  medicine's 
story  to  the  public?  and  the  defeat  of  expenditure  targets  in  the  budget  bill. 

Dr.  Nelson  urged  the  nation's  physicians  to  get  involved  and  to  join  the  AMA  as 
"ycur  best  investment  in  the  future.” 

ADCKESS  OF  US  SECRETARY  OF  EDUCATION  (P.39) 

Lauro  F.  Cavazos,  Ri.D. , US  Secretary  of  Education,  addressed  the  opening 
session  of  the  House  of  Delegates.  He  is  a former  medical  school  dean,  and 
declared  that  "our  medical  schools  are  at  the  forefront  of  curricular  innovation 
and  continue  to  attract  the  finest  students."  He  called  upon  the  delegates  for 
assistance  in  improving  and  restructuring  our  nation's  educational  system, 
especially  at  the  elementary  and  secondary  school  levels. 

He  emphasized  the  importance  of  early  childhood  education,  declared  that 
safe,  drug  free  schools  must  be  provided  for  all  America's  children,  and  urged 
physician  support  for  teachers. 

AIDS  (P.  8.  25.  32) 

The  House  received  a major  report  on  the  present  status  of  the  medical, 
legal,  and  social  implications  of  AIDS  and  HIV  infection.  There  was  sharp  debate 
on  contact  tracing  and  notification  of  sexual  and  needle-sharing  partners,  which 
seme  feared  would  contribute  to  "driving  this  problem  underground."  It  was  of 
significance  that  AIDS  expert,  Paul  Volberding,  M.D. , received  AMA's  1989  AMA-ERF 
Award  for  health  education. 

DISCRIMINATION  ON  THE  BASIS  OF  SEXUAL  ORTOTTATTON 

Your  delegation  was  considerably  concerned  about  a resolution  from  the 
District  of  Columbia  delegation  which  would  have  changed  the  AMA  Bylaws  1.50  by 
addition  of  the  words  "or  sexual  orientation"  so  that  it  would  read  as  follows: 
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DISCRIMINATION.  Membership  in  any  category  of  the  American  Medical 
Association  or  in  any  of  its  constituent  associations  shall  not  be  denied  or 
abridged  on  account  of  sex,  color,  creed,  race,  religion,  ethnic  origin,  national 
origin,  or  sexual  orientation. 

We  felt  that  this  would  give  overt  approval  in  our  Bylaws  to  so-called 
"alternative  life-styles,"  or  hemosexuality,  that  it  might  lead  to  questionnaires 
about  life-style  which  would  be  an  invasion  of  privacy,  and  that  it  was 
particularly  obnoxious  because  it  would  be  binding  on  constituent  associations . 

We  and  several  others  spoke  strongly  against  it  in  the  Reference  Oarmittee 
hearings,  and  were  surprised  when  the  Reference  Committee  came  cut  in  favor  of 
adaption.  We  again  spoke  against  it  on  the  floor  of  the  House  and  were  pleased 
that  it  was  not  adopted. 

C RUG  ABUSE  IN  THE  UNITED  STATES  (P.  15) 

The  House  considered  a detailed  Board  report  on  the  problems  of  substance 
abuse  and  how  this  may  adversely  affect  the  next  generation,  strengthened  the 
report  with  amendments  and  adopted  it.  It  also  adopted  a resolution  which  called 
upon  the  AMA  to  recognize  that  substance  abuse  is  the  major  health  problem  in 
the  United  States  today  and  that  its  solution  requires  a multifaceted  approach; 
declare  substance  abuse  its  No.  1 public  health  priority?  take  a positive  stance 
as  a leader  in  matters  concerning  substance  abuse?  and  study  innovative 
approaches  to  the  elimination  of  substance  abuse  dependencies  and  their 
resultant  street  crime,  including  approaches  that  have  been  used  in  other 
nations.  A resolution  calling  for  the  AMA  to  develop  guidelines  for  drug  testing 
of  physicians  was  referred  to  the  Board  for  report  back  at  A-90.  The  House  also 
adopted  a resolution  that  the  American  Medical  Association  explore  the 
development  of  a National  Physician's  Substance  Abuse  Hotline. 
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BTT.T.TNG  FOR  CROSS' -COVERAGE 


In  response  to  a number  of  resolutions  addressing  physician  dissatisfaction 
with  the  refusal  of  Medicare,  Medicaid  and  most  private  payors  to  allcw  solo 
practitioners  to  bill  for  services  provided  by  covering  physicians,  the  House 
approved  a policy  calling  for  the  AMA: 

"To  pursue  all  appropriate  legislative,  regulatory,  and  administrative  means 
to  amend,  or  eliminate  the  inappropriate  enforcement  of  the  Social  Security  Act 
and/or  Medicare  regulations  in  order  to  make  it  possible  for  physicians  in  solo 
or  group  practice  to  bill  and  receive  payment  for  professional  services  to  their 
Medicare  patients  rendered  by  colleagues  who  provide  them  with  traditional  short 
tem  coverage." 

COST  CONTAINMENT  AND  HOSPITAL  MEDICAL  STAFF  (P.  6,  7) 

The  Hospital  Medical  Staff  Section,  meeting  just  before  the  AMA  House,  had 
protracted  discussions  of  the  problems  of  cost  containment  in  hospitals, 
particularly  as  related  to  the  individual  physician  habits  and  performance.  One 
resolution  from  the  HMSS  asked  the  AMA  to  work  quickly  with  Congress,  senior 
citizens  groups,  and  other  interested  parties  to  address  the  very  legitimate 
health  care  concerns  of  seniors,  including  multiple  hospital  admissions  in  a 
single  calendar  year,  long  term  care,  Hospice  and  home  health  care,  and 
pharmaceutical  costs.  This  was  adopted  with  minor  change. 

EXTENSION  OF  MEDICARE  PEER  REVIEW  TP.  10) 

A demonstration  project  under  the  Wisconsin  PRO,  but  involving  six  other 
Medicare  PROs,  to  extend  peer  review  to  M.D.s'  Offices,  was  discussed  at  length 
and  soundly  criticized. 

ABORTION  (P.  3) 

After  much  discussion  both  in  the  Reference  Committee  and  on  the  Floor,  the 
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House  of  Delegates  passed  a resolution  that  "early  termination  of  pregnancy  is  a 
medical  matter  between  the  patient  and  the  physician,  subject  to  the  physician's 
clinical  judgment,  the  patient's  informed  consent,  and  the  availability  of 
appropriate  facilities."  This  was  considered  by  Nancy  Dickey,  Trustee,  to  be 
simply  a reaffirmation  of  existing  AMA  policy  which  states  "abortion  is  a medical 
procedure  and  should  be  performed  only  by  a duly  licensed  physician  in 
conformance  with  standards  of  good  medical  practice  and  the  laws  of  the  state." 
There  was  still  seme  doubt  in  many  people's  minds  as  to  whether  there  was  any 
real  change  in  policy.  Just  what  constitutes  "early  termination"  was  left 
undefined.  In  adopting  the  policy,  the  AMA  did  not  alter  its  respect  for  a 
physician's  right  to  refuse  to  perform  an  abortion. 

LICENSURE  EXAMINATIONS  (P.  5) 

The  House  endorsed  the  concept  of  a single  examination  for  medical 
licensure.  Previously  the  AMA  had  supported  the  use  of  both  the  National  Board 
Examination  and  the  Federation  Licensing  Examination  (FLEX) . The  House  adopted  a 
Council  on  Medical  Education  report  that  endorsed  the  change,  and  specified 
certain  other  recommendations  as  to  how  to  set  up  the  examination.  The  House 
adopted  a number  of  other  important  recommendations  in  regard  to  medical 
education,  postgraduate  education,  and  licensure. 

SMQAK  REPORTS  FOR  AMPAC  (P.  29) 

Randy  Srooak,  Chairman  of  AMPAC,  gave  a report  to  the  House,  eirphasizing  that 
many  of  the  decisions  in  regard  to  the  nation's  resources  which  are  to  be  spent 
on  health  care,  medical  education,  and  research  will  be  decided  in  seme  form  that 
involves  political  decisions,  be  it  local,  state  or  federal  level.  He  emphasized 
that  it  is  imperative  for  each  of  us  to  be  at  the  table  to  preserve  or  make 
appropriate  changes  that  are  best  for  medicine  and  the  patients  we  serve.  He 
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described  AMPAC's  participation  in  eight  special  elections  for  Congressional 
seats,  supporting  four  Republican  and  four  Democratic  candidates,  in  what 
ordinarily  would  be  an  "off  election"  year. 

SCMA  nFTFGATTQN 

The  SCMA.  was  represented  by  a full  delegation  who  worked  hard,  but  found 
time  to  enjoy  the  sights  and  recreational  facilities  of  Hawaii.  Several  members 
took  the  opportunity  for  trips  to  other  islands  either  before  or  after  the 
convention.  The  delegation  included  Randy  Smoak,  Don  Kilgore,  and  John  Hawk, 
delegates?  Charlie  Duncan,  Walt  Roberts,  and  Gavin  Appleby,  alternate  delegates? 
Dan  Brake,  President?  John  Simmons,  President-Elect?  and  Chris  Hawk,  Chairman  of 
the  Board.  Barbara  Whittaker  and  Bill  Mahon  attended  as  staff  members,  Roger 

^ i 

Gaddy  and  Steve  Hulecki  were  delegates  to  the  Young  Physicians  Section,  and  Ann- 
Marie  Leventis  was  a delegate  to  the  House  Staff  Section.  Your  entire  delegation 
appreciates  greatly  the  opportunity  of  representing  your  association.  We  welcome 
input  from  sill  of  you  and  participation  with  us  at  any  future  meetings  of  the 
House  of  Delegates. 
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Editorial 


I AM  A CHEMICAL 

What  is  the  number  one  health  problem  in 
America  today?  Cancer,  heart  disease,  or 
AIDS?  Wrong.  It  is  drug  addiction  and 
alcoholism. 

America  has  become  a CHEMICAL  CUL- 
TURE in  which  any  kind  of  discomfort,  either 
physical  or  emotional,  is  unacceptable  because 
there  is  a shot,  pill,  powder  or  needle  that  will 
correct  it.  Need  instant  relief?  Turn  to  chem- 
icals, but  there  is  a price  to  pay  and  that  price  is 
addiction.1 

I am  a Chemical. 

I appear  in  many  guises,  shapes,  forms,  col- 
ors, tastes  and  odors.  I am  lovable,  attractive, 
friendly,  delightful,  delicious,  exhilarating,  and 
most  of  all,  enticing. 

I bring  pleasure,  relaxation,  joy,  excitement, 
euphoria  and  feelings  of  pride  and  power.  I 
create  exaggerated  lows  and  false  highs. 

You  will  love  me,  hate  me,  desire  me,  de- 
spise me,  search  for  me,  pay  a king’s  ransom 
and,  when  necessary,  kill  for  me. 

I am  called  friend,  angel,  sustainer,  lover, 
savior  and,  most  recently,  ecstasy. 

I am  everywhere,  but  when  you  need  me  the 
most,  nowhere. 

I will  caress  you,  thrill  you,  heal  and  feed  you 
and  eventually  can  addict  and  destroy  you. 

MATERIALS  AND  METHODS 

I am  a Chemical. 

Let  me  introduce  myself. 

When  I am  an  extract  from  the  juice  of 
opium  poppies,  coca  shrubs,  or  created  syn- 
thetically, I am  called  NARCOTIC.  Label  me 
Heroin,  Cocaine,  Demerol  or  Morphine,  and  I 
will  ease  the  pain  caused  by  surgery,  injury  or 
illness.  Abuse  me  and  you  will  end  up  in  a 
hospital  emergency  room  or  morgue. 

When  I am  the  compound — C2H5OH — an 
etherlike  substance,  call  me  ALCOHOL.  I can 
cheer,  calm,  sedate,  excite  and  delight  you.  Or, 
I can  produce  violence  and  cause  blackouts. 
Alcoholism  is  not  just  an  illness  that  affects 


livers — it  is  an  illness  that  affects  families.  Al- 
coholism causes  people  to  be  unreasonably 
angry  at  people  they  love  the  most.2  One  out  of 
every  three  hospital  beds  is  occupied  by  some- 
body admitted  for  damage  that  alcohol  has 
done  to  one  or  more  organ  systems.2  The  inci- 
dence of  Alcoholism  is  35  times  greater  among 
medical  people  than  among  laymen.  If  you  are 
a physician,  nurse,  dentist  or  pharmacist,  alco- 
holism is  an  occupational  hazard.1 

When  nicotine,  carbon  monoxide  and  hun- 
dreds of  other  noxious  gases  are  combined 
chemically,  I am  called  TOBACCO.  I can 
cause  you  to  be  excited,  aggressive,  or  produce 
withdrawal  symptoms,  and  shorten  your  atten- 
tion as  well  as  your  life  span. 

When  green  plants  use  the  energy  of  sunlight 
to  combine  carbon  dioxide,  water,  and  soil  into 
chemicals,  I am  called  FOOD.  The  food  that 
people  and  animals  eat  comes  either  from 
plants  or  from  animals  that  eat  plants.  As 
Food,  I can  supply  energy,  feed  and  sustain 
you,  help  you  to  grow,  repair  tissues,  and  pre- 
vent deficiencies.  In  addition,  I can  be  your 
best  dining  companion.  Abuse  Food  and  I can 
cause  heart  disease,  gout,  diabetes  and  early 
death. 

DISCUSSION 

I am  a Chemical. 

You  are  almost  always  looking  for  Chemical 
me,  but  for  certain  vulnerable  individuals,  I 
search  for  you.  Who  are  these  special  people 
born  with  an  inherited  predisposition  and  are 
at  genetic  risk  of  severe  addiction?2 

Are  you  a curious  person  looking  for  a thrill, 
a high,  or  are  you  expressing  rebellion  or  re- 
sponse to  peer  pressure?  Are  you  trying  to 
escape  depression,  or  are  you  overtired,  have 
feelings  of  inadequacy,  or  are  you  tense,  anx- 
ious or  bored?  Are  you  the  child  of  addictive 
parents,  for  we  know  a heredity  factor  exists  in 
10  percent  of  vulnerable  people.  Have  we  just 
met  following  surgery,  illness  or  injury?  Do 
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you  feel  invincible,  and  enjoy  living  dan- 
gerously and  on  the  edge?  Do  you  think  you 
can  always  outwit  your  peers?  Are  you  im- 
pulsive, volatile,  or  are  you  lost,  friendless, 
searching  for  approval,  and  does  any  excess  of 
my  chemicals  feel  familiar  and  comforting  to 
you? 

For  the  present,  we  cannot  truly  tell  who  is  at 
risk,  for  addiction  knows  no  bounds  of  age, 
race,  color,  sex  or  religion. 

If  you  are  one  of  these  special  vulnerable 
people,  please  do  not  let  me  become  that  spe- 
cial to  you.  If  you  feel  weak,  I will  falsely  make 
you  feel  powerful,  energetic,  and  sexual.  By 
altering  the  Dopamines  and  Endorphines  in 
the  brain,  I can  manipulate  your  moods,  motor 
skills  and  memory. 

Even  if  you  are  not  genetically  predisposed, 
you  can  still  become  an  addict,  only  you  have 
to  work  at  it.  However,  if  you  are  genetically 
predisposed,  it  is  easy  to  become  an  addict. 
The  drug  will  do  all  the  work.2 

I am  a Chemical. 

When  I enhance  your  life,  enjoy  me  and  use 
me  properly.  But  when  I threaten  your  life,  and 
you  exist  only  for  me,  please  seek  help.  Today, 
for  the  first  time,  the  excessive  use  of  chemicals 
is  correctly  called  an  illness.  There  is  new  com- 
passion for  those  who  are  addicted.  Superbly 
trained  healers  are  available  and  anxious  to 
help  you. 

No  longer  are  addicts  considered  weak,  defi- 


cient in  moral  character,  and  need  to  be 
discarded. 

Rather  you  have  a disease  that  today  is  treat- 
able, and  once  controlled,  you  will  be  returned 
to  the  living,  better  than  ever.  With  treatment 
you  will  understand  your  illness,  and  have 
proper  insight  into  yourself. 

Alcoholics  Anonymous  (AA)  and  Narcotics 
Anonymous  (NA)  report  up  to  50  percent 
success. 

Nearly  half  of  all  living  adults  who  ever 
smoked  have  quit.3 

Optifast©  type  programs  are  successful  50 
percent  of  the  time  in  preventing  regain  of 
excess  weight  for  two  years  or  more. 

CONCLUSION 
I am  a Chemical. 

I can  be  your  best  friend  or  worst  enemy.  Use 
me  wisely,  and  you  will  have  the  promise  of 
endless  tomorrows.  Abuse  me  and  there  will  be 
no  tomorrow. 

Martin  H.  Zwerling,  M.D. 
146  University  Parkway 
Aiken,  S.  C.  29801 
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BENJAMIN  RUSH:  1745-1813 

Benjamin  Rush,  “the  American  Sydenham” 
and  signer  of  the  Declaration  of  Independence, 
was  born  in  Philadelphia  County,  Pennsylva- 
nia, in  1745,  of  Quaker  parents.  After  his  early 
education,  he  received  his  B.  A.  from  Princeton 
in  1760  and  apprenticed  himself  to  Dr.  John 
Redman,  a prominent  Philadelphia  physician, 
for  six  years.  For  his  formal  medical  training, 
the  young  Rush  went  to  Scotland  as  did  many 
of  his  peers,  and  received  his  M.D.  in  1766. 
After  studying  in  London  and  Paris,  he  re- 
turned to  Philadelphia  in  1769  and  was  made 
Professor  of  Chemistry  in  the  College  of  Phila- 
delphia, the  first  medical  school  in  the  colo- 
nies. Dr.  Rush  became  Professor  of  the  Insti- 
tutes of  Medicine  in  1791  when  the  college 
became  the  University  of  Pennsylvania.  He 
held  this  post  until  his  death.  It  has  been  esti- 
mated that  over  his  44  years  of  teaching  he 
instructed  2,250  young  physicians. 

Dr.  Rush  rejected  most  of  the  prevalent 
medical  teachings  of  the  time  and  formulated 
his  own  theories  of  disease  and  treatment.  His 


therapeutic  standbys  were  the  lancet  and  cal- 
omel. The  latter  he  called  “Sampson”  and  his 
detractors  were  fond  of  saying  that  it  was  “be- 
cause it  has  slain  its  thousands,”  but  his  copi- 
ous blood-letting,  low  diet,  low  sickroom  tem- 
peratures and  liberal  use  of  hydrotherapy  seem 
to  have  been  effective. 

A prolific  writer,  Rush  is  well  known  for  his 
treatises  against  war,  slavery,  alcoholism,  and 
the  death  penalty.  His  most  famous  work  is 
perhaps  Medical  Inquiries  and  Observations  on 
the  Diseases  of  the  Mind. 

Dr.  David  Ramsay  of  Charleston  was  a for- 
mer pupil  and  great  admirer  of  Rush  and  they 
maintained  a life-long  friendship  and  corre- 
spondence. In  one  of  his  letters  to  Ramsay  Dr. 
Rush  wrote:  “Medicine  is  my  wife;  science  is 
my  mistress;  books  are  my  companions;  my 
study  is  my  grave;  there  I lie  buried,  the  world 
forgetting,  by  the  world  forgot.” 

Betty  Newsom 

The  Waring  Historical  Library 
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THE  PHYSICIANS’  FAMILY  SUPPORT  COMMITTEE 

The  Physicians’  Family  Support  Committee  serves  as  a support  network  for  physicians’  families. 
This  is  not  a therapy  group,  but  a resource  in  many  areas — child  care,  chemical  dependency,  grief, 
malpractice,  mental  illness,  aging,  long  term  illnesses,  marital  problems,  problems  with  children, 
etc.  It  is  composed  of  concerned  auxilians  who  can  listen,  support,  keep  confidences  and  provide 
resources. 

Many  of  the  articles  in  this  edition  of  The  Journal  of the  South  Carolina  Medical  Association  focus 
on  the  wide-ranging  effects  of  chemical  dependency.  The  auxiliary  committee  is  available  to  help 
family  members  and  the  physician  (sometimes  it  is  not  the  physician  who  is  chemically  dependent). 
This  help  is  confidential,  non-blaming  and  certainly  not  punitive,  as  the  goal  is  “a  healthy  family 
unit.”  We  listen  and  answer  questions.  We  empathize  and  help  find  resources.  Most  of  all,  we  care 
and  are  concerned. 

We  know  physicians’  families  “hurt”  and  we  want  to  be  available.  If  you  need  help  or  just  want  to 
talk,  please  call  Kaye  Borgstedt  (803-534-2585)  or  Barbara  Whittaker  (1-800-327-1021)  and  we  will 
help  you  find  the  resource  you  need. 

Remember,  you  are  not  alone. 


Mrs.  M.  E.  (Kaye)  Borgstedt 
Chairperson 
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INFORMATION  FOR  AUTHORS 


We  encourage  original  articles  and  letters  to 
the  editor  of  potential  benefit  and  interest  to 
the  members  of  the  South  Carolina  Medical 
Association. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed: 

The  Editor 

JOURNAL  OF  THE  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
Post  Office  Box  11188 
Columbia,  S.  C.  29211. 

COPYRIGHT:  All  manuscripts  should  be  ac- 
companied by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph: 
“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in  part. 
I (we)  hereby  transfer,  assign,  or  otherwise 
convey  all  copyright  ownership  to  the  South 
Carolina  Medical  Association  in  the  event 
that  this  work  is  published  by  the  SCMA.” 
The  above  takes  into  account  The  Copyright 
Revision  Act  of 1976,  effective  January  1,  1978. 
We  request  authors  to  advise  the  editor  of  any 
prior  or  anticipated  duplication  of  their  work 
in  other  publications.  Submission  of  material 
as  a “companion  article”  to  material  submit- 
ted elsewhere  is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The  Jour- 
nal was  founded  in  1905  especially  as  a place 
for  practicing  physicians  to  publish  their  origi- 
nal observations.  This  purpose  continues  to 
receive  priority.  Growth  of  institutions,  es- 
pecially of  medical  school  faculties,  during  this 
century  may  be,  at  least  in  part,  responsible  for 
a decreased  tendency  for  practicing  physicians 
to  attempt  scholarly  work.  Concerned  about 
this  trend,  The  Journal  encourages  practicing 
physicians  to  report  original  observations,  in- 
cluding series  of  cases  or  individual  case 
reports. 

The  Journal  also  welcomes  timely  review 
articles  by  institution-based  physicians.  How- 
ever, it  is  the  philosophy  of  the  Editorial  Board 
that  state  medical  journals  do  not  represent  an 
appropriate  forum  for  research  findings  of  a 
specialized  nature.  Such  findings,  it  is  felt,  be- 
long in  national  or  regional  specialty  or  sub- 
specialty journals.  Articles  by  institution- 


based  physicians  should  serve  the  information 
needs  of  a general  physician  readership. 

Articles  dealing  with  social,  economic,  and 
ethical  issues  are  strongly  encouraged.  Histor- 
ical or  philosophical  essays  are  also  welcomed, 
although  these  are  given  lower  priority  com- 
pared to  the  above  categories. 

On  account  of  both  space  limitations  and 
also  our  desire  to  encourage  scholarship  by  as 
many  South  Carolina  physicians  as  possible,  it 
is  our  policy  to  decline  publication  of  more 
than  (2)  manuscripts  by  one  author  or  group  of 
authors  within  any  calendar  year  or  12-month 
period. 


TYPES  OF  ARTICLES 

ESPECIALLY  WELCOMED 

FOR  CONSIDERATION 

1 . Original  scientific  observations  ( in- 
cluding case  reports)  made  by  prac- 
ticing physicians. 

2.  Concise,  timely  review  articles  (see 
“Priority  for  Publication”). 

3.  Articles  pertaining  to  current  so- 
cial, economic,  and/or  ethical  is- 
sues affecting  the  practice  of 
medicine. 

4.  Information  uniquely  pertinent  to 
the  health  care  of  South 
Carolinians. 


SYMPOSIUM  ISSUES:  Proposals  for  special 
issues  (symposia)  are  welcomed.  Guidelines 
are  available  from  the  editorial  office. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to 
review  manuscripts  promptly.  All  manuscripts 
will  be  reviewed  by  our  editorial  office,  and 
when  indicated  the  opinions  of  outside  consul- 
tants will  be  solicited. 

We  welcome  criticisms  of  journal  content  by 
members  of  the  South  Carolina  Medical  Asso- 
ciation. 

FINANCIAL  DISCLOSURE:  Upon  accep- 
tance of  manuscripts  for  publication,  we  re- 
quire disclosure  of  financial  interest  in  phar- 
maceutical firms  or  other  business  enterprises 
when  such  disclosure  seems  to  be  appropriate 
to  the  editor  or  to  members  of  the  Editorial 


January  1990 


77 


INFORMATION  FOR  AUTHORS 


Board. 

REPRINTS:  These  will  be  made  available  by 
the  publisher  at  established  rates,  at  the  time  of 
mailing  of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
articles  of  approximately  2,500  words  (approx- 
imately eight  typewritten  pages,  double- 
spaced), with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request 
that  authors  adhere  to  the  above  guidelines. 
Similarly,  tables  and  illustrations  (see  below), 
should  be  kept  to  a minimum,  and  be  specific 
and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  references  available  to  readers  are 
encouraged  to  do  so  by  adding  footnotes  to  the 
effect  that  “additional  references  (or  tables  de- 
rived from  this  data  base,  etc.)  are  available 
from  the  author(s)  upon  request.” 

MANUSCRIPTS:  These  should  be  typewrit- 
ten, double-spaced,  and  on  one  side  of  the 
paper.  The  original  and  one  copy  should  be 
submitted.  The  title  page  should  indicate  the 
title,  author(s),  author’s  address,  and  academic 
appointments,  if  any.  We  request  that  the  au- 
thor’s name  not  appear  on  subsequent  pages, 
to  permit  “blind”  review  of  the  article,  when 
desired.  Authors  should  retain  one  copy  for  use 
in  proofing.  Written  correspondence  concern- 
ing proposed  (potential)  manuscripts  is 
welcomed. 

ILLUSTRATIONS:  These  should  be  submit- 
ted as  glossy,  black-and-white  prints  no  larger 
than  a standard  page;  smaller  prints  are  de- 
sired. Ordinarily,  publication  of  four  small  il- 
lustrations or  tables,  or  the  equivalent,  will  be 
paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except 
under  unusual  conditions.  Illustrations  should 
not  be  mounted,  stapled,  or  clipped.  On  the 
back  side  of  each  illustration,  the  article  title, 
figure  number,  and  top  of  figure  (but  not  the 
author)  should  be  noted  lightly  in  pencil.  Leg- 
ends for  illustrations  should  be  typed  on  a 
separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  con- 
secutively in  the  text,  in  superscript,  e.g., 
“Bottsford,  et  al.3  . . .”  We  recommend  no 
more  than  ten  references,  selected  from  more 
recent  publications  in  accessible  journals  in 
most  instances.  Standard  journal  abbrevia- 
tions should  be  used,  with  the  style  for  journal 
articles  being  as  follows: 


3 Bottsford  JE,  Bearden  RC,  Bottsford  JG:  A 
ten  year  community  hospital  experience 
with  abdominal  aorta  aneurysms.  JSC  Med 
Assoc  79:  57-62,  1983. 

MATERIAL  FOR  COVER:  The  illustrations 
for  the  cover  of  The  Journal  are  selected  by  the 
Curator  of  the  Waring  Historical  Library, 
Charleston,  S.  C.  The  Journal  welcomes  sug- 
gestions and  illustrations  for  the  cover.  Such 
suggestions  should  be  sent  to  the  editorial 
office. 


ROE  FOUNDATION  AWARDS 

Through  a gift  by  the  Roe  Founda- 
tion, a Thomas  A.  Roe  and  Shirley  W. 
Roe  award  of  $3,000  is  given  each  year 
at  the  annual  meeting  since  1985.  All 
manuscripts  submitted  by  South  Car- 
olina physicians  will  be  considered  for 
the  award. 

Articles  written  by  practicing  physi- 
cians are  judged  by  members  of  the 
Editorial  Board  of  The  Journal  on  the 
basis  of  original  scientific  content  and 
clarity  of  presentation.  Practicing  phy- 
sicians are  encouraged  to  report  obser- 
vations in  The  Journal,  which  was 
originally  established  for  this  purpose. 

Article  written  by  institution-based 
physicians  are  judged  by  outside  refer- 
ees, to  be  selected  by  the  Editorial 
Board.  The  current  editorial  policy  of 
The  Journal  is  that  original  scientific 
observations  made  by  physicians  such 
as  medical  school  faculty  members 
should,  ordinarily,  be  submitted  to 
peer-reviewed  specialty  journals 
rather  than  to  the  state  medical  jour- 
nal. Therefore,  the  Thomas  A.  Roe 
and  Shirley  W.  Roe  award  will  be 
based  on  review  articles  by  institution- 
based  physicians.  Referees  will  be  in- 
structed to  base  their  selection  on  (1) 
the  quality  of  the  review  article,  and 
specifically  its  instructional  value  for  a 
general  physician  readership,  and  (2) 
the  significance  of  the  author’s  contri- 
butions to  his  or  her  field.  Institution- 
based  physicians  should  submit  a cur- 
rent curriculum  vitae  and  reprints  of 
articles  representative  of  their  work,  as 
published  in  specialty  publications. 
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COLLAGENOUS  COLITIS  AS  A 
CAUSE  OF  CHRONIC  DIARRHEA 

STEPHEN  J.  BOTT,  M.D.* 


Collagenous  colitis  is  a disease  characterized 
by  watery  diarrhea,  grossly  normal  colonic 
mucosa,  and  a thickened  subepithelial  deposit 
of  collagen  when  viewed  microscopically. 
Over  70  cases  have  been  reported  in  the  liter- 
ature since  this  entity  was  initially  described  by 
Lindstrom  in  1 976. 1 The  following  case  dis- 
plays many  of  the  characteristic  features  of  this 
clinicopathological  entity. 

CASE  REPORT 

A 65-year-old  white  female  presented  for 
evaluation  with  a two-year  history  of  diarrhea 
and  a ten  kg.  weight  loss.  The  patient  com- 
plained of  occasional  left  lower  abdominal 
pain,  nocturnal  diarrhea,  and  typically  post- 
prandial diarrhea.  Diphenoxylate  and  atropine 
had  been  prescribed  previously  but  had  not 
completely  controlled  her  symptoms. 

The  past  medical  history  was  remarkable  for 
surgery  for  a bowel  obstruction  over  30  years 
ago.  This  was  presumed  secondary  to  adhe- 
sions from  a previous  hysterectomy  and  ap- 
pendectomy. The  patient  also  complained  of 
anxiety  and  a marked  sleep  disturbance. 

Physical  exam  revealed  a thin,  chronically 
ill-appearing  white  female.  The  blood  pressure 
was  1 42/84  mmHg.,  pulse  was  60  beats/minute 
and  regular,  and  the  weight  was  52  kg.  Physical 
exam  of  the  head,  neck,  lungs,  and  heart  was 
unremarkable.  Abdominal  exam  revealed  nor- 
mal bowel  sounds.  No  mass  or  organomegaly 
was  noted.  Rectal  exam  revealed  guaiac  nega- 
tive loose  stool. 


* 200  S.  Herlong  Ave.,  Suite  B,  Rock  Hill,  S.  C.  29730. 


Laboratory  evaluation  included  a mildly  ele- 
vated ESR  at  46.  Stool  was  negative  for  ova 
and  parasites  on  two  occasions  including  one 
examination  for  Cryptosporidia.  Thyroid  func- 
tion studies,  complete  blood  count,  and  a met- 
abolic panel  (SMA-12)  were  within  normal 
limits. 

After  preparation  with  an  oral  polyethylene 
glycol  solution  and  cleansing  enemas,  the  pa- 
tient underwent  colonoscopy  and  ileoscopy. 
The  sigmoid  was  angulated  secondary  to  adhe- 
sions, but  the  colonic  mucosa  was  grossly  nor- 
mal to  the  cecum.  The  terminal  ileum  was 
visualized  and  was  also  normal.  Four  random 
colon  biopsies  were  obtained  proximal  to  the 
rectum.  All  biopsies  revealed  a marked  in- 
crease in  subepithelial  collagen  and  an  increase 
in  inflammatory  cells  (see  Figure  1). 


FIGURE  1.  Thickened  subepithelial  layer  of  collagen 
measuring  20  microns  (arrows)  in  collagenous  colitis 
(lOOx). 
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Sulfasalazine,  1 gram  p.o.  bid  was  instituted 
with  an  excellent  response  with  cessation  of 
diarrhea.  However,  two  months  after  initia- 
tion of  sulfasalazine  therapy,  the  patient’s 
symptoms  returned,  and  a 4 kg.  weight  loss 
occurred.  Prednisone,  30  mgm.  qd  was  begun, 
and  again  an  excellent  response  occurred  with 
cessation  of  diarrhea  and  weight  gain.  Pred- 
nisone was  gradually  tapered  and  discontinued 
over  the  ensuing  four  months  with  control  of 
symptoms.  Diarrhea  returned  two  months 
after  discontinuation  of  steroid  therapy.  Flexi- 
ble sigmoidoscopy  revealed  normal  mucosa, 
and  multiple  biopsies  were  obtained  from  the 
mid  and  distal  sigmoid  colon.  Biopsies  again 
showed  a subepithelial  layer  of  collagen.  The 
patient  responded  to  re-initiation  of  steroid 
therapy. 

DISCUSSION 

As  exemplified  by  this  patient,  80  percent  of 
cases  of  collagenous  colitis  have  been  reported 
in  women,  with  a mean  age  of  54  years.  Diar- 
rhea is  the  hallmark  of  the  disorder,  and  occa- 
sionally weight  loss,  abdominal  pain,  and 
nausea  may  be  observed.  Endoscopic  visu- 
alization of  the  colon  and  rectum  reveals  a 
normal  appearing  mucosa.  Occasional  hyper- 
emia has  been  noted.2  Microscopically,  how- 
ever, there  is  a marked  increase  in  subepithe- 
lial collagen.  Normally,  this  collagen  band  is 
two  to  six  microns  in  thickness.  In  patients 
with  collagenous  colitis,  this  band  is  usually 
greater  than  1 5 microns  and  can  be  as  thick  as 
100  microns.2  Some  authors  have  emphasized 
the  importance  of  proximal  colon  biopsies 
since  occasionally  the  rectal  mucosa  may  show 
less  or  no  involvement.3  Wang,  et  al.4  suggests 
that  the  subepithelial  deposition  of  collagen 
may  be  discontinuous  and  not  present  in  all 
biopsy  specimens,  and  the  importance  of  mul- 
tiple biopsies  in  at  least  the  sigmoid  colon  is 
emphasized. 

The  etiology  of  this  disorder  is  unclear. 
Some  have  suggested  that  the  collagen  deposi- 
tion occurs  as  a result  of  epithelial  injury  and 
the  resultant  immune  or  inflammatory  re- 
sponse.5 Indeed,  collagenous  colitis  is  felt  by 
some  to  represent  the  evolution  of  so-called 
microscopic  colitis.  This  latter  entity  is  charac- 
terized by  diarrhea  and  microscopic  inflam- 


mation in  the  mucosa,  but  without  a thickened 
collagen  band.  Several  patients  have  been  de- 
scribed in  whom  initial  biopsies  were  consis- 
tent with  microscopic  colitis,  but  later  biopsies 
showed  subepithelial  collagen  deposition.6 
While  some  hypothesize  that  the  imflam- 
matory  response  and  ultimate  collagen  deposi- 
tion occurs  in  response  to  exogenous  toxins, 
infectious  agents,  or  allergens;  others  feel  that 
the  disease  results  from  an  autoimmune  pro- 
cess affecting  mesenchymal  connective  tissue 
in  the  pericryptal  sheath.2  Indeed,  some  pa- 
tients have  coexistent  autoimmune  diseases 
such  as  autoimmune  thyroid  disease,  anti- 
nuclear antibodies,  diabetes,  and  polyarthritis. 
Several  cases  of  coexistent  celiac  disease  of  the 
small  bowel  have  also  been  reported,3  although 
collagenous  colitis  is  not  secondary  to  gluten 
sensitivity  and  should  not  be  confused  with 
celiac  disease  or  so-called  collagenous  sprue. 

Patients  who  are  not  treated  occasionally 
show  spontaneous  improvement  in  symptoms 
and  regression  of  collagen  deposits.6  Because 
of  the  natural  variability  of  symptoms,  the 
effects  of  treatment  are  difficult  to  ascertain. 
Occasional  patients  have  reasonable  control  of 
symptoms  with  antimotility  agents  such  as 
loperamide  or  diphenoxylate.  Sulfasalazine 
appears  to  be  effective  in  some  patients.7  Oth- 
ers have  reported  favorable  responses  to  cor- 
ticosteroids or  oral  5-amino-salicylic-acid 
compounds.3  With  treatment,  repeat  biopsies 
may  show  regression  of  the  collagen  layer,6  but 
this  is  not  seen  in  all  cases. 


SUMMARY 

Collagenous  colitis  should  be  considered  in 
the  differential  diagnosis  of  chronic  diarrheal 
syndromes.  Colonoscopy  or  sigmoidoscopy  in 
such  patients  should  include  biopsy  of  the 
mucosa  proximal  to  the  rectum,  even  though 
the  mucosa  appears  grossly  normal.  Some 
patients  have  associated  autoimmune  disease, 
but  the  etiology  of  collagenous  colitis  is  un- 
clear. Microscopic  colitis  has  been  observed  to 
precede  collagenous  colitis  in  some  patients. 
Treatment  with  antimotility  agents,  sul- 
fasalazine, oral  5-ASA  compounds  or  cor- 
ticosteroids may  be  effective  in  reducing 
symptoms.  □ 
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MECHANICAL  VENTILATION: 

WEANING  PROBLEMS  AND  TECHNIQUES* 


D.  GREGORY  OLIVER,  M.D.** 
GERALD  N.  OLSEN,  M.D. 


The  majority  of  patients  who  require  me- 
chanical ventilatory  support  can  be  removed 
from  the  ventilator  successfully  within  a few 
days.  These  patients  tend  to  have  rapidly  re- 
versible causes  of  ventilatory  failure  and  no 
significant  underlying  lung  disease.  Such  pa- 
tients do  not  require  a structured  weaning  pro- 
gram. When  the  cause  of  ventilatory  failure  has 
been  corrected,  these  patients  can  have  me- 
chanical ventilatory  support  discontinued 
rapidly  and  without  difficulty. 

A small  group  of  patients  on  ventilators  re- 
quire ventilatory  support  for  longer  than  one 
week.  These  patients  usually  have  underlying 
chronic  pulmonary  disease,  neuromuscular 
disease,  or  multisystem  extrapulmonary  dis- 
ease. This  group  poses  a much  greater  problem, 
and  must  be  approached  in  a systematic  fash- 
ion which  eventually  allows  withdrawal  of 
ventilatory  support. 

The  following  is  an  overview  of  weaning 
which  addresses  when  mechanical  ventilation 
should  be  discontinued,  reviews  criteria  used 
to  predict  the  outcome  of  discontinuation  of 
mechanical  ventilation,  and  presents  an  ap- 
proach to  weaning  techniques. 

CASE  REPORT 

A 48-year-old  female  with  a history  of 
COPD  (FEVj  1.5  L),  bipolar  disorder,  and  al- 
cohol abuse,  was  admitted  for  acute  hepatitis 
presumed  to  be  drug-induced.  Nine  days  after 
admission,  she  was  noted  to  be  dyspneic  and 
febrile.  The  chest  radiograph  (CXR)  showed 
bilateral  infiltrates,  and  she  was  placed  on 
broad  spectrum  antibiotics.  Her  CXR  con- 
tinued to  worsen  and  blood  culture  grew  Sta- 
phylococcus aureus.  Three  days  later  she  devel- 
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oped  respiratory  distress  with  a respiratory  rate 
of  36  breaths/minute.  Arterial  blood  gases 
(ABGs)  showed  pH  7.53,  pC02,  29,  p02  38,  on 
FA  = 0.40.  She  was  intubated  and  placed  on 
a Bennett  MA-2  + 2 ventilator  in  the  intermit- 
tent mandatory  ventilation  (IMV)  mode.  Her 
serum  albumin  level  was  1.9  gm/dl  and  she  was 
started  on  total  parenteral  nutrition  (TPN). 
Physiologic  parameters  were  maximal  in- 
spiratory pressure  (MIP)  -20  cm  H20,  vital 
capacity  (VC)  300  cc,  static  compliance  16  ml/ 
cmH20,  ABGs:  pH  7.44,  pC02  41,  p02  109,  on 
F,02  = 0.90.  Thereafter,  her  course  was  sug- 
gestive of  the  adult  respiratory  distress  syn- 
drome (ARDS),  with  worsening  hypoxemia 
requiring  high  levels  of  PEEP  and  F,02.  She 
was  continued  on  antibiotics  and  supported 
with  mechanical  ventilation,  and  had  gradual 
improvement  in  her  respiratory  status  over  the 
next  two  weeks.  Over  the  next  week  attempts  at 
weaning  were  unsuccessful.  She  had  a 7 mm 
endotracheal  tube  in  place.  Her  respiratory 
rate  was  32,  with  an  IMV  rate  of  14,  and  she 
demonstrated  intercostal  retractions  with  in- 
spiration but  no  paradoxical  respirations.  She 
was  noted  to  have  negative  inspiratory  airway 
pressure  dips  while  breathing  spontaneously 
from  the  ventilator  circuitry.  She  also  had  large 
amounts  of  thick  secretions.  The  serum  al- 
bumin was  2.9  g/dl,  the  serum  phosphate  was 
1.5  mEq/L,  and  there  was  a hypokalemic,  hy- 
pochloremic, metabolic  alkalosis.  Physiologic 
“weaning”  parameters  were  MIP  -36  cm  H20, 
VC  600  cc,  ABGs:  pH  7.47,  pC02  43,  p02  80, 
on  FA  = 0.50.  TPN  was  continued  and  the 
electrolyte  abnormalities  were  corrected  with 
intravenous  supplementation.  Beta-agonist 
aerosol  therapy  was  begun  to  increase  mucocil- 
iary clearance.  She  was  then  placed  on  com- 
puter controlled  (Puritan-Bennett  7200)  venti- 
lator in  the  pressure  support  mode  which  re- 
sulted in  a decreased  respiratory  rate  and  reso- 
lution of  the  inspiratory  intercostal  retractions. 
A larger  (8  mm)  endotracheal  tube  was  placed. 
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After  48  hours  of  “resting”  on  pressure  sup- 
port. spontaneous  breathing  (T-piece)  weaning 
was  begun.  Her  serum  electrolytes  were  nor- 
mal. Weaning  parameters  were  MIP  -45  cm 
H20,  VC  700  cc,  static  compliance  was  28  ml/ 
cmH20,  ABGs:  pH  7.40,  pC02  49,  p02  123,  on 
= 0.50.  T-piece  trials  were  gradually  in- 
creased up  to  eight  hours  without  distress,  and 
the  patient  was  extubated  successfully  after  28 
days  on  mechanical  ventilation. 

This  case  illustrates  several  weaning  prob- 
lems including  poor  pulmonary  function  due 
to  ARDS,  metabolic  alkalosis,  poor  respiratory 
muscle  function  due  to  malnutrition  and  elec- 
trolyte abnormalities,  and  increased  work  of 
breathing  due  to  a small  endotracheal  tube, 
increased  airway  secretions,  and  high  re- 
sistance circuits  on  the  older  Bennett  MA-2  + 2 
ventilator.  Once  these  problems  were  noted 
and  corrected,  the  patient  was  able  to  undergo 
progressive  weaning  resulting  in  successful 
extubation. 

WHEN  TO  WEAN 

Mechanical  ventilation  is  associated  with 
numerous  complications,1  so  it  should  be  dis- 
continued as  soon  as  possible  after  the  process 
for  which  it  was  instituted  has  been  reversed. 
Prior  to  attempts  at  weaning,  the  patient 
should  be  alert,  comfortable,  and  able  to  coop- 
erate with  the  weaning  process.  Ventilatory 
drive  should  be  intact.  Gas  exchange  should  be 
adequate,  with  a Pa02  > 60  mmHg  on  FjCb  < 
0.40  and  minimal  PEEP.  The  patient  should  be 
hemodynamically  stable  off  intravenous  in- 
otropic agents  and  vasopressors.2  Once  these 
conditions  are  met,  weaning  from  mechanical 
ventilation  should  be  considered. 

CRITERIA  PREDICTING  THE 
OUTCOME  OF  WEANING 

There  are  many  proposed  criteria  to  predict 
the  outcome  of  attempts  to  wean.  These  crite- 
ria reflect  various  aspects  of  gas  exchange,  lung 
mechanics,  and  respiratory  muscle  function. 
Sahn3  prospectively  studied  100  patients  re- 
ceiving mechanical  ventilation  and  showed 
that  all  patients  whose  MIP  was  < -30  cm  H20 
could  tolerate  discontinuation  of  mechanical 
ventilation.  Those  patients  whose  resting  min- 
ute ventilation  (VE)  was  less  than  10  L per 
minute  and  who  could  double  their  VE  with  a 


TABLE  1 

Criteria  to  Predict  Successful  Weaning 

Minute  Ventilation  < 10  L/minute 
Maximum  Voluntary  Ventilation  >2  X VE 
Vital  Capacity  > 1 L 

Maximal  Inspiratory  Pressure  < -30  cm  H20 
P(A-a)02  on  F,02  = 1.0  < 350  mmHg 
Dead  space  to  tidal  volume  ratio  < 0.6 
Functional  Residual  Capacity  > 50%  predicted 


maximal  voluntary  maneuver  (MW)  were 
also  able  to  discontinue  mechanical  ventila- 
tion. Additional  criteria  to  predict  the  like- 
lihood of  successfully  discontinuing  mechan- 
ical ventilation  that  have  been  proposed  are 
listed  in  Table  1.  Unfortunately,  of  these  crite- 
ria, none  is  consistently  sensitive  and  specific 
predictors  of  weaning  outcome.4 

WEANING  FROM  PROLONGED 
VENTILATION 

As  stated  above,  the  majority  of  patients 
requiring  mechanical  ventilation  can  be  rapid- 
ly weaned  without  difficulty.  Patients  with  un- 
derlying chronic  lung  disease,  acute  over- 
whelming pulmonary  disease  such  as  ARDS, 
multisystem  extrapulmonary  disease,  or  neu- 
romuscular disease  often  require  prolonged 
ventilatory  support.  It  is  this  type  of  patient 
who  requires  a systematic  progressive  weaning 
approach. 

The  criteria  to  predict  weaning  outcome 
covered  previously  were  largely  established  in 
patients  requiring  short  term  ventilation,  and 
may  not  be  predictive  of  outcome  in  patients 
on  long  term  mechanical  ventilatory  support. 
Morganroth  and  co-workers4  showed  that  in  a 
group  of  patients  on  prolonged  mechanical 
ventilation,  there  was  no  difference  in  spon- 
taneous respiratory  rate,  tidal  volume  (VT), 
VE,  or  MIP,  between  a period  when  they  were 
unable  to  wean  and  a later  period  when  they 
had  successful  progressive  weaning.  They  did 
find  that  decreases  in  F^,  PEEP,  delivered 
ventilator  VE,  triggered  respiratory  rate,  and 
increases  in  lung  compliance  correlated  with 
the  ability  to  wean  and  discontinue  mechanical 
ventilation.  They  also  found  that  correction  of 
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a variety  of  nonpulmonary  factors  such  as  ta- 
chycardia, hypotension,  fever,  fluid  overload, 
arrhythmias,  impaired  consciousness,  emo- 
tional status,  and  nutritional  deficiencies,  in- 
creased the  chances  of  successful  weaning. 
These  findings  emphasize  the  importance  of  a 
comprehensive  approach  to  the  multiple  prob- 
lems typically  present  in  the  patient  on  pro- 
longed ventilatory  support  prior  to  initiating 
the  weaning  process. 

CAUSES  OF  FAILURE  TO  WEAN 

When  a patient  fails  to  wean,  it  is  helpful  to 
categorize  potential  causes  and  address  these 
in  a systematic  fashion.  These  categories  in- 
clude cardiopulmonary  function,  ventilatory 
drive,  respiratory  muscle  function,  increased 
work  of  breathing  and  increased  C02  produc- 
tion. 

Inadequate  cardiopulmonary  function.  It  is 
obvious  that  the  underlying  pulmonary  condi- 
tion for  which  mechanical  ventilation  was  ini- 
tiated needs  to  be  improved  before  weaning  is 
likely  to  be  successful.  Parameters  to  follow  are 
those  that  measure  gas  exchange  such  as  P02, 
the  difference  in  alveolar  and  arterial  oxygen 
tension  p(A-a)02,  and  shunt  fraction,  as  well  as 
measures  of  mechanical  function  such  as  com- 
pliance and  VC.  Once  these  parameters  are 
improving,  attempts  at  weaning  can  be  ini- 
tiated. 

Cardiac  failure  can  hamper  attempts  to 
wean.  Patients  who  are  hypotensive  or  who 
require  intravenous  vasopressors  or  inotropic 
agents  have  diminished  blood  flow  to  the  di- 
aphragm and  thus  are  not  likely  to  be  weaned 
successfully.  Mechanical  ventilation  may  ben- 
efit the  failing  left  ventricle  by  decreasing  right 
ventricular  preload  and  decreasing  left  ven- 
tricular afterload.5  Upon  removal  from  me- 
chanical ventilation,  patients  with  ventricular 
dysfunction  may  develop  increased  pulmon- 
ary capillary  wedge  pressure  and  decreased  car- 
diac output  resulting  in  worsening  lung  com- 
pliance and  hypoxemia,  and  weaning  failure. 

Decreased  ventilatory  drive.  Inadequate  ven- 
tilatory drive  can  cause  failure  to  wean.  Central 
nervous  system  depression  and  metabolic  al- 
kalosis are  two  relatively  common  causes  of 
reduced  ventilatory  drive.  CNS  depression  can 
be  caused  by  primary  neurologic  damage,  met- 
abolic encephalopathy,  or  narcotics.  Metabolic 


alkalosis  is  usully  due  to  diuretics  or  naso- 
gastric suction  and  leads  to  depression  of  ven- 
tilation. These  two  problems  are  easy  to 
recognize  clinically  and  should  be  corrected 
prior  to  attempts  at  weaning. 

Inadequate  respiratory  muscle  function.  Res- 
piratory muscle  weakness  may  be  the  cause  of 
respiratory  failure  or  may  develop  during  the 
course  of  prolonged  mechanical  ventilation. 
Primary  respiratory  muscle  weakness  is  usu- 
ally the  result  of  neurologic  insults  or  neu- 
romuscular disease.  These  patients  may  need 
prolonged  mechanical  ventilation.  Respira- 
tory muscle  weakness  which  develops  during 
the  course  of  prolonged  mechanical  ventila- 
tion, however,  is  usually  due  to  nutritional 
deficiencies  or  electrolyte  abnormalities.6  Mal- 
nutrition is  common  in  ventilated  patients,  is 
associated  with  decreased  respiratory  muscle 
strength,  and  adequate  nutrition  leads  to  in- 
creased respiratory  muscle  mass  and  strength.1 
Electrolyte  abnormalities  such  as  hypophos- 
phatemia, hypokalemia,  hypocalcemia  and  hy- 
pomagnesemia are  common  in  ventilated 
patients  and  associated  with  decreased  respira- 
tory muscle  function.7  These  abnormalities 
should  be  sought  and  corrected  in  patients  who 
fail  to  wean. 

Another  theoretical  cause  of  respiratory 
muscle  weakness  during  prolonged  mechan- 
ical ventilation  is  “disuse”  atrophy.  This  is 
known  to  occur  in  skeletal  muscle  but  whether 
it  actually  occurs  in  respiratory  muscle  is  not 
known.  It  is  likely  that  patients  on  mechanical 
ventilation  continue  to  have  sufficient  in- 
spiratory muscle  work  to  prevent  atrophy.8  An 
exception  may  be  those  patients  who  require 
heavy  sedation  or  paralysis  and  patients  with 
decreased  ventilatory  drive  due  to  neurologic 
events. 

Respiratory  muscle  fatigue  has  been  impli- 
cated in  patients  who  fail  to  wean.  Diaphrag- 
matic fatigue  can  be  induced  in  normal  sub- 
jects breathing  through  high  inspiratory  re- 
sistances. The  role  of  muscle  fatigue  in  venti- 
lated patients  remains  uncertain.  Cohen  and 
colleagues9  found  electromyographic  evidence 
of  diaphragmatic  fatigue  in  patients  during  un- 
successful weaning  attempts.  More  recently, 
Swartz  and  Marino10  found  that  diaphragmatic 
strength,  as  measured  by  transdiaphragmatic 
pressure,  did  not  decrease  during  unsuccessful 
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weaning  trials.  In  a subgroup  of  patients  with 
hypercapnia,  there  was  a significant  increase  in 
the  transdiaphragmatic  pressure.  They  con- 
cluded that  failure  to  wean  in  these  patients 
was  not  due  to  diaphragmatic  muscle  failure. 
In  addition,  Tobin  and  co-workers11  described 
a rapid,  shallow  pattern  of  breathing  which 
developed  in  patients  who  failed  weaning  at- 
tempts. The  abrupt  development  of  this  pat- 
tern of  breathing  upon  disconnection  of  the 
ventilator,  and  the  lack  of  further  progression 
during  spontaneous  breathing  suggest  that  this 
breathing  pattern  was  not  due  to  respiratory 
muscle  fatigue.  Tobin12  also  demonstrated  that 
abdominal  paradox  and  respiratory  alternans, 
which  Cohen’s  group  took  as  evidence  of  respi- 
ratory muscle  fatigue,  occur  as  a result  of  in- 
creased respiratory  load  rather  than  muscle 
fatigue,  and  may  be  present  in  patients  who 
wean  successfully.  Thus,  it  remains  unclear 
whether  respiratory  muscle  fatigue  is  clinically 
important  in  patients  who  fail  to  wean. 

Increased  work  of  breathing.  Fiastro  and  co- 
investigators13 correlated  respiratory  work 
with  ability  to  wean  successfully,  and  Tobin12 
showed  that  unsuccessful  weaning  was  associ- 
ated with  an  increased  respiratory  load  which 
results  in  increased  work  of  breathing.  An  in- 
creased respiratory  load  could  result  from  high 
resistance  circuits  found  on  some  ventilators,  a 
small  endotracheal  tube,  persistent  bron- 
chospasm,  and  increased  airway  secretions. 
These  problems  should  be  sought  in  the  patient 
who  fails  weaning  attempts,  and  corrected  if 
possible,  thus  increasing  the  likelihood  of  suc- 
cessful weaning. 

Increased  C02  production.  Elevated  C02 
production  which  the  patient  then  must  elimi- 
nate by  ventilation  may  produce  failure  to 
wean  in  patients  who  have  limited  ventilatory 
reserve.14  Fever,  sepsis,  and  other  catabolic 
states  will  result  in  increased  C02  production 
and  these  conditions  should  be  treated  before 
weaning  begins.  A less  obvious  cause  of  in- 
creased C02  production  is  the  administration 
of  hyperalimentation  in  excess  of  the  patient’s 
caloric  requirements.  Carbohydrates  result  in 
higher  C02  production  than  fats.  Thus,  venti- 
lated patients  should  not  receive  excess  calo- 
ries and  at  least  one-half  of  the  non-protein 
calories  should  be  provided  as  lipid.1 


WEANING  TECHNIQUES 

Weaning  the  patient  from  prolonged  me- 
chanical ventilation  requires  a comprehensive 
approach  to  detect  and  correct  the  multiple 
problems  which  may  be  contributing  to  the 
inability  to  wean.  Each  of  the  categories  ad- 
dressed above  should  be  reviewed  systemat- 
ically, and  problems  uncovered  should  be 
corrected  if  possible.  Once  this  has  been  done, 
the  patient  is  ready  to  begin  a progressive 
weaning  program.  The  principle  of  weaning, 
whichever  mode  is  used,  is  to  train  the  respira- 
tory muscles  gradually  to  increase  their  func- 
tional capacity  over  a period  of  time  as  the 
work  of  breathing  is  reduced  by  treatment  of 
the  underlying  disease.  The  concept  is  to  stress 
the  muscles  to  the  point  of  mild  fatigue  and 
follow  with  a rest  period.15  The  major  problem 
is  that  it  is  clinically  difficult  to  determine 
exactly  when  respiratory  muscle  fatigue  oc- 
curs. Brochard  and  co-workers15  have  sug- 
gested that  clinical  monitoring  of  the  sterno- 
cleidomastoid (SCM)  muscle  activity  by  pal- 
pation or  electromyographic  (EMG)  studies  is 
useful  in  assessing  the  presence  of  fatigue.  In- 
creased activity  of  the  SCM  muscle  indicates 
the  development  of  fatigue.  As  previously 
mentioned,  paradoxical  breathing  and  respira- 
tory alternans  seem  to  be  associated  with  in- 
creased respiratory  load  rather  than  fatigue, 
and  may  be  present  in  patients  who  wean  suc- 
cessfully.12  Elevated  PC02  is  not  a good  indica- 
tor of  fatigue  because  it  occurs  late  in  the 
course  of  respiratory  muscle  fatigue.9  Another 
problem  is  that  the  duration  of  rest  which 
should  follow  muscle  stress  has  not  been  deter- 
mined. As  a result  of  these  difficulties,  the 
timing  of  exercise  and  rest  during  weaning 
relies  on  clinical  judgment  rather  than  hard 
data. 

The  traditional  approach  to  weaning  is  to 
use  either  the  T-piece  or  IMV  method.  With  T- 
piece  weaning,  the  patient  is  allowed  to  breathe 
spontaneously  for  gradually  longer  periods  of 
time  as  tolerated,  with  intervening  rest  peri- 
ods. With  IMV  weaning,  the  number  of 
breaths  delivered  by  the  ventilator  is  gradually 
decreased  as  tolerated,  allowing  the  patient  to 
assume  a greater  proportion  of  the  total  respi- 
ratory work  over  a period  of  time.  Sporn  and 
colleagues2  covered  these  methods  of  weaning 
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in  detail  in  their  recent  review  of  discontinua- 
tion of  mechanical  ventilation. 

Recently,  weaning  with  pressure  support 
ventilation  has  been  advocated.16  Brochard 
and  colleagues15  studied  the  effects  of  various 
levels  of  pressure  support  in  eight  patients  who 
had  failed  previous  weaning  attempts.  They 
found  that  pressure  support  could  prevent  di- 
aphragmatic fatigue  by  diminishing  the  pa- 
tient’s work  of  breathing  and  total  oxygen 
consumption.  By  varying  the  level  of  pressure 
support  they  could  obtain  a level  of  work 
which  maintained  maximal  diaphragmatic 
electrical  activity  without  inducing  fatigue. 
They  also  showed  that  this  optimal  level  of 
work  could  be  determined  at  the  bedside  by 
monitoring  sternocleidomastoid  muscle  ac- 
tivity. MacIntyre16  suggests  that  the  optimal 
level  of  work  can  be  determined  by  monitoring 
the  spontaneous  respiratory  rate.  By  applying 
this  information,  a program  of  weaning  using 
pressure  support  can  be  established.  A level  of 
pressure  support  is  selected  which  produces 
the  optimal  amount  of  work  on  the  respiratory 
muscles.  The  time  on  this  level  of  pressure 
support  is  gradually  increased,  with  inter- 
vening periods  at  a pressure  support  level  that 
rests  the  muscles.  Once  the  patient  tolerates  a 
pressure  support  of  0,  the  weaning  process  is 
complete.  Currently,  this  approach  remains 
theoretical  since  no  data  are  available  compar- 
ing this  mode  of  weaning  to  the  “traditional” 
methods.  □ 
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At  the  present  time,  gonococcal  endocarditis 
is  a rare  disease;  however,  this  has  not  always 
been  the  case.  Prior  to  the  development  and 
availability  of  appropriate  antibiotics,  Neis- 
seria gonorrhea  accounted  for  up  to  25  percent 
of  all  cases  of  endocarditis.1  One  might  assume 
that  the  reason  for  the  decline  in  gonococcal 
endocarditis  is  related  to  the  introduction  of 
antibiotics  in  the  1940s.  There  are,  however, 
many  urogenital  infections  that  go  untreated 
and  the  incidence  of  gonorrhea  has  reached 
one  million  cases  reported  per  year  in  the 
United  States.2  Before  the  antibiotic  era, 
gonococcal  endocarditis  tended  to  be  associ- 
ated with  an  acute  course  of  high  mortality. 
Since  the  antibiotic  era,  cases  have  been  associ- 
ated with  more  insidious  onset.  This  could  be 
associated  with  partial  or  incomplete  treat- 
ment of  gonococcal  urogenital  infections. 

The  bacteriologic  diagnosis  can  be  difficult. 
It  requires  more  than  six  blood  cultures  and  a 
long  incubation  period.  The  bacteriologic  diag- 
nosis may  not  always  be  available  at  the  time  of 
emergency  surgery.  Circulating  immune  com- 
plexes may  also  lead  to  extra-cardiac  man- 
ifestations and  these  manifestations  can  lead  to 
such  sequelae  as  nephrotic  syndrome  or  diffuse 
immuno-complex  glomerulonephritis.3’ 4 

Recent  literature  describes  more  aggressive 
management  of  patients  who  have  valvular 
endocarditis  and  are  in  cardiogenic  shock.  This 
approach  is  a result  of  improved  cardiovas- 
cular surgical  techniques  and  improvements  in 
prosthetic  valves.  The  most  commonly  in- 
volved valve  in  the  valvular  endocarditis  is  the 
aortic  valve.  The  mitral  valve  is  less  com- 
monly involved.3 

CASE  REPORT 

The  patient  was  a 35-year-old  black  female, 

* From  McLeod  Regional  Medical  Center,  Florence. 

**  Address  correspondence  to  Dr.  Owens  at  305  E.  Cheves 

Street,  Suite  270,  Florence,  S.  C.  29501. 


who  presented  to  the  emergency  room  at 
McLeod  Regional  Medical  Center  in  septic 
and  cardiogenic  shock,  having  had  a two-week 
history  of  fever,  chills,  anorexia  and  increasing 
weakness.  She  had  been  in  “poor  health”  with 
a history  of  ethanol  abuse,  and  a self-reported 
weight  loss  of  20  pounds  over  a nine-month 
period  of  time.  Immediately  before  coming  to 
the  emergency  room  she  developed  nausea, 
vomiting,  and  hemoptysis;  she  described  pal- 
pitations, rapid  heart  rate,  and  increasing  dys- 
pnea. A syncopal  episode  prompted  her 
coming  to  the  hospital.  The  patient  had  been 
followed  in  the  local  county  health  department 
and  had  been  treated  three  times  as  a gonor- 
rhea contact  and  once  for  being  a syphilis  con- 
tact. Her  studies,  however,  had  always  been 
negative. 

Presenting  vital  signs  were  temperature, 
104.0  orally;  pulse  152  with  a profound  supra- 
ventricular tachy-arrythmia;  blood  pressure 
90/60;  and  a respiratory  rate  greater  than  30 
breaths  per  minute.  Though  alert  and  oriented, 
she  was  in  acute  distress.  On  exam  there  was  no 
jugular  venous  distention.  Thoracic  exam  re- 
vealed tachycardia,  a grade  4/6  systolic  ejec- 
tion murmur,  loudest  at  the  left  sternal  border, 
and  mild  bibasilar  rales.  The  abdominal  exam 
was  unremarkable.  Pelvic  exam  revealed  dif- 
fuse cervical  and  adnexal  tenderness.  An  intra- 
uterine device  which,  by  history,  had  been 
present  for  1 0 years,  was  removed.  Peripheral 
pulses  were  present  but  weak.  There  was  no 
pedal  edema,  nor  any  evidence  of  splinter 
hemorrhages. 

Initial  laboratory  showed  a white  blood  cell 
count  of  25,400  with  61  segs  and  18  bands, 
hemoglobin  of  8.7  grams  hematocrit,  25.3%. 
Sodium  was  126,  potassium  3.5,  chloride  89, 
bicarbonate  25,  BUN  19,  creatinine  1.6.  A 
room  air  blood  gas  showed  a PH  of  7.534  and  a 
PC02  of  28.9  and  a P02  of  49.8  with  89  percent 
saturation.  No  organism  was  seen  on  a buffy 
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coat  of  the  serum.  Her  gram  stain  from  the 
pelvic  area  showed  two  plus  gram  negative 
cocco-bacilli  with  trichomonas.  The  EKG  was 
significant  only  for  severe  sinus  tachycardia 
with  non-specific  ST  and  T-wave  changes. 
Chest  x-ray  revealed  left  ventricular  enlarge- 
ment and  increased  interstitial  markings  in  the 
lungs.  Echocardiogram  in  the  emergency  room 
showed  marked  mitral  regurgitation.  There 
was  also  evidence  of  a large  vegetation  on  the 
anterior  leaflet  of  the  mitral  valve.  Cultures 
were  drawn  immediately. 

Initial  therapy  was  intravenous  fluids  after 
which  her  respiratory  status  worsened,  with 
pulmonary  congestion  on  chest  x-ray.  She  was 
anuric.  Dopamine  infusion  was  quickly  ad- 
vanced, and  the  patient  was  intubated  with 
profound  pulmonary  edema.  The  patient  was 
given  Nafcillin,  Claforan  and  Gentamicin. 

A cardiac  catheterization  showed  the  patient 
to  have  severe  mitral  valve  regurgitation;  an 
intra-aortic  balloon  pump  was  placed,  and  on 
three  pressor  medications,  the  blood  pressure 
was  50  mm.  of  mercury.  The  patient  was  pre- 
pared for  immediate  valve  replacement  for 
septic  and  cardiogenic  shock  due  to  severe 
erosive  valvular  endocarditis. 

At  surgery,  the  patient  was  found  to  have  a 
large,  infectious  vegetation  on  the  anterior 
leaflet  of  the  mitral  valve  (Figure  1).  The  valve 
was  totally  excised  and  replaced  with  a 25  mm. 
Medtronic  Hall,  tilting  disc,  mechanical  pros- 
thesis. There  was  no  noticeable  vegetation  on 
what  could  be  seen  of  the  aortic  valve  through 
the  left  atrium. 

The  balloon  pump  was  gradually  weaned  as 
well  as  the  pressor  support.  Two  of  the  original 
blood  cultures  were  positive  for  Neisseria 
gonorrhea.  The  patient’s  antibiotics  were 
changed  accordingly  and  she  received  a full 
four- week  course  of  high  dose  parenteral  aque- 
nous  penicillin. 

The  decision  to  put  a mechanical  valve  in  at 
the  time  of  surgery  was  based  upon  the  thought 
that  a mechanical  valve  could  withstand  an 
attack  of  valvular  endocarditis  better  than  a 
biodegradable  tissue  valve.  There  was  also  a 
risk  that  since  the  patient  had  a history  of 
alcohol  abuse  she  would  be  non-compliant  re- 
garding the  taking  of  her  Coumadin.  The  risk 
of  infection  of  the  new  valve  seemed  the 
greater  threat,  at  the  moment. 


FIGURE  1.  Vegetations  on  anterior  leaflet  of  mitral  valve. 


The  patient  now  is  approximately  12 
months  following  surgery  and  has  a normal 
sinus  rhythm,  a sharp  cardiac  silhouette,  and 
no  evidence  of  any  perivalvular  leak.  She  has 
been  declared  essentially  free  of  endocarditis  at 
this  time.  The  patient  has  improved  her  so- 
cioeconomic status  and  is  following  her  Cou- 
madin regimen.  Pertinent  laboratory  studies  at 
her  hospital  admission  showed  the  HIV  titer 
was  negative,  or  non-reactive,  and  her  hepati- 
tis B surface  antigen  was  negative.  Her  pro- 
thrombin time  has  been  kept  in  the  15-  to  18- 
second  range.  She  has  continued  on  low  dose 
Digoxin,  low  dose  diuretics  and  Dilantin  for  a 
previous  seizure  disorder. 

COMMENT 

Less  than  50  cases  of  gonococcal  endocar- 
ditis have  been  reported  since  the  develop- 
ment of  antibiotics  in  1949.  It  is  understand- 
able that  an  abrupt  reduction  in  the  frequency 
of  gonococcal  endocarditis  would  occur  after 
the  introduction  of  antibiotics.  However,  the 
increase  in  numbers  of  gonococcal  urogenital 
infections  has  been  observed  to  a million  cases 
per  year  in  the  United  States. 

The  incidence  of  gonococcal  endocarditis 
has  not  increased  with  the  increase  of  gener- 
alized gonococcal  infection.  This  may  be  due 
to  the  traits  of  penicillin  sensitivity,  serum 
resistance  and  the  nutritional  requirements  of 
gonococcal  strains.5  Disseminated  gonococcal 
infection  has  been  shown  to  be  related  to  the 
resistance  of  a particular  bacterial  strain  to 
natural  complement-mediated  bacterial  anti- 
body of  pooled  human  serum.  Various  gono- 
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coccal  strains  that  demonstrate  serum  resis- 
tance have  been  shown  to  be  sensitive  to  a wide 
variety  of  antibiotics.  Also,  nutritional  require- 
ments of  several  gonococcal  strains  correlate 
with  hypersusceptibility  to  the  bactericidal  ef- 
fects of  normal  human  serum.5 

There  may  be  a group  of  patients  in  the 
clinical  population  that  had  previous  rheu- 
matic heart  disease  as  a child  and  they  coexist 
with  partially  scarred  valvular  tissues,  and  can 
accentuate  a clinical  scenario  of  valve  destruc- 
tion and  valve  perforation  and  cardiogenic 
shock,  as  well  as  ongoing  septic  shock.  These 
patients  can  present  a full  clinical  spectrum 
anywhere  from  a subacute  endocarditis  with 
fever,  chills,  constitutional  symptoms  and  pe- 
ripheral embolic  phenomenon  to  a full-blown 
congestive  heart  failure  picture  with  rapid  de- 
terioration, septic  shock  and  death. 

The  Journal  of  Sexually  Transmitted  Dis- 
eases, Oct.-Dec.  1987,  succinctly  summarizes 
the  clinical  features  of  bacterial  endocarditis. 
The  prevalence  of  gonococcal  endocarditis 
male  to  female  ratio  is  approximately  20  to 
one.  Fever  was  the  most  common  presenting 
complaint  (74%);  44%  complained  of  arth- 
ralgias, and  only  1 2%  complained  of  rash  as  a 
major  symptom.  Eighteen  percent  had  an  ob- 
vious arthritis.  Twenty-nine  percent  had  a re- 
cent history  of  venereal  disease  or  urethral 
discharge,  and  88%  had  a heart  murmur  at 
presentation  or  early  in  their  course,  with  only 
1 8%  having  had  a prior  history  of  heart  disease 
or  heart  murmur.  Thirty-eight  percent  of  the 
cases  had  mild  to  moderate  anemia  and  94%  of 
the  cases  had  positive  blood  cultures,  which 
occurred  between  the  second  and  1 9th  day  of 
hospitalization.  The  aortic  valve  was  involved 
in  71%  of  the  cases,  the  mitral  valve  involved 
in  24%,  the  pulmonic  valve  was  involved  in  9% 
and  the  tricuspid  valve  was  involved  in  3%. 
There  were  a few  rare  patients  who  had  both 
aortic  and  mitral  valve  involvement.  At  least 
one-fourth  of  all  patients  reported  to  have 
gonococcal  endocarditis  in  the  last  30  years 
died  of  their  disease.  Those  patients  with  un- 
stable cardiac  hemodynamics  did  improve 
when  treated  with  emergency  valve  replace- 
ment. Deaths  subsequent  to  emergency  valve 
replacement  were  associated  with  high  risk  sta- 
tus, septic  shock  and  cardiogenic  shock  at  the 
time  of  surgery. 


Echocardiography  is  of  great  importance  in 
the  initial  assessment  of  patients  with  gonococ- 
cal endocarditis.  Evidence  of  valvular  regur- 
gitation and  assessment  of  cardiac  function 
(ejection  fraction,  wall  thickness,  and  wall  mo- 
tion abnormalities)  are  important  to  know 
prior  to  catheterization.  One  might  make  the 
case  that  in  an  extremely  life-threatening  and 
shock-prone  situation,  a cardiac  catheteriza- 
tion might  be  omitted  to  get  the  patient  to  the 
operating  room  quicker. 

Cardiac  catheterization  demonstrates  the 
valve  in  question,  and  compromise  of  the  cor- 
onary circulation,  if  any,  prior  to  emergency 
surgery. 

The  most  important  item  in  surgical  treat- 
ment of  valvular  endocarditis  with  valvular 
insufficiency  is  the  appropriate  and  proper  de- 
bridement of  all  infectious  and  devitalized 
tissues.  This  provides  a viable  annulus  in 
which  to  place  competent  sutures  with  appro- 
priate Teflon  pledget  material.  It  is  appropriate 
to  continue  antibiotic  therapy  for  one  month 
postoperatively. 

Gonococcal  endocarditis,  though  it  is  rare, 
may  be  showing  a slight  increase  as  docu- 
mented in  recent  literature.  The  aortic  valve 
appears  to  be  the  most  frequent  site  of  infec- 
tion; however,  the  mitral  valve  may  also  be 
independently  affected.  The  involvement  of 
one  or  both  valves  produces  serious  hemo- 
dynamic destabilization  of  the  patient.  It  is 
imperative  that  rapid  clinical  assessment  and 
hemodynamic  stabilization  be  attempted. 
Echocardiography  and  emergency  cardiac 
catheterization  provide  critical  information. 
Emergency  valve  replacement  is  often  neces- 
sary and  mandatory  antimicrobial  coverage  is 
imperative  in  the  preoperative  and  postoper- 
ative therapy  of  the  patient.  Gonococcal  endo- 
carditis is  a relatively  rare  case  of  subacute 
bacterial  endocarditis  with  valve  deterioration 
and  cardiac  failure.  It  should  be  considered  in 
patients  who  have  a long  history  of  substance 
abuse  and  poor  health  standards  and  where 
previous  history  of  venereal  disease  is  present. 

SUMMARY 

Gonococcal  endocarditis  may  appear  in  the 
extremes  of  cardiogenic  and  septic  shock. 
These  patients  must  be  quickly  stabilized  and 
evaluated  by  echocardiography  and  cardiac 
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catheterization  where  possible.  Urgent  surgical 
intervention  for  valve  replacement  may  be 
necessary  before  complete  stabilization  of  the 
patient’s  cardiac  hemodynamics  status  is  ac- 
complished. Although  the  aortic  valve  is  most 
commonly  involved  with  gonococcal  endocar- 
ditis, the  mitral  valve  is  involved  as  well  and 
may  present  as  a true  emergency  situation. 
Right-sided  valve  infections  may  be  treated  by 
a more  conservative  medical  means  if  the  pa- 
tient does  not  deteriorate  into  a hemodynamic 
instability.  Deterioration  of  the  patient  re- 
quires immediate  intervention  with  catheter- 
ization and  surgery  in  the  absence  of  positive 
blood  cultures  to  confirm  the  diagnosis  of 
gonococcal  endocarditis.  Once  the  need  for 
emergency  surgical  valve  replacement  has 
been  determined  the  rules  of  complete  debride- 
ment of  all  infected  tissues,  insertion  of  sutures 
into  healthy  annular  tissue,  and  selection  of  an 


appropriate  mechanical  valve  apply.  Long- 
term antibiotic  therapy  is  included  in  post- 
operative management.  □ 
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HIGHLIGHTS  OF  JANUARY  20  BOARD  OF  TRUSTEES  MEETING 

The  board  was  reminded  that  the  limits  set  by  state  law  for 
copying  records  cover  only  the  actual  cost  of  copying  and  not  any 
written  opinions  a physician  may  be  requested  to  give. 

John  W.  Rheney,  Jr. , MD,  SCMA  Treasurer,  has  accepted  the 
position  of  Medical  Director  of  the  SC  PRO. 

SCMA  President-elect  John  W.  Simmons,  MD,  advised  the  board  that 
S.329,  the  Utilization  Review  Bill,  had  passed  the  House  and 
Senate.  It  was  signed  by  the  governor  on  January  31. 

The  SCMA,  SCMAA  and  SCIMER  Health  Education  Van  has  visited  60% 
of  the  counties  in  the  state  and  is  scheduled  for  use  in  the 
classroom  setting  in  the  fall  of  1990.  The  van,  along  with  the 
portable,  three-dimensional  exhibits,  will  be  at  the  SCMA  Annual 
Meeting  at  the  Omni  Hotel  in  Charleston  for  the  benefit  of  those 
who  have  not  seen  it.  This  year's  Annual  Meeting  is  to  be  held 
April  25-29. 

The  board  was  advised  that,  according  to  AMPAC,  SOCPAC  has  the 
highest  percentage  of  sustaining  members  in  the  country. 

For  information  on  actions  of  the  Board  of  Trustees,  call  Bill 
Mahon  at  SCMA  Headquarters. 

MEDICARE  UPDATE 

You  will  be  mailed  a "Dear  Doctor"  letter  from  Medicare  no  later 
than  February  2 0 which  will  include  your  1990  Medicare 
reimbursement  rates  and  other  information.  Enrollment  to  become 
a participating  physician  will  occur  in  March.  Physician 
workshops  will  be  held  in  Greenville,  Columbia,  Anderson, 
Florence  and  Charleston.  Dates  and  locations  will  be  mailed  to 
you.  If  you  have  questions,  contact  Barbara  Whittaker  at  SCMA 
Headquarters . 

MEDICAID  UPDATE 


Clarification  Regarding  C-section  Standby 

If  a family  practitioner  or  certified  nurse  midwife  is  preparing 
to  deliver  a child  and  it  is  decided  that  the  child  must  be 
delivered  by  an  emergency  C-section  and  an  obstetrician  must  be 
called  in,  the  family  practitioner  or  certified  nurse  midwife  may 


receive  payment  from  Medicaid  for  being  involved  in  the  case  by 
billing  procedure  code  59500  with  an  80  modifier.  Technically, 
the  family  practitioner  or  certified  nurse  midwife  would  be 
billing  as  an  assistant  surgeon  on  the  C-section.  Reimbursement 
for  this  procedure  is  $160.00. 

Family  practitioners  should  note  that  if  they  perform  an  exam  on 
the  newborn  after  delivering  the  baby,  an  additional  charge  may 
be  billed  using  procedure  code  90225.  The  reimbursement  rate  is 
$50.00. 

Surgical  Package 

Office  and  hospital  visits  are  allowed  up  to  and  including  the 
day  of  surgery.  The  postoperative  surgical  package  is  still  in 
effect,  i.e.,  office  and  hospital  visits  are  not  allowed  within 
30  days  after  surgery,  unless  the  diagnosis  is  unrelated  to  the 
surgery.  Emergency  and  critical  care  visits  are  still  exceptions 
to  the  surgical  package. 

Timely  Claims  Submission 

Federal  regulations  mandate  that  all  claims  be  correctly 
submitted  by  SHHSFC  standards  within  one  year  from  date  of 
service  to  be  paid  by  Medicaid.  Any  claims  which  need  to  be 
resubmitted  due  to  an  error  rejection  should  also  be  submitted 
within  the  year. 

Retraction  Regarding  Billing  for  an  Antepartum  Exam 

In  the  Medicaid  notes  in  the  December  "SCMA  Newsletter,"  you  were 
advised  that  procedure  code  S0012,  used  for  billing  for  an 
antepartum  exam  with  additional  services,  would  be  reimbursed  at 
$40.00.  The  SCMA  has  been  advised  that  the  procedure  code  is 
actually  S0112  and  the  reimbursement  rate  is  $25.00.  SHHSFC 
apologizes  for  any  confusion  this  has  caused  you. 

Any  questions  regarding  the  above  Medicaid  policies  should  be 
directed  to  your  program  manager  in  Columbia  at  253-6134. 

PRO  UPDATE 


Reguest  to  Help  Your  Hospital 

The  SC  chapter  of  the  Healthcare  Financial  Management  Association 
has  requested  we  inform  you  that  SC  hospitals  would  have  faster 
access  to  approximately  $33  million  dollars  on  any  given  day  if 
the  attestation  statement  and  final  diagnoses  were  provided  more 
timely  by  physicians.  Contact  your  program  manager  if  you  have 
any  questions. 
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AIDS  UPDATE 


DHEC  Retrovir  Program 

The  DHEC  Retrovir  Program  has  been  reinstated  and  new 
applications  are  now  being  accepted.  DHEC  will  continue  to  use 
the  income  eligibility  sliding  fee  scale,  but  has  slightly 
revised  the  application  form.  Under  the  revised  program, 
priority  acceptance  will  be  given  to  HIV+  persons  with  T4  ( CD4 ) 
Lymphocyte  counts  <=  500.  Applications  may  be  picked  up  at  local 
health  departments  and  mailed  to  G.  Larry  Sandifer,  Bureau  of 
Preventive  Health  Services,  DHEC,  2600  Bull  St.,  Columbia,  29201. 
Direct  questions  to  Mr.  Sandifer  at  737-4040,  in  Columbia. 

SCMA  MEMBERS'  INSURANCE  TRUST 


Are  you  aware  that  the  SCMA  has  a health  insurance  plan  available 
to  all  SCMA  members  and  their  office  staffs?  The  Members' 
Insurance  Trust  is  a self-insured  program  administered  by  the 
SCMA.  All  claims  are  paid  directly  from  the  SCMA  office.  The 
plan  is  provided  as  a service  to  members  and  is  not  for  profit. 
When  insured  by  the  MIT,  SCMA  members  and  their  office  staffs 
under  the  age  of  70  are  also  covered  under  a new  $10,000  life 
insurance  benefit. 

If  you  would  like  additional  information,  please  call  Geri 
Galloway  or  Linda  Nelson  at  the  SCMA  office. 

SCMA  ANNUAL  MEETING.  APRIL  25  - 29,  1990 

By  this  time  you  should  have  received  a mailing  from  the  SCMA 
office  regarding  the  142nd  Annual  Meeting  of  the  SCMA,  to  be  held 
April  25-29,  1990  at  the  Omni  Hotel  in  Charleston.  Included  in 
the  mailing  is  a brochure  describing  meeting  highlights,  SCMA 
registration  form,  and  hotel  reservation  form.  You  must  make 
reservations  at  the  Omni  prior  to  March  20  to  receive  the  special 
rate  of  $135.00  (single  or  double).  After  March  20,  the  rate 
will  be  $160.00.  When  registering  for  the  meeting,  note  there  is 
no  registration  fee  for  SCMA  members. 

Scientific  sessions  begin  with  workshops  on  Wednesday  afternoon 
on  "RBRVS  Update"  and  "AIDS/OSHA  Regulations".  Plenary  sessions 
will  be  held  on  Thursday  afternoon  and  Friday  and  Saturday 
mornings.  A total  of  18.5  AMA  Category  I CME  credits  will  be 
available . 

President-elect  John  W.  Simmons,  MD,  has  announced  that  special 
speaker  for  the  Presidents'  Banquet  on  Saturday  evening  will  be 
noted  physician-author  Ferrol  Sams.  Sams  is  the  author  of  two 
novels,  Run  with  the  Horsemen  and  its  sequel,  The  Whisper  of  the 
River,  as  well  as  two  collections  of  stories  entitled  The  Widow's 
Mite  and  The  Passing:  Perspectives  of  Rural  America.  His  works 
have  all  been  regional  bestsellers  and  have  sold  more  than 
350,000  copies  in  hardcover  and  paperback.  A graduate  of  Mercer 
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University  and  the  Emory  University  School  of  Medicine,  Sams  now 
lives  in  Fayetteville,  Georgia  where  his  family  has  lived  for 
generations.  He  has  been  a practicing  physician  in  Fayetteville 
since  1951,  and  is  currently  Medical  Director  of  the  Fayette 
Medical  Clinic.  He  and  his  wife,  Helen,  have  four  children  and 
ten  grandchildren. 

For  additional  information  regarding  the  Annual  Meeting,  contact 
Debbie  Shealy  at  SCMA  Headquarters. 

WORKERS'  COMPENSATION  MEDICAL  SEMINAR 

The  11th  annual  Workers'  Compensation  Medical  Seminar  will  be 
held  May  4-6,  1990  at  the  Myrtle  Beach  Hilton.  For  further 
details  call  the  Medical  Division  of  the  SC  Workers'  Compensation 
Commission  at  737-5741  in  Columbia. 

RESOURCES  AVAILABLE 

"Just  Listen:  Living  with  Medical  Choices"  is  a 58-minute  color 
video  presentation  which  focuses  on  health-care  decisions  and  how 
they  are  made.  "Just  Listen"  explores  such  issues  as  termination 
of  life-support  systems,  Living  Wills,  care  of  premature  infants, 
and  equity  in  delivery  and  finance  of  health  care.  The  videotape 
is  available  on  loan  by  calling  Kim  Fox  or  Joy  Drennen  at  SCMA 
Headquarters . 

The  AMA's  Department  of  Substance  Abuse  and  the  Office  for 
Substance  Abuse  Prevention  have  published  a brochure,  "The  Busy 
Physician's  Guide  to  the  Management  of  Alcohol  Problems."  To 
receive  the  guide,  call  the  AMA  Dept,  of  Substance  Abuse  at  31.2- 
645-4545.  Single  copies  are  free  and  bulk  copies  are  available 
at  cost,  $38  per  100,  including  shipping  and  handling. 

AIDS  Monographs  from  the  Informational  Reports  of  the  AMA  Council 
on  Scientific  Affairs  (December,  1989)  are  available  on  loan  from 
SCMA  Headquarters  by  calling  Kim  Fox  or  Joy  Drennen. 

CAPSULES 


The  following  SCMA  members  have  received  a special  commendation 
from  DHEC  for  their  leadership  efforts  in  improving  access  to 
health  care  for  South  Carolina  mothers  and  children:  O.  Marion 

Burton,  MD,  Anderson;  Michael  Watson,  MD,  Bamberg;  Thompson 
Gailey,  MD,  and  Ernest  F.  Krug,  III,  MD,  Greenville;  Hunter  E. 
Woodall,  MD,  Fairfax;  Thomas  C.  Rowland,  Jr.,  MD,  and  Albert  P. 
Thomas,  MD,  Columbia;  Clarence  E.  Coker,  MD,  George  C.  Aycock, 
Jr.  , MD,  and  Edward  C.  Keith,  MD,  Manning;  David  Keith,  MD, 
Union;  Francis  E.  Rushton,  MD,  Beaufort;  Karen  Sue  Heath,  MD, 
Dillon;  Reginald  Daves,  MD,  Conway;  William  F.  Young,  MD,  Sumter; 
John  Phillips,  MD,  and  William  Revells,  MD,  Rock  Hill. 
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THE  FATE  OF  THE  FORESKIN 

SAMI  B.  ELHASSANI,  M.D.* 


Ye  shall  circumcise  the  flesh  of  your  fore- 
skin; and  it  shall  be  a token  of  the  covenant 
betwixt  me  and  you. 

Genesis  17:1 1 

“Newborn  circumcision  has  potential  medi- 
cal benefits  and  advantages  as  well  as  disad- 
vantages and  risks.  When  circumcision  is 
being  considered,  the  benefits  and  risks  should 
be  explained  to  the  parents  and  informed  con- 
sent obtained.”1 

The  aforementioned  statement  was  released 
by  The  American  Academy  of  Pediatrics  on 
March  10,  1989,  modifying  a 1971  and  a 1975 
updated  policy  stating  “There  is  no  absolute 
medical  indication  for  routine  circumcision  of 
the  newborn.”2 

The  position  on  circumcision  is  continually 
changing,  and  many  questions  are  still  un- 
answered. The  purpose  of  this  paper  is  to  re- 
view the  associated  complications  and  recent 
literature  in  addition  to  identifying  the  present 
status  of  the  operation. 

Practiced  originally  as  a religious,  cultural, 
or  fertility  rite  by  both  the  ancient  Egyptians 
and  the  Semites  who  migrated  from  Babylon 
into  northern  Mesopotamia,  and  later  adopted 
by  Jews,  Christians,  and  Moslems,  circumci- 
sion remains  the  most  common  surgical  pro- 
cedure performed  in  the  United  States3  and 
probably  the  world.  As  in  any  surgical  opera- 
tion, minor  as  well  as  major  complications 
may  occur.  Such  complications  include  hem- 
orrhage, infection,  and  errors  in  surgical  tech- 
nique. The  most  frequently  observed  compli- 
cation is  hemorrhage  due  to  inadequate  hemo- 
stasis or  related  to  family  history  of  bleeding 
disorders  such  as  hemophilia  A.  Rarely  en- 
countered in  recent  years  is  bleeding  from  the 
circumcision  site  due  to  hemorrhagic  disease 
of  the  newborn  because  of  the  routine  admin- 
istration of  Vitamin  K to  all  neonates.  Being  a 
denuded  area  in  the  skin,  the  circumcision  site 


*751  North  Church  Street,  Spartanburg,  S.  C.  29303. 


may  be  a potential  portal  of  entry  for  micro- 
organisms in  the  blood.  Post-circumcision  in- 
fection may  present  clinically  as  localized  pus 
formation  and  erythema  or  in  rare  cases  as 
severe  bacteremia  due  to  group  B streptococ- 
cus,4 necrotizing  fasciitis,5  and  extensive  gan- 
grenous ulceration  of  the  penis  and  scrotum.6 
Faulty  surgical  techniques  may  result  in  the 
removal  of  too  much  (Fig.  1)  or  too  little  of  the 
foreskin  (Fig.  2). 

Improper  use  of  electrocautery  may  cause 
significant  cicatricial  bums  with  skin  destruc- 
tion (Fig.  3). 

The  most  widely  quoted  retrospective  co- 
hort studies  of  U.  S.  Army  dependents  demon- 
strating a relationship  between  noncircum- 
cised  children  and  urinary  tract  infection  was 
reported  by  Wiswell  et  al.7>  8 The  authors  docu- 
mented a 10-fold  to  20-fold  greater  risk  of  the 


FIGURE  1.  Post  circumcision  showing  excessive  foreskin 
removed. 


February  1990 


107 


THE  FORESKIN 


FIGURE  2.  Incomplete  circumcision. 


FIGURE  3.  Cautery-related  injury. 


infection  in  the  uncircumcised  infants  in  the 
first  few  months  of  life.  In  addition,  Herzog9 
has  shown  that  noncircumcision  seems  to  be  a 
highly  significant  risk  factor  for  urinary  tract 
infection  in  infants  up  to  12  months  of  age 
affecting  infants  regardless  of  race  and  so- 
cioeconomic status,  and  is  associated  with  ana- 
tomic abnormalities  in  26  percent  of  cases. 

In  summary,  I recommend  the  following  ap- 
proach to  circumcision: 

1.  A thorough  history  taking  and  complete 
physical  examination  of  the  infant  should 
be  performed,  paying  special  attention  to 
any  family  history  of  bleeding  dyscrasias, 
signs  of  congenital  anomalies,  especially 
neural  tube  defects  or  hypospadius  (Fig. 
4). 

2.  The  procedure  should  be  explained  to  the 
parents,  emphasizing  the  expected  nor- 
mal outcome  in  the  majority  of  infants 
and  the  possible  benefits  (Table  1)  of  the 
procedure.  In  addition,  the  potential  risks 


(Table  2)  of  the  operation  in  a few  babies 
should  be  outlined. 

3.  For  the  first  few  hours  and  days  post- 
operatively,  the  circumcision  site  should 
be  watched  for  bleeding  or  infection. 

4.  Circumcision  is  contraindicated  in  any 
sick  infant. 

5.  The  site  should  be  kept  dry  and  clean. 

6.  Religious,  cultural  beliefs,  and  traditions 
of  the  parents  should  be  respected  in  deci- 
sion making  on  circumcision. 

7.  Strict  guidelines  set  forth  by  each  hospital 

as  to  when  and  how  to  perform  circumci- 
sion is  one  of  the  most  effective  methods 
in  the  prevention  of  minor  as  well  as 
major  iatrogenesis  in  circumcision.  Such 
hospital  measures  include  strict  aseptic 
measures  during  and  after  the  operation, 
application  of  proper  surgical  techniques 
and  frequent  postoperative  examination 
for  signs  of  bleeding,  infection  and  meatal 
stenosis.  □ 
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FIGURE  4.  Circumcision  in  a 10-year-old  boy  with 
hypospadius. 
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TABLE  1 

Benefits  of  circumcision 

a.  Prevents  phimosis,  paraphimosis,  and 
balanoposthitis. 

b.  Decreases  the  incidence  of  penile  cancer. 

c.  Meets  the  religious  and  cultural  beliefs  of 
parents. 

d.  Has  possible  psychologic  benefits  during 
adolescence. 

e.  Reduces  the  risk  of  sexually  transmitted 
diseases. 

f.  Reduces  the  risk  of  cervical  cancer  in  the 
conjugal  partner. 


TABLE  2 

Potential  risks  of  circumcision 

a.  Local  and  rarely  general  infection. 

b.  Hemorrhage. 

c.  Faulty  surgical  techniques. 

d.  Complications  related  to  local  or  general 
anesthesia. 

e.  Pain  due  to  the  procedure. 
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FAST  MEDICINE  AND  HIGH-TECH  HEALING 


REV.  JOE  BAROODY,  D.MIN.* 


Dr.  William  Osier,  Chairman  of  the  Depart- 
ment of  Medicine  at  the  Johns  Hopkins  Hospi- 
tal at  the  turn  of  the  century,  stated  that  his 
cures  of  organic  diseases  were  not  due  to  any 
prescribed  treatment,  but  to  the  patient’s  faith 
in  the  effectiveness  of  the  treatment  and  the 
comfort  provided  by  good  nursing  care.  After 
becoming  Regius  Professor  of  Medicine  at  Ox- 
ford University  in  England,  he  restated  this 
conviction  by  claiming  that  much  of  his  suc- 
cess as  a healer  was  due  to  aspects  of  his  per- 
sonality and  behavior  that  were  independent 
of  his  scientific  knowledge  of  medicine.  He 
often  used  the  expression  “faith  healing”  by 
which  he  meant  the  psychological  influences 
that  set  in  motion  the  restorative  mechanisms 
of  “vis  medicatrix  natural”  or  the  “healing 
power  of  nature” — in  effect  self-healing. 1 

While  few  physicians  of  that  time  challenged 
Dr.  Osier’s  view  of  healing,  he  nonetheless 
made  this  statement  when  very  little  knowl- 
edge of  technology  existed.  Physicians  today, 
however,  face  a problem  when  attempting  to 
reflect  this  style  of  healing  in  the  modern  hos- 
pital setting.  High-tech  equipment  like  MRIs, 
CT  Scans,  Cardiac  Caths  and  Lithotripters 
provide  patients  with  fast  medicine  and  high- 
tech  healing.  Just  as  few  physicians  came  to 
challenge  Dr.  Osier’s  “faith  healing,”  few  today 
challenge  the  enormous  strides  of  modern 
medical  technology.  But  while  these  benefits 
are  numerous,  they  also  pose  a threat  to  the 
physician’s  role  as  healer.  To  restate  and  sup- 
plement Dr.  Osier’s  original  views,  we  might 
say  that  the  cures  of  organic  diseases  today  are 
due  mainly  to  such  things  as  the  patient’s  faith 
in  the  effectiveness  of  high-tech  machinery, 
good  nursing  care  as  well  as  the  personality  and 
behavior  of  the  physician.  Therefore,  the  heal- 
ing process  continues  to  require  the  interaction 
between  the  patient  and  the  physician  at  least 
as  much  as  the  treatment  provided  by  high- 
tech  machinery.  The  physician  remains  in  the 


* Pastoral  Services,  McLeod  Regional  Medical  Center,  555 
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best  position  to  influence  the  patient’s  faith  in 
the  effectiveness  of  the  treatment  provided  by 
the  machine.  However,  the  machine  too  often 
replaces  the  physician  in  the  healing  role, 
thereby  compromising  the  effectiveness  and 
acknowledgment  of  what  really  heals.  At  times, 
both  physician  and  patient  spend  more  time 
interacting  with  a machine  than  with  each 
other.  As  a result,  the  personal  healing  touch  of 
the  physician  becomes  secondary  to  the  cold 
hard  contact  of  fast  medicine  and  high-tech 
healing — and  healing  becomes  reduced  to  the 
mechanized  treatment  of  symptoms. 

Finding  a solution  to  this  pervasive  problem 
is  no  simple  matter.  It  cannot  be  a matter  of 
preference.  To  be  a healer,  a physician  cannot 
be  satisfied  with  ordering  tests,  interpreting 
results  and  explaining  those  results  in  termi- 
nology that  defies  understanding  by  an  anxious 
patient.  Nor  can  healing  be  done  without  the 
benefits  of  high-technology  and  the  fast  medi- 
cine it  offers.  The  answer  must  come  through 
finding  an  appropriate  balance.  To  be  a com- 
passionate healer,  today’s  physician  must  per- 
sonally integrate  the  high-tech  treatment  of 
symptoms  with  a genuine  respect  for  the  heal- 
ing power  of  the  physician/patient  relation- 
ship. This  requires  the  establishment  of  the 
physician/patient  relationship  as  the  primary 
catalyst  of  healing  and  the  high-tech  treatment 
of  symptoms  as  a means  to  that  end  rather  than 
as  an  end  in  itself. 

This  solution,  however,  is  easier  said  than 
done.  The  fast  pace  of  our  hospitals  today  is 
only  a microcosm  of  the  fast  pace  of  society  in 
general.  Our  culture  promotes  and  rewards 
moving  fast  as  crucial  to  staying  ahead.  Thus, 
we  have  fast  food  at  fast  food  restaurants,  fast 
money  at  automatic  tellers,  fast  information 
from  computers  and  fast  religion  from  fast- 
talking  televangelists.  The  fast  pace  and  suc- 
cess it  promises  puts  any  physician  under  enor- 
mous pressure  to  conform  and  makes  it  too 
easy  to  over-emphasize  fast  medicine  and 
high-tech  healing.  Putting  this  solution  into 
action  requires  making  better  use  of  the  physi- 
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dan’s  valuable,  but  limited  time.  The  follow- 
ing “ABCs”  of  the  physician/patient  relation- 
ship suggest  a practical  way  for  the  physician  to 
get  the  maximum  benefit  out  of  the  time  avail- 
able he  or  she  has  to  spend  with  the  patient. 

Hospitals,  like  the  rest  of  American  society, 
move  at  a fast  pace  today.  With  the  use  of  high- 
technology  they  offer  fast  medicine  for  fast 
healing.  However,  fast  medicine  and  high- 
technology  are  often  allowed  to  replace  the 
healing  touch  provided  by  the  physician  in  the 
context  of  the  physician/patient  relationship. 
The  dilemma  faced  by  the  physician  is  not  one 


of  choosing  between  high-technology  and  the 
physician/patient  relationship,  but  rather  how 
to  combine  the  two  so  that  the  art  of  healing  as 
described  by  Dr.  William  Osier  is  preserved. 
As  a practical  way  of  doing  this,  I offer  these 
ABCs  of  the  physician/patient  relationship 
and  hope  they  will  be  of  benefit  to  physicians 
who  choose  to  use  them.  □ 
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ABCs  OF  THE  PHYSICIAN/PATIENT  RELATIONSHIP 

A — Assume  that  the  patient  needs  your  presence  as  much  as  your  prescriptions. 

B — Be  friendly. 

C — Compassion  can  heal. 

D — Do  not  appear  to  be  in  a hurry. 

E — Every  patient  is  a person,  not  a symptom. 

F — False  optimism  breeds  distrust. 

G — Go  out  of  your  way  to  communicate  effectively. 

H — Hold  your  tongue  and  the  patient’s  hand. 

I — Invest  in  small  amounts  of  quality  time  with  your  patient. 

J — Just  being  there  makes  a big  difference. 

K — Kindness  is  powerful  medicine. 

L — Listen,  listen,  listen  to  your  patient  and  yourself. 

M — Medical  care  means  personally  caring. 

N — No  doctor  knows  it  all. 

O — Observe  the  patient’s  nonverbal  behavior  before  you  talk. 

P — Pity  robs  the  patient  of  dignity. 

Q — Questions  from  the  patient  are  important. 

R — Respect  reaps  rewards. 

S — Serving  the  patient’s  needs  is  your  primary  purpose. 

T — Treat  the  person  with  the  symptoms,  not  the  symptoms  in  the  person. 

U — Understanding  is  what  the  patient  needs  most. 

V — Value  the  patient’s  privacy. 

W — Work  hard  at  using  terminology  that  the  patient  can  understand. 

X — X-ray  your  own  health  periodically.  You  never  know  when  you  may  need  a doctor. 

Y — You  serve  the  patient,  the  patient  does  not  serve  you. 

Z — Zero  in  on  practicing  the  ABCs  of  the  physician/patient  relationship. 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 

offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
choose  1 , 2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 

at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
1835  ASSEMBLY  STREET,  RM  575,  COLUMBIA,  SC  29201-2430 
OR  CALL:  (803)  765-5696  COLLECT 


Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
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HIGH  TECH,  HIGH  TOUCH 


We’ve  heard  it  before,  and  we’ll  hear  it  again: 
despite  our  technical  progress  we  must  not 
forget  the  healing  role  of  the  physician’s  per- 
sonality. We  must  not  allow  medicine  to  be- 
come depersonalized.  In  this  issue,  the  Rev. 
Joe  Baroody  of  Florence  offers  some  well-rea- 
soned, practical  suggestions  in  his  article  en- 
titled “Fast  Medicine  and  High-Tech  Heal- 
ing.” He  reminds  us  that  our  fast  medicine 
reflects  a fast  society.  People  seek  quicker, 
more  efficient  ways  to  do  just  about  everything 
and  often  don’t  want  close  personal  contact.  A 
few  observers  suggest  that  high  technology  will 
eventually  cause  the  end  of  the  medical  profes- 
sion as  we  now  know  it. 

For  three  reasons,  I suggest  that  the  situation 
is  not  nearly  so  bad  as  sometimes  presented, 
and  that  such  pessimism  is  unwarranted. 

First,  the  good  old  days  weren ’t  all  that  good. 
The  Rev.  Baroody  begins  his  article  by  alluding 
to  the  ideals  of  William  Osier  extant  around 
the  turn  of  the  century.  We  sometimes  forget 
that  these  were  only  ideals.  Osier’s  eloquence 
and  twinkling  personality  were  matched  by  few 
even  in  his  own  day.  By  1 900 — when  Osier  was 
in  his  prime — people  were  already  bemoaning 
the  decline  of  the  wise,  compassionate  family 
physician.  By  1915,  affluent  citizens  in  the 
larger  cities  usually  preferred  specialists.1 
Nostalgic  myth  had  already  begun  to  enshroud 
the  concept  of  the  physician  as  compassionate 
healer. 

Even  Osier  is  perhaps  not  an  apt  role  model 
for  most  of  us.  As  happens  with  many  great 
men,  we  confuse  William  Osier  the  man  with 
the  ideals  projected  in  his  writings  and  by  his 
many  followers.  Few  of  us  enjoy  what  for  Osier 
was  a tremendous  advantage:  to  have  been  the 
youngest  son  in  a large  and  caring  family.  Now 
understood  in  Adlerian  terms,  this  unique 
birthright  enables  its  possessor  to  “read  the 
vibes”  and  relate  to  others  quickly,  effectively, 
and  humorously.  It  might  comfort  us  to  know 
that  not  everybody  was  pleased  even  by  Osier’s 
bedside  manner.2  We  should  also  remember 


that  Osier  cautioned  his  students  against  mak- 
ing definite  diagnoses  when  they  could  not 
prove  them,  and  against  the  severe  limitations 
of  his  day’s  pharmacopoeia.  I suspect  that  he 
would  have  gladly  chosen  our  day  for  his. 

Second,  the  present  isn ’t  all  that  bad.  Today’s 
hospitals  and  physicians’  offices  are  much 
friendlier  and  less  imposing  places  compared 
to  their  predecessors  of  only  a few  decades  ago. 
The  increasing  sophistication  of  our  tech- 
nology finds  a parallel  in  the  increasing 
warmth  of  the  health  care  setting.  We  have 
piped-in  soft  music,  warm  colors,  and — yes, 
soft  and  warm  touch. 

That  the  technical  and  humanistic  aspects  of 
medicine  should  develop  in  parallel  is  predict- 
able. John  Naisbitt  called  this  parallel  “high 
tech/high  touch”  in  his  best-seller,  Mega- 
trends: 

. . . Whenever  new  technology  is  introduced 
into  society,  there  must  be  a counterbalanc- 
ing human  response — that  is,  high  touch — 
or  the  technology  is  rejected.  The  more  high 
tech,  the  more  high  touch.3 

Perhaps  the  most  spectacular  testimony  to 
Naisbitt’s  principle  has  been  the  rise  of  family 
practice  as  a specialty.  Several  decades  ago,  as 
everyone  talked  about  the  potentials  of  organ 
transplantation  and  open-heart  surgery,  it  was 
widely  predicted  that  general  practice  would 
soon  be  obsolete.  Today,  patients  are  gently 
guided  through  a maze  of  technology  by  a 
thriving  new  breed  of  family  practitioners.  The 
success  of  the  family  practice  movement  illus- 
trates how  people  still  need  the  reassurance  of 
“high  touch” — and  that  we  are  providing  it  to 
an  ever-increasing  extent. 

Third,  the  future  looks  bright.  Our  tech- 
nology will  give  us  still-better  and  safer  diag- 
nostic and  therapeutic  modalities.  Yet  we  will 
be  using  much  of  the  sophisticated  technology 
in  the  outpatient  setting  and  even  in  patients’ 
homes.  Patients  who  require  hospitalization 
will  be  served  by  care-givers  far  better-trained 
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than  their  predecessors  to  offer  compassion 
and  empathy.  The  rise  of  hospital  pastoral  care 
as  a specialty  within  the  ministry  bears  witness 
to  this  trend.  Nurses,  social  workers,  and  many 
others  understand  the  theory  and  practice  of 
“high-touch”  just  as  they  appreciate  “high- 
tech.”  But  what  about  us? 

This  past  holiday  season,  I was  moved  by 
two  notes.  One  came  in  a book  inscription: 
“Thank  you  for  letting  me  die  gracefully.”  She 
died  Christmas  Eve.  The  other  came  from  par- 
ents whose  son  died  five  years  ago:  “We  will 
never  forget  you  and  your  kindness.”  In  both 
instances  I had  stood  by  helplessly,  with  noth- 
ing to  offer  but  compassion.  Nobody  wrote: 
“Thank  you  for  your  deft  use  of  synergistic 
antibiotic  combinations.”  Perhaps — just  per- 


haps— our  predecessors  are  remembered  es- 
pecially for  their  compassion  because  they  so 
often  had  little  else  to  offer. 

Personally,  I thank  the  Rev.  Baroody  not 
only  for  writing  down  his  ABCs  but  also  for 
forcing  me  to  ask  this  question:  which  is  more 
important,  competence  or  compassion?  I’m 
contemplating  the  issue  now — as  an  editorial 
for  the  April  issue.  Tune  in. 

— CSB 
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The  Journal  continues  to  welcome  case  reports  of  interesting  observations  by  practicing  physicians. 
In  this  issue,  Dr.  Stephen  J.  Bott  of  Rock  Hill  provides  a concise,  well-written  account  of  an  important, 
recently-characterized  entity:  collagenous  colitis.  In  the  following  editorial,  Dr.  Rajeev  Vasudeva 
offers  a perspective  on  this  entity  in  the  differential  diagnosis  of  chronic  watery  diarrhea.  Opinions 
expressed  in  guest  editorials  do  not  necessarily  reflect  the  opinions  of  members  of  the  Editorial  Board 
or  of  the  South  Carolina  Medical  Association. 

—CSB 


COLLAGENOUS  COLITIS 

Chronic  diarrhea  is  a problem  that  is  fre- 
quently encountered  by  the  clinician.  The 
most  common  causes  are  irritable  bowel  syn- 
drome, inflammatory  bowel  disease,  malab- 
sorption syndromes,  drug  induced  diarrhea 
and  less  often  parasitic  and  fungal  infections. 
Most  of  these  are  readily  diagnosed  by  a careful 
and  thorough  history  and  physical  examina- 
tion and  appropriate  diagnostic  studies.  How- 
ever, a few  patients  remain  undiagnosed  after 
an  initial  evaluation  and  require  further  inves- 
tigation of  the  problem.  As  emphasized  by  Dr. 
Bott  elsewhere  in  this  issue,  some  of  these 
patients  prove  to  have  a recently  described 
entity:  Collagenous  Colitis. 

Collagenous  colitis  was  first  described  by 
Lindstrom  in  1978.  Subsequently,  four  more 
cases  were  reported  in  1980  and  in  1981.  This 
entity  was  considered  rare,  and  in  fact  certain 
authors  were  even  reluctant  to  consider  it  a 
new  entity  at  all.  However,  since  then,  there 
has  been  a dramatic  increase  in  the  number  of 


cases  reported  with  this  entity  suggesting  that  it 
may  not  be  a rare  condition  as  once  thought. 

Does  this  reflect  an  increase  in  the  incidence 
of  this  new  clinicopathological  entity  or  is  it 
being  diagnosed  frequently  and  relatively,  with 
more  ease?  The  latter  is  probably  true  and  the 
reasons  may  be  several  fold.  The  relative  ease 
of  endoscopically  examining  the  colon,  the  ac- 
quisition of  random  biopsies  despite  the  mac- 
roscopically  normal  colonic  mucosa  and 
certainly,  the  increased  awareness  of  the  entity 
by  endoscopists  and  pathologists  are  probably 
responsible  for  this  apparent  increase  in  fre- 
quency. At  this  juncture,  the  importance  of 
obtaining  random  biopsies  in  an  otherwise 
macroscopically  normal  colon  in  every  patient 
who  requires  endoscopy  for  evaluation  of  diar- 
rhea is  exemplified  by  the  case  report  pre- 
sented in  this  issue.  A variety  of  abnormalities 
may  be  revealed  by  obtaining  biopsies  of  ap- 
parently normal  mucosa  in  a patient  with  diar- 
rhea, such  as  infectious  and  idiopathic  types  of 
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inflammatory  bowel  disease,1’ 2’ 3 amyloidosis 
and  microscopic  melanosis  coli  suggesting  sur- 
reptitious laxative  abuse.4’ 5 Several  authors 
have  suggested  unequal  distribution  of  the  sub- 
epithelial  collagen  band  throughout  the  colon 
even  to  the  point  of  relative  rectal  sparing.6’ 7 
In  addition,  there  are  reports  of  regression  of 
collagen  and  decrease  in  inflammation  on  re- 
peat biopsies8’ 9 thus  making  the  diagnosis 
even  more  obscure.  Therefore,  it  may  be 
important  to  obtain  multiple  biopsies  rather 
than  a single  one,  colonic  biopsies  rather  than 
rectal  alone  and  perhaps  repeat  biopsies  if  the 
diagnosis  remains  obscure  although  suspected. 

Since  the  predominant  symptoms  in  pa- 
tients with  Collagenous  colitis  are  non-specific 
and  may  spontaneously  resolve  clinically  and 
histologically,  it  is  not  surprising  to  note  that 
there  is  a prolonged  period  varying  from 
months  to  several  years  before  the  diagnosis  of 
Collagenous  colitis  is  made.10  These  patients 
are  often  labelled  as  suffering  from  irritable 
bowel  syndrome  and  are  treated  symptomat- 
ically with  antidiarrheals,  as  is  also  ex- 
emplified by  the  case  presented  in  this  issue. 
The  expeditious  use  of  endoscopy  and  the  ac- 
quisition of  biopsies  in  suspected  cases  would 
certainly  help  to  resolve  the  issue  sooner  and 
this  would  especially  pertain  to  middle-aged 
women.  Another  note  of  caution  would  be  to 
make  sure  that  such  patients  with  chronic  diar- 
rhea are  not  surreptitiously  using  laxatives  or 
diuretics  since  it  is  more  prevalent  in  this  pa- 
tient population. 

Treatment  of  this  condition  has  been  disap- 
pointing. Although,  there  are  numerous  re- 
ports of  initial  response  to  sulfasalazine,10 
corticosteroids,11  mepacrine10  or  metronida- 
zole,12 the  effect  does  not  seem  to  be  sustained 
and  patients  will  inevitably  relapse  as  is  ex- 
emplified by  the  case  presented  in  this  issue. 
Until  there  is  a better  understanding  of  the 
etiology  and  pathogenesis  of  collagenous  col- 
itis and  the  availability  of  more  effective  ther- 
apy, a trial  of  sulfasalazine  two  to  three  gm/day 
as  tolerated  is  recommended.10  The  drug  ther- 
apy should  be  continued  for  a few  months  if 
improvement  does  occur  and  the  dose  can  be 
titrated  thereafter.  Corticosteroids  may  be 
used  in  patients  unresponsive  to  sulfasalazine. 
A trial  of  Metronidazole12  or  oral  5 ASA13  may 


be  justified  in  selected  cases  as  is  the  use  of 
antidiarrheals  like  Loperamide  for  symptom- 
atic control. 

In  summary,  the  case  report  by  Dr.  Bott  in 
this  issue  illustrates  an  emerging  diagnostic 
consideration  among  patients  with  chronic  wa- 
tery diarrhea.  In  the  coming  years,  there  will  be 
a continuous  rise  in  the  number  of  cases  re- 
ported, as  long  as  there  is  an  increased  aware- 
ness of  the  entity  by  clinicians  and  patholo- 
gists. It  is  hoped  that  major  advances  in  the 
understanding  of  this  entity  will  result  in  more 
effective  therapy  in  the  future. 

Rajeev  Vasudeva,  M.D. 
Department  of  Medicine 
University  of  South  Carolina 
School  of  Medicine 
2 Richland  Medical  Park 
Columbia,  S.  C.  29203 
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Letters  to  t(;e  Editor 


HOW  GOOD  IS  THE  PAP  SMEAR? 

To  the  Editor: 

We  read  with  great  interest  the  October  1989 
article  by  Dr.  William  T.  Creasman  entitled 
“How  Good  (or  Bad)  is  the  Pap  Smear?”  This 
was  a well  written,  useful  review  which  accu- 
rately portrayed  the  pap  smear’s  contribution 
to  decreasing  the  incidence  of  cervical  cancer 
mortality  while  acknowledging  continued 
areas  for  improvement. 

The  issue  of  cervical  cancer  mortality  and  its 
preventability  certainly  remains  a major  pub- 
lic health  issue  for  those  of  us  practicing  medi- 
cine in  South  Carolina.  Indeed,  the  September 
29,  1989,  issue  of  Morbidity  and  Mortality 
Weekly  Report  notes  that  from  1984  to  1986, 
South  Carolina  ranked  number  one  among  the 
50  states  in  cervical  cancer  mortality,  following 
behind  only  the  District  of  Columbia. 

It  is  also  important  to  keep  in  perspective  the 
relative  importance  of  the  pap  smear  as  a factor 
in  preventable  cervical  cancer.  A unique  com- 
munity study  of  preventable  factors  in  cervical 
cancer  was  reported  from  San  Diego,  Califor- 
nia in  1972  (Martin,  P.  L.,  How  Preventible  is 
Invasive  Cervical  Cancer?,  American  Journal 
of  Obstetrics  and  Gynecology  113:541-548, 
1 972)  and  probably  provides  the  best  available 
insight  into  this  question.  An  ad  hoc  “Study 
Committee  for  Preventable  Factors  in  Cervical 
Cancer”  of  the  San  Diego  Medical  Society  re- 
viewed in  depth  all  76  cases  of  invasive  cer- 
vical cancer  that  were  diagnosed  in  San  Diego 
County  and  Imperial  County  during  the  year 
1967.  Preventable  factors,  possible  or  proba- 
ble, were  found  in  all  but  three  of  76  cases  and 
were  assigned  to  the  patient  herself,  the  clinical 
physician,  the  laboratory,  and  to  the  commu- 
nity itself  regarding  availability  of  care.  Many 
cases  had  multiple  factors,  but  the  leading 
cause  of  preventable  factors  was  the  patient 
herself  in  58  of  76  cases.  Clinical  physician 
errors,  next  in  frequency,  were  assigned  by  the 
committee  in  42  cases,  more  than  half  of  the 
series.  The  third  most  common  assignment  of 
preventable  factors  was  to  the  laboratory,  34 
cases.  In  1 6 cases  it  was  believed  by  the  com- 
mittee that  if  the  community  itself  had  devel- 
oped higher  standards  of  hospital  care,  more 


public  cancer  education,  and  better  known  free 
diagnostic  services  for  cancer  control,  invasive 
stages  could  have  been  prevented  or  detected 
much  earlier.  In  attempting  to  decrease  cer- 
vical cancer  mortality  in  South  Carolina,  it  is 
important  to  focus  on  all  these  separate  factors. 

Another  important  factor  concerns  the 
depth  of  public  support  for  quality  assurance 
in  the  performance  of  pap  smears.  Dr.  Creas- 
man notes  that  a Pulitzer  Prize-winning  series 
in  the  Wall  Street  Journal  in  1987  focused 
national  concern  on  the  issue  of  pap  smear 
quality.  The  Wall  Street  Journal  series  focused 
attention  on  a large  mail-out  cytology  opera- 
tion in  Texas,  a so-called  “pap-mill,”  which 
appeared  to  exemplify  poor  practice  standards 
in  cervical  cytology.  Readers  may  be  shocked 
to  learn  that  now,  two  years  after  the  Pulitzer 
Prize-winning  series,  the  South  Carolina 
Health  Department  has  contracted  with  this 
Texas  laboratory  as  the  major  supplier  of  cer- 
vical cytology  services  for  women  seen  in 
South  Carolina’s  Health  Department  clinics. 
This  arrangement  suggests  that  either  the  Wall 
Street  Journal  series’  portrayals  of  the  Texas 
laboratory  in  question  were  in  gross  error,  that 
there  have  been  well-documented  surprising 
improvements  in  this  laboratory’s  practices,  or 
that  the  issue  of  how  good  (or  bad)  is  the  pap 
smear  is  actually  of  very  little  concern. 

Pap  smear  quality  and  other  known  prevent- 
able factors  in  cervical  cancer  need  to  be 
thoughtfully  examined  in  the  state,  and  the 
health  department  system  would  appear  to  be  a 
fruitful  area  in  which  to  begin  analysis  of  these 
factors  in  South  Carolina.  This  would  be  a 
worthwhile  first  step  in  attempting  to  reverse 
our  lamentable  ranking  regarding  cervical  can- 
cer mortality. 

R.  Marshall  Austin,  M.D.,  Ph.D. 

G.  Frederick  Worsham,  M.D. 
Charleston  Pathology,  P.A. 

Roper  Hospital 
316  Calhoun  Street 
Charleston,  S.  C.  29401 
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The  letter  by  Drs.  Austin  and  Worsham  was  referred  to  Dr.  Creasman,  whose  response  follows: 


I appreciate  very  much  the  opportunity  to 
reply  to  Drs.  Austin  and  Worsham’s  letter. 
There  is  no  question  that  we  in  South  Carolina 
have  a problem  in  regards  to  carcinoma  of  the 
cervix.  When  we  note  that  South  Carolina  is  # 1 
in  the  United  States  in  regards  to  cervical  can- 
cer deaths,  we  obviously  have  a lot  of  work  to 
do.  As  I alluded  in  my  paper,  this  should  be  a 
potentially  preventable  disease.  The  quality  of 
the  Pap  smear  in  regards  to  both  the  collection 
and  interpretation  was  addressed  in  my  man- 
uscript. Interpretation  is  extremely  important 
and  has  been  extensively  discussed. 

Probably  the  greatest  impact  in  regards  to 
decreasing  the  incidence  and  mortality  from 
carcinoma  of  the  cervix  is  to  improve  screen- 
ing. This  should  include  every  adult  woman  in 
the  state  of  South  Carolina  and  be  done  at 
optimal  frequency.  Many  studies  note  that 
women  who  have  never  been  screened  have 
four  times  greater  the  chance  of  having  car- 
cinoma of  the  cervix  than  those  screened.  A 
good  example  of  the  benefits  of  screening  is 
illustrated  in  the  Nordic  countries.  Iceland  has 
targeted  their  entire  population  and  the  death 
rates  from  cancer  of  the  cervix  decreased  by 


80%.  In  contrast,  Norway  targeted  only  5%  of 
their  population  and  have  seen  only  a 10% 
reduction  in  mortality.  Therefore,  it  is  incum- 
bent on  those  in  the  medical  profession  as  well 
as  government  to  make  sure  that  our  popula- 
tion is  adequately  covered.  The  cost  of  preven- 
tion obviously  is  money  saved  compared  with 
treatment  and  lost  of  productive  lives. 

Compliance  in  regards  to  individuals  ob- 
taining frequent  Pap  smears  has  always  been  a 
problem.  In  order  to  be  able  to  decrease  the 
incidence  and  mortality  from  carcinoma  of  the 
cervix  in  South  Carolina  an  active  strong  edu- 
cational program  is  needed  to  ensure  that  our 
population  understands  the  benefits  and  needs 
for  cervical  screening.  Only  when  all  of  the 
above  are  accomplished  will  we  be  able  to 
remove  ourselves  from  the  obvious  detrimen- 
tal position  of  being  #1  in  the  country  in  re- 
gards to  cervical  cancer  deaths. 

William  T.  Creasman,  M.D. 

Department  of  Obstetrics  and 
Gynecology 

Medical  University  of  South  Carolina 

171  Ashley  Avenue 

Charleston,  S.  C.  29425-2233 


In  addition,  the  letter  by  Drs.  Austin  and  Worsham  was  shared  with  Dr.  Harold  Gabel  at  the 
Department  of  Health  and  Environmental  Control  (DHEC),  whose  response  follows: 


To  the  Editor: 

We  in  public  health  appreciate  Dr.  Creas- 
man’s  discussion  of  a problem  which  is  so 
much  a part  of  our  prevention  efforts  in  South 
Carolina.  We  advocate  his  approach  with  our 
health  department  clinic  patients.  The  reduc- 
tion of  cervical  cancer  mortality  is  a goal  that 
all  health  care  providers  in  South  Carolina, 
public  and  private,  are  striving  to  achieve.  The 
need  is  especially  great  in  the  indigent  who 
experience  an  overall  25%  greater  cancer  mor- 
tality than  those  who  can  afford  to  pay  for  care 
and  seek  it  early.  We  all  need  to  work  together 
to  solve  the  problem  for  all  patients.  With  that 
in  mind,  I was  dismayed  by  the  lack  of  under- 
standing evidenced  in  Drs.  Austin’s  and  Wor- 
sham’s letter  also  appearing  in  this  Journal. 

The  South  Carolina  Department  of  Health 
and  Environmental  Control  (DHEC)  provides 


pap  smear  screening  to  about  100,000  medi- 
cally indigent  women  a year.  The  decision  as  to 
which  laboratory  to  use  is  not  an  easy  one.  The 
Department  must  search  for  quality  at  a rea- 
sonable cost  since  resources  are  quite  limited. 
The  decision  to  use  the  Texas  Laboratory,  re- 
ferred to  by  Drs.  Austin  and  Worsham,  was  not 
a hasty  one  and  the  laboratory  was  investigated 
carefully,  including  an  on-site  visit  by  DHEC 
staff.  The  final  choice  was  made  only  after  an 
appeal  to  instate  laboratories  yielded  only  one 
willing  to  provide  cytology  services  to  our 
clinic  patients.  I assume  this  was  due  to  a lack 
of  cytotechnologists. 

The  International  Cancer  Screening  Labora- 
tories, Inc.  (ICSL)  of  San  Antonio,  Texas  was 
selected  to  provide  pap  smear  interpretation 
services  for  DHEC.  They  meet  all  conditions 
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for  “doing  a good  job”  as  stated  by  Dr. 
Creasman.  In  addition,  they  met  certification 
requirements  of  the  state  of  South  Carolina  as 
well  as  having  been  approved  by  the  Health 
Care  Financing  Administration  (HCFA)  and 
participate  in  the  interlaboratory  comparison 
programs  conducted  by  the  College  of  Ameri- 
can Pathologists.  Their  cytotechnologists  are 
well  trained  and  have  an  average  of  1 2- 1 4 years 
experience.  Each  reads  between  70  to  100 
slides  per  day. 

Quality  control  is  performed  by  the  three 
Board  Certified  pathologists.  All  have  exten- 
sive experience  in  cytology.  Twenty  percent 
(20%)  of  negatives  are  rescreened  as  well  as  an 
additional  7%  which  includes  negatives  with  a 
previous  abnormality,  cases  showing  cyto- 
pathic  effects  of  herpes  and  chlamydia  and 
smears  thought  to  be  unsatisfactory.  All  abnor- 


TESTING  FOR  INHALANT  ALLEI 

To  the  Editor: 

I would  like  to  take  issue  with  some  of  the 
statements  presented  in  the  September  1989 
issue  by  Drs.  Hoang  and  Mahon  in  the  article 
“Inhalent  Allergies:  Skin  Versus  In  Vitro  Test- 
ing.” While  most  clinical  allergists  would  agree 
that  no  in  vivo  or  in  vitro  test  is  as  diagnostic  as 
a history  and  physical  examination,  most 
would  disagree  with  both  the  routine  use  of  in 
vitro  RAST  testing  and  skin  end  point  titra- 
tion. The  inappropriateness  of  this  latter 
method  of  diagnosing  and  treating  clinical  al- 
lergic problems  has  been  clearly  defined  in  the 
literature.  Federal  guidelines  prohibit  the  re- 
imbursement under  the  CHAMPUS  program 
and  other  federally  funded  programs  for  end 
point  titration.  This  decision  was  primarily 
based  on  the  classic  study  done  at  Johns 
Hopkins  University  School  of  Medicine.  In 
this  study,  it  was  determined  that  the  Rinkel 
method  of  immunotherapy  with  titration  of 
ragweed  pollen  extract  was  no  more  effective 
than  placebo. 

The  advent  of  major  breakthroughs  in  the 
knowledge,  diagnosis  and  treatment  of  allergic 
and  immunological  diseases  has  provided  the 
clinician  with  good  scientific  support  for  cer- 
tain treatment  methods  and  has  negated  the 


mals  are  reviewed  by  a pathologist. 

In  a pap  smear-biopsy  correlation  ongoing 
study  done  by  the  State  of  Louisiana  with  In- 
ternational Cancer  Screening  Laboratories, 
Inc.  there  is  a 90%  correlation  between  cytolog- 
ic evaluation  and  colposcopy/biopsy  findings. 

In  addition,  all  slides  are  available  to  be 
reviewed  by  physicians  in  our  state  by  dialing 
an  800  number  and  requesting  them.  Consulta- 
tion with  an  ICSL  pathologist  is  also  available. 

I hope  that  as  a result  of  Dr.  Creasman’s 
article  and  the  interest  it  has  generated,  we  can 
intensify  our  efforts  to  work  together  to  pro- 
vide cervical  cancer  prevention,  treatment  and 
rehabilitation  services  to  all  women  in  South 
Carolina. 

Harold  D.  Gabel,  M.D.,  M.P.H. 

Assistant  Deputy  Commissioner 
for  Health  Services 


others  which  had  been  used  on  an  empiric 
basis.  The  differences  between  the  diagnostic 
and  treatment  techniques  used  by  Board  Cer- 
tified clinical  allergists  and  otolaryngological 
surgeons  are  not  a reflection  of  “turf  war”  but 
rather  an  attempt  to  establish  what  is  good 
medical  practice.  When  objective  evaluations 
of  the  literature  lead  to  a clear  superiority  of 
one  method  of  treatment  over  the  other,  it 
would  seem  appropriate  for  physicians  to  dis- 
continue the  use  of  anecdotal  and  unproven 
methods  and  consider  the  acceptance  of  scien- 
tifically proven  techniques.  The  field  of 
clinical  allergy  has  come  a long  way  in  the  past 
few  years.  Up  to  1 8%  of  the  general  population 
is  affected  by  some  form  of  this  disease.  We 
cannot  afford  to  offer  these  patients  less  than 
optimal  care.  In  my  judgement,  critical  scien- 
tific analysis  does  not  support  the  continued 
use  of  the  Rinkel  technique. 

Charles  H.  Banov,  M.D. 

Clinical  Professor  of  Medicine 
Medical  University  of  South  Carolina 
1 72  Ashley  Avenue 
Charleston,  S.  C.  29413 
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Dr.  Banov’s  letter  was  shared  with  the  authors, 
To  the  Editor: 

In  reply  to  the  letter  from  Dr.  Charles  Banov, 

I would  like  to  make  the  following  comments: 

First  of  all,  I would  like  to  agree  that  history 
and  physical  exam  of  all  patients  serves  the 
physician  and  patient  well  in  evaluation  of 
their  medical  problems.  Rarely,  however,  does 
this  pinpoint  the  exact  antigen  or  antigens  re- 
sponsible for  the  symptoms  of  an  allergic  pa- 
tient. It  certainly  provides  no  basis  for  the  data 
necessary  to  initiate  immunotherapy.  As  to  the 
efficacy  of  skin  end  point  titration,  it  is  merely 
one  of  a wide  battery  of  tests  used  to  detect 
specific  antigens  and  the  accuracy  of  all  of 
these  tests  has  been  questioned  from  time  to 
time.  The  panel  on  allergy  of  the  AMA  Council 
on  Scientific  Affairs  reviewed  this  in  the  Sep- 
tember 11,  1987  issue.  At  that  time,  they  con- 
sidered skin  end  point  titration  a useful  and 
effective  measure  of  patient’s  sensitivity.  It 
should  be  noted  that  a member  of  this  panel  is 
one  of  the  authors  of  the  paper  to  which  Dr. 
Banov  refers. 

As  a matter  of  general  comment  on  that 
particular  paper,  I am  really  not  sure  whether  it 
demonstrates  remarkable  skill  in  the  use  of 
placebo  by  the  investigators  or  simply  poor 
knowledge  and  technical  expertise  in  the  use  of 
skin  end  point  titration,  which  is  not  in  com- 
mon use  by  this  particular  group  of  investiga- 
tors. I think  there  is  considerable  question  as  to 
the  unbiased  objectivity  of  the  investigating 
group. 


6.  Position  Statement:  American  Academy  of  Allergy 
Position  statements — controversial  techniques.  J Al- 
lergy Clin  Immunol  1981;  67:  333-338. 

7.  Van  Metre  TE,  Adkinson  NF,  Lichtenstein  LM,  Mar- 
diney  MR,  Norman  PS,  Rosenberg  GL,  Sobotka  AK, 
Valentine  MD:  A controlled  study  of  the  effectiveness 
of  the  Rinkel  method  of  immunotherapy  for  ragweed 
pollen  hay  fever.  J Allergy  Clin  Immunology  65:  288, 
1980. 

8.  Lindblad  JH,  Farr  RS.  The  incidence  of  positive  intra- 
dermal  reactions  and  the  demonstration  of  skin  sen- 
sitizing antibody  to  extracts  of  ragweed  and  dust  in 
humans  without  history  of  rhinitis  or  asthma.  J Allergv. 
1961;32:392-401. 


whose  response  follows: 

Finally,  I would  like  to  address  the  appropri- 
ateness of  the  otolaryngologist  in  treating 
allergic  ear,  nose  and  throat  problems.  The 
majority  of  our  chronic  sinus  patients  are  af- 
flicted with  inhalant  allergies,  and  we  have 
been  engaged  in  the  treatment  of  this  problem 
throughout  our  years  of  practice.  The  Ameri- 
can Academy  of  Otolaryngic  Allergy  has  been 
in  formal  existence  since  1941.  The  members 
of  this  body  are  board  certified  in  otolaryn- 
gology. Allergy  is  included  as  a large  part  of  our 
board  examination,  and  the  AAOA  requires 
passage  of  oral  and  written  examinations  in 
order  to  maintain  membership  in  the 
Academy. 

Donald  Nalebuff,  an  otolaryngologist,  is  the 
physician  responsible  for  the  refinement  of  the 
RAST  test’s  clinical  usefulness.  I,  personally, 
am  grateful  to  him  for  that  advancement,  as  we 
currently  use  it  in  our  practice  for  the  detection 
of  specific  antigen,  as  well  as  the  basis  for 
vaccine  preparation. 

Again,  thank  you  for  allowing  us  to  contrib- 
ute this  article  to  the  Journal.  I do  welcome 
comments,  such  as  those  submitted  by  Dr. 
Banov.  Controversy  is  a lot  more  stimulating 
than  placid  acceptance  of  statements,  and  it 
will  certainly  prove  to  be  much  more  beneficial 
to  medicine  and  society  in  general  in  the  long 
run. 

Robert  G.  Mahon,  Jr.,  M.D. 

701  Arlington  Avenue 

Greenville,  S.  C.  29601 
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INAUGURAL  DISSERTATION: 
CIRCA  1851 

Our  valentine  cover  is  the  title  page  of  an 
inaugural  dissertation  submitted  in  1 85 1 to  the 
dean  and  faculty  of  the  Medical  College  of  the 
State  of  South  Carolina  as  one  of  the  require- 
ments for  graduation.  The  student’s  name  has 
been  removed,  but  we  believe  the  thesis  to  be 
that  of  W.  L Hamner  from  Meriwether 
County,  Georgia. 

The  1,858  handwritten  theses  written  be- 
tween 1825  and  1860  are  among  the  most 
prized  holdings  in  the  Waring  Historical  Li- 
brary. Except  for  a collection  of  catalogues 
gathered  and  bound  after  the  war  by  a member 
of  the  faculty,  they  are  the  only  pre-Civil  War 
records  of  the  school  available;  and,  as  such, 
provide  an  invaluable  source  of  biographical 
information  on  early  graduates. 

The  subject  matter,  too,  is  interesting — a 
virtually  unexplored  source  of  information  on 
medical  and  social  problems  in  the  South  of 
that  era.  Dr.  W.  Curtis  Worthington,  Jr.,  in  his 


introduction  to  a thesis  bibliography  (in  Press), 
says: 

While  the  science  is  primitive,  the  diagnoses 
frequently  vague  and  generalized  (although 
some  were  amazingly  accurate)  and  the  ther- 
apy mostly  ineffective  or  worse,  a milieu  of 
professionalism  and  respect  for  the  best  that 
was  available  in  education  was  being  devel- 
oped which  helped  to  establish  a necessary 
base  for  the  stirrings  of  scientific  medicine 
during  the  late  19th  century  and  its  explo- 
sion in  the  20th. 

The  Waring  Historical  Library  welcomes  in- 
quiries on  the  theses  or  any  of  the  other  hold- 
ings in  the  history  of  medicine  in  South 
Carolina.  Call  (803)  792-2288  or  write  the  War- 
ing Historical  Library,  Medical  University  of 
South  Carolina,  Charleston,  S.  C.  29425. 

Betty  Newsom 

The  Waring  Historical  Library 
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|j=CORRECTIONAL  MEDICAL  SYSTEMS^, 

PRIMARY  CARE  PHYSICIAN 

The  field  of  correctional  medicine  continues  to  expand  As  technology 
and  new  trends  emerge.  CMS  has  been  at  the  forefront,  and  continues 
to  dominate  the  market  as  the  country's  leading  provider  of  innovative, 
quality  health  care  services  to  our  nation  s correctional  facilities 

Practice  opportunities  exist  for  SC  licensed  Medical  Directors,  specializ- 
ing in  Family  Practice  or  Internal  Medicine  to  coordinate  clinical  activities 
at  the  Evans  Correctional  Institution  in  Bennettsville.  SC  or  at  the  Lieber 
Correctional  Institution  near  Charleston  SC  The  opportunities  offer  a 
balanced  mix  of  clinical  and  administrative  responsibilities 

Consider  this:  • No  office  to  establish 

• No  professional  overhead  expense 

• No  patient  billing  or  collections 

• No  scheduling  difficulties 

CMS  provides:  • An  opportunity  to  practice  Pure  Medicine 

• Guaranteed  remuneration 

• Flexible  scheduling 

• Limited  on-call 

• Low-cost  professional  liability  insurance 

• Ambulatory  care  facility,  with  full  comple- 
ment of  on-site  support  personnel 

For  information  on  these  practice  opportunities  call  or  send  resume  to 

Matthew  Podjeski,  Recruiter 

Correctional  Medical  Systems 
999  Executive  Parkway 
St.  Louis,  MO  63141 
1-800-325-4809 


NOW 

DISAPPEARING 
AT  A 

LOCATION 
NEAR  YOU. 


©Art  Wolfe 


Soaring  eagles,  ospreys, 
and  falcons  once  ruled  our 
skies. 

But  today,  many  of  these 
species  hover  on  the  brink 
of  extinction.  The  primary 
cause:  habitat  loss. 

Since  1951,  The  Nature 
Conservancy  has  protected 
millions  of  acres  of  wildlife 
habitat  using  a novel 
approach  — we’ve  bought  it. 

But  there’s  so  much 
more  to  do.  We  need  your 
help.  So  does  our  national 
symbol,  the  bald  eagle. 

Write  The  South  Carolina 
Nature  Conservancy, 

PO  Box  5475, 

Columbia,  SC 
29205.  Or  call 
1-803-254-9049. 


KJThe 
Nature) 
Qonservancy 
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Conservation  Through 
Private  Action 


Original  concept  courtesy  of  Lewis  & Partners, 
San  Francisco 


HAPPY  BIRTHDAY  HEALTH  EDUCATION  VAN! 

February,  1990,  marks  the  first  birthday  of  the  South  Carolina  Health  Education  Van.  An 
innovative  concept  of  the  SCMA,  SCMA  Auxiliary,  and  SCIMER,  the  van  was  presented  a year  ago 
to  the  South  Carolina  Department  of  Education  to  provide  mobile  health  education  to  the  state’s 
schools.  The  efforts  and  commitment  of  the  medical  community  have  brought  to  the  state  an 
exciting  tool  to  further  the  vision  of  the  1988  South  Carolina  Comprehensive  Health  Education 
Act — “To  promote  wellness,  health  maintenance,  and  disease  prevention”  among  all  South 
Carolinians.  This  act  requires  that  health  education  be  included  in  the  public  school  curriculum 
from  kindergarten  through  the  twelfth  grade.  Quality  classroom  instruction  must  be  provided  in 
community  health,  consumer  health,  environmental  health,  human  growth  and  development, 
nutritional  health,  personal  health,  prevention  and  control  of  diseases  and  disorders,  safety  and 
accident  prevention,  substance  use  and  abuse,  dental  health  and  mental  health  for  all  grades  K-12. 
Grades  6- 1 2 receive  further  instruction  in  reproductive  health,  family  life,  pregnancy  prevention 
and  sexually  transmitted  diseases  and  AIDS  education. 

Katy  L.  Wynne,  Ed.D.  and  Bambi  W.  Sumpter,  Dr.  PH  were  employed  by  the  Department  of 
Education  as  the  two  health  education  consultants  who  have  responsibility  for  the  operation  of  the 
van  and  statewide  teacher  and  student  programs.  Drs.  Wynne  and  Sumpter  travel  the  state  with  the 
specialized  van  which  is  stocked  with  portable  exhibits  of  full  color  and  three-dimensional  teaching 
aids  on  systems  of  the  human  body,  primarily  instructing  teachers  and  students  in  phases  of 
substance  abuse  education,  reproductive  health  education,  nutrition,  pregnancy  prevention  and 
sexually  transmitted  diseases.  Response  has  been  tremendous  from  schools  across  the  state.  Van 
exhibits  have  also  been  displayed  at  health  fairs,  county  fairs,  and  shopping  malls  throughout  the 
state,  as  well  as  at  various  conferences,  including  the  1 989  SCMA  and  SCMA  Auxiliary  conventions 
in  Charleston. 

Over  1,600  South  Carolina  school  district  personnel  have  been  involved  in  some  type  of 
comprehensive  health  education  training  since  the  van  and  consultants  “went  on  the  road”  in 
Feburary  of  1989.  Approximately  3,500  students  in  grades  K-12  have  seen  the  van  in  action  at 
school  health  education  days,  after-school  clubs,  and  educational  proorams  during  the  spring  and 
fall  of  1989.  An  additional  4,000  students  are  currently  scheduled  for  van  programs  in  the  spring  of 
1990.  Requests  for  services  from  the  Health  Education  Van  continue  to  be  received  weekly  at  the 
Department  of  Education  and  through  various  SCMA  Auxiliaries  across  the  state. 

The  future  of  the  Health  Education  Van  is  exciting  and  the  opportunities  are  numerous  as  we 
continue  our  commitment,  through  mobile  health  education,  to  bettering  the  health  and  quality  of 
life  for  the  people  of  South  Carolina.  The  rewards  are  many  for  the  efforts  given! 

Dr.  Katy  L.  Wynne,  Ed.D. 

Dr.  Bambi  W.  Sumpter  Dr.PH 

S.  C.  Department  of  Education 
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PHYSICIAN’S 

RECOGNITION 

AWARD 


The  American  Medical 
Association  understands  how 
valuable  your  time  is.  We  know’ 
there  aren't  enough  hours  in 
the  day  for  doctors  to  do  every- 
thing they  want  to  do  for  their 
patients,  community,  family, 
friends,  and  themselves. 

That's  why  we  appreciate  the 
efforts  of  mail}’  physicians 
to  continue  their  medical 
education.  These  dedicated 
physicians  find  the  time  to 
expand  their  knowledge  and 


improve  their  skills  through 
continuing  medical  education. 

In  recognition  of  this  contin- 
ued achievement,  the  AMA  is 
pleased  to  offer  the  Physician's 
Recognition  Award.  Displayed 
on  the  walls  of  your  office  or 
home,  it  is  a symbol  of  your 
commitment  to  proyiding  the 
best  medical  care  possible. 

You  will  be  receiving  an 
application  for  the  Pfn’sician's 
Recognition  Award  in  the  mail 
shortly.  We  encourage  you  to 
participate  in  this  program. 
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Children  have  been  the  victims  of  maltreat- 
ment and  abuse  throughout  recorded  history. 
From  inappropriately  harsh  discipline  to  re- 
peated beatings,  torture  and  murder,  children 
have  suffered  mistreatment  at  the  hands  of 
parents,  caretakers  and  society.  In  the  latter 
half  of  the  1 9th  century,  “The  Society  for  the 
Prevention  of  Cruelty  to  Children”  was  found- 
ed in  London.  This  organization  brought  to 
light  the  gruesome  conditions  under  which 
children  were  forced  to  work  and  described 
various  forms  of  child  exploitation  that  ex- 
isted. Child  labor  laws  were  created  to  protect 
children  mistreated  in  the  workplace  and  grad- 
ually, children’s  status  in  society  began  to 
improve. 

The  first  description  of  “child  abuse”  in  the 
medical  literature  appeared  in  the  late  1800s.1 
The  subject  gained  little  attention,  however, 
for  nearly  100  years.  In  the  early  1960s,  child 
abuse  became  a popular  topic  in  the  medical 
literature  and  lay  press,  when  Kempe  and  asso- 
ciates2 coined  the  emotional  phrase,  “the  bat- 
tered child  syndrome.”  Their  “landmark 
article”  generated  renewed  interest  in  and 
focused  public  attention  on  the  plight  of 
abused  children.  In  1962,  the  Children’s  Bu- 
reau, a division  of  the  U.S.  Department  of 
Health  Education  and  Welfare,  initiated  an 
effort  to  standardize  child  abuse  reporting  in 
the  United  States.  They  proposed  a “model 
law”  to  assist  states  in  generating  their  own 
individual  reporting  legislation.3  By  1968,  the 


* Department  of  Emergency  Medicine,  Richland  Memo- 
rial Hospital,  5 Richland  Medical  Park,  Columbia,  S.  C. 
29203. 


last  of  the  50  United  States  had  enacted  formal 
child  abuse  reporting  laws.4 

DEFINITION 

Child  abuse  may  take  many  forms  and  often 
several  coexist.  For  conceptual  convenience, 
child  abuse  may  be  divided  into  two  general 
categories,  abuse  and  neglect.  (Table  1).  Abuse 
refers  to  acts  of  commission  by  those  entrusted 
with  the  care  of  a child  resulting  in  physical  or 
emotional  injury.  Neglect  denotes  acts  of  omis- 
sion with  similar  harmful  consequences. 

INCIDENCE 

The  true  incidence  of  child  abuse  in  the 
United  States  is  unknown.  Published  estimates 
vary  widely  and  range  from  500,000  to  over 


TABLE  1 
CHILD  ABUSE 

Abuse  Physical  abuse 

Sexual  abuse  and  exploitation 
Emotional  and  mental  abuse 
Medical  abuse* 

Intentional  poisoning 

Neglect  Physical  neglect 

Emotional  and  supervisional  neglect 
Nutritional  neglect 
Educational  neglect 
Medical  neglect 


* Medical  abuse  (“Munchaussen’s  disease  by  proxy”)  is  a 
form  of  child  abuse  in  which  the  child  suffers  from 
factitious  illness  induced  by  the  parents. 
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four  million  cases  per  year.4  Many  authors 
speculate  that  the  estimates,  while  far  in  excess 
of  the  cases  annually  reported,  still  fail  to  accu- 
rately gauge  the  magnitude  of  the  problem. 

REPORTING 

The  statute  governing  child  abuse  reporting 
in  South  Carolina  is  fashioned  after  the  “model 
law”  proposed  by  the  Children’s  Bureau.  It 
stipulates  that  anyone  in  the  health  care  profes- 
sion who  suspects  that  a child  may  be  abused 
or  neglected  must  make  certain  that  the  proper 
child  protective  services  are  notified: 

“Any  physician,  nurse,  dentist,  optometrist, 
medical  examiner  or  coroner,  or  any  other 
medical,  mental  health,  or  allied  health  pro- 
fessional, Christian  Science  practitioner,  re- 
ligious healer,  schoolteacher  or  counselor, 
social  or  public  assistance  worker,  child  care 
worker  in  any  day  care  center  or  child  caring 
institution,  police  or  law  enforcement  officer 
or  any  judge  having  reason  to  believe  that  a 
child’s  physical  or  mental  health  or  welfare 
has  been  or  may  be  adversely  affected  by 
abuse  or  neglect  is  required  to  report  or  cause 
a report  to  be  made  in  accordance  with  this 
section.”  (South  Carolina  Child  Protection 
Act  of  1984:  Sec  20-7-510.) 

Failure  to  comply  with  the  above  statute 
carries  criminal  as  well  as  civil  consequences. 
Further,  the  law  provides  immunity  from  lia- 
bility if  the  report  is  “ made  in  good  faith.” 
Each  year  over  one  million  cases  of  sus- 
pected child  abuse  are  reported  in  the  United 
States.5  In  South  Carolina,  over  16,000  cases  of 
suspected  abuse  are  reported  annually.6  The 
state  office  of  Child  Protective  Services  in  Co- 
lumbia is  charged  with  the  responsibility  of 
compiling  and  analyzing  child  abuse  reporting 
statistics. 

In  1975  there  were  1,927  cases  of  suspected 
child  abuse  reported  in  South  Carolina.  During 
the  10  years  that  followed,  an  annual  increase 
of  1 5%  led  to  a peak  volume  of  1 7,544  cases  in 
1985  (Fig.  1).  In  1986  and  1987,  the  numbers 
remained  stable.  Despite  the  increase  in  re- 
ported cases  over  the  decade,  the  indication 
rate  (the  percentage  of  cases  confirmed  by  in- 
vestigators) has  remained  30%.  The  rise  in 
cases  reported,  therefore,  is  closely  paralleled 
by  an  upswing  in  confirmed  cases.  Still  over 


FigL  Annual  Number  of  Suspected  and  Confirmed  Child  Abuse  Cases 
in  South  Carolina  Between  1975  and  1987 
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60%  of  all  reports  of  presumed  child  abuse 
cannot  be  conclusively  substantiated. 

In  South  Carolina,  three  categories  of  child 
abuse  account  for  three-fourths  of  all  the  re- 
ported cases  of  suspected  abuse  (Fig.  2).  These 
include  physical  abuse,  sexual  abuse  and  phys- 
ical neglect.  The  other  six  recording  categories, 
medical  neglect,  lack  of  supervision,  threat  of 
harm,  mental  injury,  educational  neglect  and 
abandonment,  account  for  the  remainder. 

The  county  distribution  of  child  abuse  cases 
reported  and  confirmed  in  South  Carolina  in 
1987  is  presented  in  Table  2.  As  expected,  the 
counties  with  the  greatest  proportion  of  the 
population  report  the  most  cases.  Greenville, 
Charleston  and  Richland  counties  account  for 
a quarter  of  all  the  reported  cases  but  every 
county  in  the  state  is  represented.  The  con- 
firmed cases  numbered  4,675;  an  indication 
rate  of  28%,  similar  to  the  established  trend  of 
30%.  This  period’s  demographic  data  are  also 
presented  in  the  table. 


Fig  2.  Distribution  of  51,000  Reported  Child  Abuse  Cases 
in  South  Carolina  Between  1985  and  1988. 
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TABLE  2 

COUNTY  DISTRIBUTION  OF  CHILD  ABUSE  CASES  REPORTED— 1986-1987 


Total 

Number  of 
Reports 

Total 

Indicated 

Cases 

Sexual 

Abuse 

Physical 

Abuse 

Physical 

Neglect 

Mental 

Injury 

Medical 

Neglect 

Educa- 

tional 

Neglect 

Lack  of 
Super- 
vision 

Threat  of 
Harm 

Aban- 

don- 

ment 

1 Abbeville 

114 

44 

10 

20 

73 

0 

4 

5 

1 

0 

1 

2 Aiken 

971 

239 

203 

327 

326 

69 

75 

26 

29 

90 

3 Allendale 

109 

25 

10 

20 

59 

1 

8 

5 

2 

4 

4 Anderson 

471 

150 

106 

150 

179 

8 

47 

11 

32 

58 

5 Bamberg 

92 

28 

22 

14 

37 

3 

9 

3 

1 

1 

2 

6 Barnwell 

137 

44 

22 

28 

78 

0 

3 

0 

0 

6 

7 Beaufort 

338 

118 

43 

104 

163 

9 

25 

26 

1 

2 

2 

8 Berkeley 

739 

111 

106 

211 

197 

17 

59 

17 

52 

69 

6 

9 Calhoun 

53 

21 

11 

14 

12 

1 

7 

3 

6 

3 

1 

10  Charleston 

1319 

256 

223 

423 

541 

7 

77 

48 

117 

281 

11  Cherokee 

171 

34 

19 

47 

69 

5 

19 

10 

1 

12 

12  Chester 

220 

80 

20 

66 

61 

11 

23 

18 

59 

57 

13  Chesterfield 

242 

80 

30 

66 

123 

14 

24 

11 

9 

18 

2 

14  Clarendon 

74 

39 

17 

25 

16 

1 

5 

2 

6 

1 

1 

15  Colleton 

372 

105 

42 

68 

150 

29 

16 

9 

15 

33 

7 

16  Darlington 

346 

56 

63 

78 

111 

11 

38 

14 

19 

25 

1 

17  Dillon 

282 

91 

9 

20 

26 

2 

11 

4 

15 

16 

2 

18  Dorchester 

400 

87 

70 

149 

148 

60 

29 

25 

12 

27 

10 

19  Edgefield 

85 

32 

13 

30 

31 

6 

5 

2 

1 

7 

20  Fairfield 

96 

20 

16 

22 

27 

0 

8 

5 

10 

7 

1 

21  Florence 

569 

271 

71 

120 

267 

4 

30 

22 

48 

7 

22  Georgetown 

168 

50 

19 

37 

59 

0 

17 

4 

13 

13 

3 

23  Greenville 

1864 

479 

274 

465 

812 

36 

83 

88 

59 

364 

24  Greenwood 

207 

72 

37 

66 

97 

1 

20 

4 

11 

15 

25  Hampton 

115 

33 

22 

30 

58 

4 

9 

10 

0 

6 

26  Horry 

589 

118 

111 

162 

211 

4 

13 

27 

7 

39 

10 

27  Jasper 

84 

29 

6 

15 

44 

1 

10 

5 

4 

2 

28  Kershaw 

207 

25 

26 

63 

65 

2 

31 

2 

11 

7 

29  Lancaster 

449 

150 

58 

120 

176 

15 

39 

19 

134 

87 

30  Laurens 

189 

68 

40 

60 

43 

2 

7 

5 

18 

14 

31  Lee 

78 

28 

10 

16 

40 

5 

13 

2 

1 

3 

32  Lexington 

745 

191 

111 

238 

346 

18 

41 

16 

11 

346 

33  McCormick 

43 

13 

6 

5 

8 

1 

7 

0 

6 

7 

1 

34  Marion 

218 

83 

26 

58 

140 

3 

22 

3 

0 

0 

35  Marlboro 

202 

109 

13 

59 

75 

5 

23 

6 

0 

22 

36  Newberry 

62 

29 

10 

26 

15 

0 

1 

4 

3 

3 

37  Oconee 

279 

90 

44 

80 

106 

9 

4 

1 

21 

14 

38  Orangeburg 

392 

87 

46 

86 

201 

3 

33 

10 

9 

4 

39  Pickens 

316 

166 

38 

42 

31 

1 

4 

11 

37 

32 

40  Richland 

1305 

245 

141 

434 

527 

44 

113 

38 

79 

104 

41  Saluda 

107 

44 

22 

28 

46 

3 

15 

1 

13 

12 

4 

42  Spartanburg 

821 

257 

198 

192 

218 

5 

51 

66 

68 

17 

43  Sumter 

645 

176 

70 

111 

226 

2 

39 

6 

17 

11 

44  Union 

109 

49 

14 

. 32 

39 

3 

16 

5 

0 

0 

45  Williamsburg 

181 

54 

41 

48 

83 

4 

40 

11 

10 

43 

46  York 

365 

99 

42 

126 

65 

2 

35 

22 

56 

17 

TOTAL 

16,940 

4675 

2551 

4601 

6425 

431 

1208 

632 

1024 

1906 

54 
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RECOGNITION  AND  INTERVENTION 

Child  abuse  is  a spectrum  of  conditions. 
Injuries  may  be  relatively  minor  or  quite  se- 
vere in  nature.  Some  cases  may  be  obvious,  but 
more  often  they  are  subtle  and  easily  over- 
looked. An  astute  individual  with  a high  index 
of  suspicion  can  detect  the  lesser  forms  of  child 
abuse  and  intervene  before  there  is  an  oppor- 
tunity for  progression  to  occur.  Often,  children 
present  with  apparently  insignificant  injuries 
prior  to  suffering  serious  intentional  trauma. 
Of  all  children  presenting  with  minor  nonacci- 
dental trauma,  25%  of  them  will  suffer  subse- 
quent repeat  trauma  and  5%  will  eventually 
succumb  to  nonaccidental  death  without  ap- 
propriate intervention.7 

There  are  no  economic,  social  or  cultural 
boundaries  in  child  abuse.  All  children  are 
potential  victims  and  all  caregivers  potential 
perpetrators.  There  are,  however,  features 
which  identify  families  and  children  at  risk 
(Table  3).  The  importance  of  familiarity  with 
the  indicators  of  child  abuse  cannot  be  over- 
emphasized. It  is  essential  for  all  health  care 
professionals  to  know  the  signs  and  symptoms 
of  and  learn  the  risk  factors  for  child  abuse. 

Recognition  and  reporting  are  only  two  of 
the  important  responsibilities  of  the  health 
care  provider  who  suspects  child  abuse.  In  all 
cases,  the  care  and  protection  of  the  child  is  the 
first  priority.  This  includes,  but  is  not  limited 
to,  resuscitation  if  needed  and  eventual  hospi- 
tal admission.  Hospitalization  is  recom- 
mended for  all  suspected  victims  of  child  abuse 
regardless  of  injury  severity.  It  provides  the 
greatest  protection  for  the  child  and  impresses 
on  the  parents  the  seriousness  of  the  situation. 

Filing  a report  of  suspected  abuse  carries  a 
responsibility  to  communicate  directly  with 
the  child’s  parents  to  convey  to  them  your 
concerns  and  explain  your  duty  under  the  law. 
This  may  be  a difficult  task  but  it  cannot  be 
avoided.  The  child’s  private  physician  should 
always  be  notified  to  assist  in  the  child’s  care 
and  to  insure  appropriate  long-term  follow-up 
care.  Finally,  the  actual  report  must  be  filed. 
Often  this  may  be  accomplished  by  simply 
notifying  the  Department  of  Social  Services. 
Most  institutions  have  a social  worker  on  24- 
hour  call.  Meticulous  attention  to  detail  in 
documentation  is  strongly  advised.  The  de- 
partment of  medical  photography  can  often  be 


an  invaluable  asset. 

It  must  be  stressed  that  the  role  of  the  health 
care  team  is  to  attend  to  the  child  and  notify  the 
proper  authorities;  not  to  identify  or  punish 
the  guilty  party.  For  many  of  us,  these  cases  can 
be  quite  difficult  psychologically  and  evoke 
strong  emotions.  It  is  important  that  all  per- 
sonnel maintain  the  highest  degree  of  profes- 


TABLE  3 

CHILD  ABUSE: 
PREDISPOSING  FACTORS 

Susceptible  Child 

— The  product  of  an  unwanted  pregnancy 

— A child  who  is  perceived  as  a disappoint- 
ment by  the  parents  in  some  way  (i.e.,  handi- 
capped or  “wrong  sex”) 

— Lack  of  maternal  bonding  at  birth  (i.e.,  a 
premature  infant) 

— The  products  of  a multiple  birth 

— Age  less  than  4 years 

Parental  Factors 

— Often  abused  as  children 

— Inadequate  preparation  for  their  roles  as 
parents 

— Isolated  living  circumstances  (i.e.,  lack  of 
family  support) 

— Unreasonable  expectations  for  the  child 

— Poor  impulse  control 

— They  have  rigid  or  authoritarian  upbringing 
(i.e.,  religious  fundamentalist  or  military 
personnel) 

— Low  self  esteem 

— There  is  often  substance  abuse 

— There  may  be  marital  discordance 

— Psychiatric  illness 

— Aggressive  Psychopathology  may  be  present 

— New  liaisons  (i.e.,  single  or  divorced 
mother’s  new  boyfriend) 
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sionalism  and  objectivity.  It  is  helpful  to 
remember  that  in  some  cases,  the  person  who 
presents  with  an  abused  child  may  be  unaware 
that  the  child  has  suffered  intentional  injury. 
In  some  instances,  the  injuries  may  be  inflicted 
by  other  caregivers  without  the  parent’s 
knowledge. 

OBJECTIVE 

There  are  two  main  goals  in  reporting  sus- 
pected child  abuse.  The  first  is  to  protect  the 
child  and  in  many  cases,  the  siblings  from 
further  harm.  As  many  as  20%  of  siblings  of 
abused  children  are  also  in  some  way  vic- 
timized and  may  require  medical  attention.7 
The  second  objective  of  reporting  is  to  im- 
prove the  family  dynamics  and  preserve  the 
family  unit.  Contrary  to  what  might  be  ex- 
pected, most  families  can  safely  remain  to- 
gether. The  parents,  in  almost  all  cases,  will  be 
capable  of  providing  adequate  child  care  after 
receiving  comprehensive  intensive  therapy.7 
Ten  to  15%  of  families  may  require  long-term 
supervision  and  prolonged  family  therapy,  but 
only  2-3%  of  all  abused  children  will  need  per- 
manent placement.7 

SUMMARY 

Child  abuse  continues  to  be  a tremendous 
medical  and  social  problem  in  South  Carolina. 
Hundreds  of  children  are  injured  each  year  and 
some  are  killed.  Many  injuries  and  deaths 
could  have  been  prevented  with  timely  inter- 


vention. Unfortunately  the  vast  resources 
available  in  the  fight  against  child  abuse  are  of 
little  value  if  primary  health  providers  fail  to 
notify  the  appropriate  agencies.  Improve- 
ments in  education,  detection,  reporting  and 
intervention  are  the  only  effective  means  of 
reducing  the  morbidity  and  mortality  associ- 
ated with  child  abuse  and  helping  to  eradicate 
it  from  society.  □ 
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Osteoporosis  is  the  result  of  bone  loss  char- 
acterized by  decreased  mineral  mass  and  an 
enlarged  medullary  cavity.  Affecting  more 
than  six  million  estimated  victims'  and  more 
than  twice  as  many  females  as  males,  os- 
teoporosis is  associated  with  bone  atrophy,  de- 
creased bone  strength,  increased  fractures, 
impaired  ambulation  and  increased  pain  in 
populations  of  advanced  age.1 

Bone  mineral  loss  is  known  to  be  a primary 
etiological  factor  in  the  development  of  os- 
teoporosis. Mazess2  reported  that  bone  loss  in 
aging  females  from  age  30  or  35  years  occurs  at 
a rate  of  between  0.75%  to  1%  per  year.  Meno- 
pause appears  to  exacerbate  bone  loss,  perhaps 
at  a rate  as  high  as  2%  to  3%  per  year  from  onset 
until  five  years  after  menopause.3  This  loss 
occurs  primarily  on  the  endosteal  surface  while 
bone  width  appears  relatively  unchanged. 
Consequently,  women  may  ultimately  lose 
30%  or  more  of  their  bone  mineral  mass  by  age 
70  years.4 

In  sharp  contrast,  men  are  thought  to  lose 
bone  mass  at  a significantly  decreased  rate, 
perhaps  as  low  as  0.4%  per  year  beginning  at 
age  50  years.2  Research  suggests  that  the  loss  of 
bone  mineral  mass  generally  does  not  appear 
symptomatic  in  males  until  age  80  years  or 
beyond. 

It  is  known  that  increased  bone  mineral 
mass  is  positively  correlated  with  increased 
bone  strength,  while  decreased  bone  mass  is 
associated  with  a higher  incidence  of  weakness 
and  fracture.5  For  example,  Chalmers  and  Ho6 
reported  the  rate  of  hip  fracture  in  a population 
of  70-year-old  women  was  50  times  higher  than 


* Patients  in  this  study  were  evaluated  and  treated  at  the 
Pain  Therapy  Centers  of  Greenville  (Greenville  Hospi- 
tal System),  Columbia  (Richland  Memorial  Hospital), 
and  Florence  (Bruce  Hospital  System),  S.  C. 

**  Address  correspondence  to  Dr.  Tollison  at  the  Pain 
Therapy  Centers,  Greenville  General  Hospital,  100 
Mallard  Street,  Greenville,  S.  C.  29601. 


that  of  a matched  population  of  40-year-old 
females.  Bauer’s5  research  in  the  epidemiology 
of  fracture  in  an  aged  population  revealed  that 
54-year-old  females  suffered  a rate  of  fracture 
in  the  distal  radius  that  was  seven  times  higher 
than  that  of  40-year-old  women. 

The  etiology  of  bone  loss  ultimately  leading 
to  osteoporosis  involves  numerous  factors,  in- 
cluding hormonal,  nutritional,  genetic  and  me- 
chanical forces.  Muscular  contraction,  when 
increased  or  decreased,  is  considered  a primary 
mechanical  force  affecting  bone  structure  and 
geometric  characteristics.3  A variety  of  investi- 
gators8'10 have  reported  that  certain  physical 
activities,  such  as  sports  and  physical  labor, 
generate  in  participants  a local  adaptive  re- 
sponse specific  to  the  activity. 

This  paper  will  review  some  of  the  current 
research  on  bone  atrophy  and  hypertrophy  as  a 
result  of  physical  activity  and  exercise. 

PHYSICAL  INACTIVITY  VERSUS 
PHYSICAL  ACTIVITY 

The  effects  on  bone  mineral  content  of  phys- 
ical inactivity  have  concentrated  on  the  influ- 
ence of  weightlessness,  immobilization  and 
loss  of  muscle  function.  For  example,  astro- 
nauts in  several  of  the  early  Gemini  space 
flights  demonstrated  small  but  significant  bone 
mineral  loss.11  Other  investigations  have  re- 
ported negative  calcium  balance  and  decreased 
bone  mineral  content  in  immobilized  bedrest 
subjects.  Donaldson,  et.al.12  investigated  the 
effects  of  prolonged  physical  inactivity  on 
bone  mineral  in  a study  of  three  young  male 
subjects  confined  to  bedrest  for  36  weeks.  Re- 
sults indicated  a 39%  reduction  in  bone  min- 
eral content  as  measured  by  photon  absorp- 
tionmetry.  Rambaut,  et.al.,13  in  a comparative 
study  of  direct  methods  of  bone  mineral  mea- 
surement, reported  an  average  bone  mineral 
loss  of  1.1%  per  week  in  eight  subjects  immo- 
bilized for  24  weeks. 
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The  research  above  is  consistent  with  clini- 
cal opinion  and  suggests  that  physical  inac- 
tivity results  in  bone  loss.  However,  if  an 
association  exists  between  physical  inactivity 
and  bone  atrophy,  then  it  is  logical  to  expect 
bone  hypertrophy  in  subjects  participating  in 
consistent  physical  activity.  A review  of  the 
literature  would  appear  to  substantiate  this  as- 
sumption, both  in  younger  and  older  sampled 
populations. 

Watson14  assessed  bone  mineral  in  the  arms 
of  young  baseball  pitchers.  In  a study  of  203 
pitchers  between  the  ages  of  eight  and  1 9 years, 
he  found  a significant  bone  mineral  increase  in 
the  humerus  of  the  dominant  versus  nondomi- 
nant arms.  Jones,  et.al.4  investigated  bone  di- 
ameter and  cortical  thickness  in  the  humeri  of 
the  nondominant  and  dominant  arms  of  pro- 
fessional tennis  players  and  discovered  a cor- 
tical thickness  hypertrophy  in  the  dominant 
arms  of  34.9%  of  the  males  and  28.4%  of  the 
females.  In  an  older  population,  Dalen  and 
Olsson3  reported  significantly  greater  bone 
mineral  content  of  20%  in  both  the  femur  and 
humerus  of  50  to  59-year-old  cross-country 
runners  compared  with  controls  of  similar  age, 
height  and  weight.  In  a study  similar  to  that  of 
Jones,  et.al.,4  Montoye,  et.al.7  utilized  both 
photon  absorptionmetry  and  x-ray  to  evaluate 
bone  mineral  status  of  dominant  and  non- 
dominant arms  of  an  older  tennis  playing  pop- 
ulation. Sixty-one  male  tennis  players  with  an 
average  age  of  64  years  and  an  average  length  of 
tennis  participation  of  40  years,  participated  in 
the  study.  Results  of  absorptionmetry  indi- 
cated a 7.9%  hypertrophy  of  the  dominant  ra- 
dius and  a 13%  increase  in  the  dominant 
humerus  as  compared  to  the  nondominant 
arm.  Huddleston,  et.al.15  assessed  the  domi- 
nant versus  nondominant  arms  of  35  male 
tennis  players  over  the  age  of  70  years.  Tennis 
participation  ranged  from  25  to  72  years.  Re- 
sults indicated  an  1 1 .4%  increase  in  mean  bone 
mineral  mass  of  the  dominant  arm. 

The  results  of  research  appear  to  support  the 
hypothesis  that  bone  mineral  response  and  hy- 
pertrophy are  locally  controlled  and  respond  to 
physical  activity  and  exercise.  More  impor- 
tantly, age  does  not  appear  to  particularly  limit 
the  benefits  of  physical  activity.  Assuming  the 
accuracy  of  this  hypothesis,  a question  which 
naturally  arises  is  the  length  and  intensity  of 


exercise  required  to  maintain  bone  tissue  in  a 
population  of  advanced  age.  The  investigation 
that  most  closely  addresses  this  question  was 
performed  in  1981  by  Smith,  et.al.16  In  this 
study  of  30  women  with  a mean  age  of  84  years, 
18  subjects  served  as  controls  and  12  women 
participated  in  an  exercise  program  for  three 
years.  Subjects  in  the  two  groups  were  matched 
on  the  basis  of  age,  weight  and  degree  of  am- 
bulation. The  control  group  made  no  signifi- 
cant changes  in  their  daily  activities  during  the 
study  while  the  experimental  group  partici- 
pated in  a supervised  exercise  program  for  30 
minutes  per  day,  three  days  per  week,  for  three 
years.  The  exercises  developed  for  the  study 
were  all  designed  to  be  performed  while  sitting 
in  a chair.  Measurement  of  bone  mineral  con- 
tent and  width  of  the  distal  radius  was  made  by 
photo  absorptionmetry  1 0 times  during  the  36- 
month  study.  The  purpose  of  the  study  was  to 
specifically  assess  whether  physical  exercise 
would  significantly  slow  bone  mineral  loss 
and/or  increase  bone  mineral  content  in  a pop- 
ulation of  older  women. 

Results  of  the  three-year  study  indicated  that 
the  exercise  group  demonstrated  a 2.29%  gain 
in  the  percent  of  mineral  content  while  the 
control  group  had  a content  loss  of  3.28%.  The 
exercise  group  also  demonstrated  a 1.71%  gain 
in  bone  mineral/width  during  the  36-month 
study  while  the  control  group  had  a 2.59% 
width  loss. 

DISCUSSION  AND  CONCLUSIONS 

The  role  of  physical  exercise  in  the  treatment 
of  osteoporosis  has  yet  to  be  unequivocally 
defined.  However,  a number  of  researchers, 
including  Smith,  et.al.16  and  Aloia,  et.al.,17 
have  reported  that  physical  exercise  increases 
bone  mineral  content  in  exercise  participants. 
Smith,  et.al.16  substantiated  the  increase  in 
bone  mineral  content  in  older  women  par- 
ticipating in  a three  times  per  week  exercise 
regimen,  while  Aloia,  et.al.22  demonstrated 
that  bone  loss  in  younger  women  can  be  pre- 
vented by  physical  exercise. 

While  physical  exercise  is  but  one  of  many 
factors  influencing  osteoporosis,  research  doc- 
uments the  effects  of  physical  activity  on  bone 
and  appears  to  establish  the  potential  for  reg- 
ular physical  exercise  in  the  prevention  and 
management  of  osteoporosis.  □ 
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Announcing 
Physician  Practice 
Opportunity  on 
Hilton  Head 
Island 

Please  send 
inquiries  and  CVs  to: 


Medical  Development  Associates 

17  Ellenita  Drive 

Hilton  Head  Island,  S.  C.  29926 


We  are  presently  staffing  a Medical- 
Surgical  center  on  Hilton  Head  Island, 
South  Carolina.  We  are  interested  in 
Board  Certified  physicians  in  the  fol- 
lowing disciplines: 

ENT,  Plastic  Surgery,  Urology, 
Orthopedics  and  Sports  Medicine, 
Oncology,  Pathology,  Cardiology, 
Internal  Medicine,  Radiology  and 
Family  Practice 

General  Surgery  and  Anesthesia  are 
covered  at  present,  but  further  open- 
ings are  anticipated  in  the  future. 

Physician  participation  in  the  project 
will  be  encouraged. 
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COMBINED  PHARMACOLOGIC  AND 
EXERCISE  STRESS  MYOCARDIAL 
SCINTIGRAPHY:  A PRACTICAL  METHOD  FOR 
ASSESSMENT  OF  POTENTIAL  CARDIAC 
ISCHEMIA  IN  PATIENTS  WITH  LIMITED 
EXERCISE  CAPACITY 

JEFF  Z.  BROOKER,  M.D.* 


Exercise  electrocardiography  has  been  a 
time-honored,  though  imperfect,  clinical  tool 
for  the  evaluation  of  patients  suspected  of  har- 
boring clinically  significant  coronary  artery 
disease.  Problems  with  sensitivity  and  specif- 
icity of  this  method  and  the  increasing 
awareness  of  the  influence  of  prior  probability 
of  the  disease  on  the  predictive  value  of  the  test 
have  stimulated  a continuing  search  for  other 
noninvasive,  feasible  and  accurate  methods  of 
determining  the  presence  and  severity  of  coro- 
nary artery  disease  in  suspect  populations.1 
Exercise  thallium-201  scintigraphy  combined 
with  electrocardiographic  monitoring  offered 
an  apparent  improvement  in  the  sensitivity 
and  specificity  of  the  noninvasive  exercise  ap- 
proach to  the  problem.  If  nothing  else,  it  al- 
lowed the  observation  of  two  variables  to 
measure  ischemia:  ST  segment  response  from 
the  EKG  and  the  evaluation  of  scintigraphic 
defects  and,  if  present,  whether  they  were  tran- 
sient or  fixed.2 

Although  these  studies  have  been  very  help- 
ful in  the  evaluation  of  large  numbers  of  pa- 
tients, there  are  still  imperfections  and 
limitations  which  are  intrinsic  to  the  method 
and  which  relate  to  the  reliability  of  prediction 
from  the  results  as  a function  of  the  prevalence 
of  significant  coronary  disease  in  the  popula- 
tion tested.  This  paper  does  not  address  these 
limitations  intrinsic  to  the  method.  It  does 
propose  a workable  modification  of  the  testing 
protocol  to  allow  the  inclusion  for  evaluation 
of  more  disabled  patients  who  otherwise  could 
not  meet  criteria  of  attaining  adequate  heart 


* 1707  Brabham  Avenue,  Columbia,  S.  C.  29204. 


rate  or  double  product  (heart  rate  X systolic 
blood  pressure)  during  exercise  to  obtain  a 
valid  test  result  either  by  electrocardiography 
or  thallium  scintigraphy.  The  individuals  be- 
ing considered  are  those  who  have  major  lim- 
itations to  the  performance  of  walking 
exercise.  This  includes  patients  with  lower  ex- 
tremity amputation  or  other  orthopedic,  neu- 
rologic or  peripheral  vascular  limitations  to 
walking.  It  also  includes  patients  with  severe 
pulmonary  disease  with  dyspnea  at  rest  or  with 
minimal  effort  or  individuals  who  are  severely 
limited  by  age  and/or  multiple  medical  prob- 
lems in  general  but  in  whom  an  asessment  of 
ischemic  cardiac  risk  is  considered  important. 

A number  of  alternate  methods  of  stress 
electrocardiography  and  stress  thallium  myo- 
cardial imaging  have  been  proposed  in  the 
literature  for  this  cohort  of  individuals.  One 
approach  is,  of  course,  to  shift  the  exercise  to 
the  upper  extremities.  Hand  grip  isometrics 
and  various  arm  exercises  have  been  em- 
ployed.3 None  of  these  has  proved  to  be  ex- 
tremely satisfactory  for  a variety  of  reasons. 
Usually  a high  enough  heart  rate  or  double 
product  is  not  attained  with  upper  extremity 
activity  given  the  limitations  of  overall  health 
and  stamina  of  these  patients. 

Another  approach  has  been  to  increase  the 
heart  rate  by  right  atrial  pacing  rather  than  by 
any  form  of  exercise.4  Such  an  undertaking, 
however,  involves  adding  an  invasive  compo- 
nent and  is  fairly  cumbersome  and  expensive. 
Now  that  external  pacemakers  are  fairly  read- 
ily available,  this  form  of  heart  rate  control 
could  be  considered,  but  external  pacing  is 
uncomfortable  to  a fully  conscious  patient  and 
nonphysiologic  in  its  mechanism  of  heart  rate 
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increase  (produces,  in  effect,  ventricular  tachy- 
cardia). It  would  also  add  cost  by  virtue  of  the 
expense  of  the  electrodes  required  to  produce 
an  adequate  interface  between  the  machine 
and  the  patient. 

Intravenous  infusion  of  positive  intropic 
and  chronotropic  agents  has  been  proposed 
and  can  work.5  Again,  however,  this  alter- 
native is  time  consuming  and  requires  the 
presence  of  an  appropriately  trained  nurse, 
paramedical  observer  or  the  physician  himself 
for  safe  administration  of  the  stimulant 
throughout  the  infusion  time.  This  variation 
has  not  generally  caught  on. 

At  Providence  Hospital  in  Columbia,  S.  C., 
since  around  1986,  the  use  of  400  mg.  of  oral 
dipyridamole  tablets  as  a pharmacologic  dif- 
ferential stimulant  to  coronary  artery  flow  has 
been  the  preferred  approach  to  testing  this  sub- 
set of  functionally  impaired  patients  by  many 
of  the  cardiologists  who  practice  at  this  hospi- 
tal. The  use  of  the  drug,  which  incidentally  is 
not  at  the  time  of  this  writing  FDA-approved 
for  this  purpose,  has  been  helpful  but,  in  my 
judgment,  suboptimal  for  several  reasons. 

First,  in  the  English  cardiac  literature  the 
more  widely  reported  use  of  dipyridamole  for 
stress  myocardial  imaging  has  been  via  the 
intravenous  route  of  administration.  Intra- 
venous dosing  gives  a better  bolus  effect  and, 
therefore,  a greater  certainty  of  the  optimal 
time  window  for  injection  of  thallous  chloride. 
Dipyridamole  for  intravenous  use  is  restricted 
as  of  the  date  of  this  paper,  however,  and  this 
form  of  the  drug  has  not  been  available  at  this 
writing  to  Providence  or  to  most  hospitals  in 
South  Carolina.  Second,  the  intravenous  dose 
is  weight-adjusted.  The  oral  dose  recorded 
above  has  usually  been  given  without  regard  to 
the  patient’s  weight  and  size. 

Third,  though  dipyridamole  increases  coro- 
nary blood  flow  preferentially  in  normal  coro- 
nary arteries  compared  to  stenotic  ones,  it  does 
not  proportionately  increase  myocardial  de- 
mand for  increased  flow.6  The  extraction  frac- 
tion, therefore,  probably  falls.  Dipyridamole 
also  does  not  produce  a redirection  of  blood 
flow  away  from  the  splanchnic  viscera,  such  as 
the  stomach  or  the  large  bowel,  as  does 
exercise. 

Fourth,  the  duration  of  action  of  a large  dose 
of  oral  dipyridamole  often  carries  it  into  the 


time  of  acquiring  the  delayed  radionuclide  im- 
ages of  the  heart.7  Therefore,  the  interpretation 
of  the  redistribution  can  be  complicated  by 
uncertainty  as  to  the  lingering  influence  of  di- 
pyridamole action.  Fifth,  I have  observed  that 
the  prolonged  duration  of  action  of  a large  oral 
dose  of  dipyridamole  can  lead  to  late  attacks  of 
chest  pain  or  angina. 

METHODS 

I have  observed  that  in  most  physically  dis- 
abled patients,  even  the  elderly,  those  with 
severe  pulmonary  disease  or  lower  extremity 
dysfunction,  there  is  usually  some  residual 
walking  ability  available  to  them.  Also,  the 
author  has  extrapolated  to  this  application 
from  the  generalization  that  most  drugs  are 
more  rapidly  absorbed  by  the  oral  route  when 
taken  without  competition  from  food  or  other 
drugs  and  when  the  particle  size  of  the  drug  is 
very  small  (drug  predissolved  or  suspended 
before  swallowing). 

Over  the  last  two  years  or  so,  therefore,  I 
have  implemented  the  following  dipyridamole 
exercise  stress  protocol  for  testing  significantly 
exercise-  or  walking-impaired  patients  for  is- 
chemic heart  disease  in  whom  the  information 
was  felt  to  be  of  clinical  relevance. 

1 . The  patient  is  hydrated  at  home  or  in  the 
hospital  the  night  before  to  enhance  even- 
tual washout  of  the  isotope  from  the 
bladder. 

2.  No  medication  is  allowed  for  two  (2) 
hours  before  testing  and  food  and  caloric 
drinks  are  withheld  overnight.  The- 
ophylline, caffeine  and  diltiazem  are 
withheld,  if  possible,  for  24  to  36  hours 
before  testing.  Methylxanthine  deriva- 
tives neutralize  the  coronary  vasodilating 
properties  of  dipyridamole  and,  in  fact, 
these  preparations  are  used  as  antidote 
for  the  drug.8  The  half-life  of  theophylline 
is  3 to  9.5  hours  in  most  adults.  The  half- 
lives  of  caffeine  and  diltiazem  are  some- 
what shorter.9 

3.  Baseline  electrocardiograms  and  blood 
pressures  are  obtained  on  the  patient  as 
with  the  usual  stress  ECG  protocols. 

4.  Five  (5)  mg/kg  of  dipyridamole  is 
rounded  to  the  nearest  25  mg.  (range  200 
mg.-600  mg.)  crushed  and  dissolved-sus- 
pended  in  20-25  milliliters  of  vodka,  fla- 
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vored  and  administered  in  one  or  two 
swallows  to  the  patient.  The  time  is 
noted. 

4a.  When  the  intravenous  preparation 
becomes  available  the  intravenous 
dose  is  0.56  mg/kg  dissolved  in  40  ml 
of  0.9N  NaCl  and  infused  at  0.14 
mg/kg/min  for  four  (4)  minutes. 

5.  Serial  blood  pressures  and  electrocar- 
diograms are  recorded  at  ten  (10)  minute 
intervals  for  forty  (40)  minutes  after  the 
oral  drug  or  they  are  recorded  with  the 
onset  of  symptoms  or  ST  segment 
changes  felt  to  represent  cardiac  ischemia 
if  a clinical  or  electrocardiographic  end- 
point occurs  earlier. 

6.  Forty  to  forty-five  (40-45)  minutes  post 
oral  dipyridamole  or  six  (6)  minutes  fol- 
lowing the  intravenous  dose  the  patient  is 
exercised  on  the  treadmill  at  whatever 
level  he  or  she  can  tolerate  from  as  low  as 
1 mph,  0%  grade  to  standard  stage  I of  the 
Bruce  protocol  for  as  long  as  the  patient 
and/or  the  physician  feels  is  appropriate. 
Injection  of  2.5mCi  of  thallium-201  is 
made  one  (1)  minute  or  so  before  stop- 
ping exercise.  Observations  of  clinical 
response,  blood  pressure  level  and  elec- 
trocardiographic appearance  is  per- 
formed in  the  usual  fashion  for  stress 
electrocardiographic  testing. 

7.  Three  (3)  minutes  of  recovery  observa- 
tion with  blood  pressure  sampling  at  least 
once  during  the  three-minute  interval 
and  electrocardiographic  recordings  at 
one-minute  intervals  are  carried  out  with 
the  patient  sitting  or  supine  depending 
upon  the  patient’s  blood  pressure  and 
clinical  status  post  exercise. 

8.  Scanning  is  then  performed  with  the 
gamma  camera  in  three  (3)  planar  views 
(45°  LAO,  65°  LAO  and  AP)  or  by 
SPECT  techniques  as  with  the  usual  pro- 
tocol. The  patient  is  supine  throughout 
this  time  and  scanning  is  completed  in 
less  than  30  minutes  post  exercise  and 
within  80  minutes  post  oral  dipyridamole 
or  45  minutes  post  intravenous 
dipyridamole. 

9.  Reversal  of  dipyridamole  post  initial 
scanning  is  then  accomplished  by  having 
the  patient  drink  one  or  more  cups  of 


caffeinated  coffee  (estimate  70-80  mg.  of 
caffeine  per  cup).10  Aminophyllin  100 
mg.  to  200  mg.  in  100  ml.  of  D5W  for 
intravenous  use  is  also  available  as  a 
“staf  ’ antidote  in  the  event  of  alarming 
chest  pain,  clinical  findings  or  electrocar- 
diographic changes  felt  to  represent  isch- 
emia or  hemodynamic  intolerance  to  the 
dipyridamole  load.8 

DISCUSSION 

The  advantages  of  this  modification  over- 
come many,  but  not  all,  of  the  limitations  ob- 
jected to  in  the  protocol  in  which  a standard 
400  mg.  of  oral  dipyridamole  tablets  is  given 
without  considering  the  patient’s  size,  without 
any  subsequent  exercise  and  without  any  delib- 
erate termination  of  dipyridamole  action  fol- 
lowing the  intial  imaging.  The  crushed  oral 
dipyridamole  is  likely  absorbed  more  rapidly 
and  predictably  than  the  oral  whole  tablets 
though  absorption  is  still  variable  with  regard 
to  time  and  completeness.7  The  intravenous 
administration  of  the  drug  should  help  stan- 
dardize this  variable. 

The  dose  is  adjusted  to  the  size  of  the  patient 
to  give  a more  uniform  effect  from  patient  to 
patient,  at  least  to  the  extent  that  there  is  a dose 
response  relationship,  than  would  a single  dose 
for  all  sizes  of  patients.  The  addition  of  even  a 
small  amount  of  exercise  usually  increases 
heart  rate  further  than  that  obtained  by  admin- 
istering oral  dipyridamole  alone  and  has  the 
added  advantage  of  decreasing  drug  side  effects 
such  as  lightheadedness  and  relative  hypoten- 
sion from  the  bolus  of  dipyridamole.  It  also 
reduces  the  splanchnic  uptake  and  increases 
myocardial  oxygen  demand.  This  net  effect 
results  in  improved  myocardial  image  quality 
or  density  of  cardiac  isotope  when  compared 
with  previous  technique  of  administering  only 
the  fixed  dose  of  dipyridamole  in  the  non- 
crushed  tablets  without  exercise.  (See  figures. 
The  thalium  scan  reproductions  were  chosen 
from  studies  on  men  of  nearly  the  same  age, 
body  size  and  habitus.) 

By  using  the  crushed,  dissolved  oral  dose  of 
dipyridamole  and  by  cutting  off  the  effect  of 
the  dipyridamole  with  coffee  (caffeine),  the  use 
of  intravenous  drugs  is  eliminated  insofar  as 
potential  provocation  of  ischemia  and  admin- 
istration of  the  antidote  is  concerned  in  the 


March  1990 


145 


STRESS  MYOCARDIAL  SCINTIGRAPHY 


FIGURE  1.  Usual  Providence  Protocol:  Patient  received 
400  mg.  of  oral  dipyridamole  tablets,  no  exercise  and  no 
antidote.  Note  the  low  target  to  background  ratio  and  the 
similarities  of  cardiac  isotyope  density  from  stress  to  de- 
layed images. 


t ft 

m ■ 

REDISTRI 

FIGURE  2.  Proposed  Protocol:  Patient  received  400  mg. 
of  dissolved-suspended  dipyridamole,  then  exercised.  He 
drank  coffee  before  the  delayed  scans.  Note  the  improved 
target  to  background  uptake  and  the  clear  change  in  isotope 
density  and  redistribution  in  the  delayed  images. 
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vast  majority  of  instances.  A nurse  or  physi- 
cian, therefore,  is  not  required  to  administer 
either  the  drug  or  the  antidote.  More  impor- 
tantly, cutting  off  the  dipyridamole  effect  after 
the  initial  scans  have  been  acquired  reduces 
the  likelihood  of  the  patient’s  having  a late 
attack  of  iatrogenic  ischemia  and  removes  the 
doubt  as  to  the  persistence  of  dipyridamole 
effect  in  interpretation  of  the  delayed  or  re- 
distribution thallium  images. 

This  method  using  the  crushed,  dissolved 
oral  dipyridamole  does  not  overcome  all  the 
uncertainty  regarding  dipyridamole  absorp- 
tion and  peak  action  and  does  not  eliminate 
the  time  delay,  when  using  the  oral  route,  be- 
tween dose  administration  and  imaging.  The 
intravenous  form  of  the  drug  will  greatly  re- 
duce these  concerns.  The  presence  of  a physi- 
cian or  an  appropriately  trained  paramedical 
attendant  is  required  for  the  safe  implementa- 
tion of  the  study  with  the  treadmill  exercise 
added  to  the  oral  dipyridamole  stimulation 
and  will  be  for  intravenous  administration  of 
dipyridamole  as  well. 

Finally,  this  method  is  valuable  mainly  be- 
cause it  extends  the  application  of  stress  testing 


to  a subset  of  patients  who  are  in  need  of 
evaluation  of  their  risk  from  an  ischemic  car- 
diac event  who  could  not  otherwise  be  so 
screened.  Similar  methods  have  been  safely 
implemented  as  reported  in  the  literature  and  I 
have  thus  far  observed  no  fatalities,  myocar- 
dial infarctions  or  major  disturbances  of  car- 
diac rhythm  in  this  subset  of  patients  tested 
with  this  protocol.  This  protocol  does  not  elim- 
inate inherent  weaknesses  in  the  method  of 
exercise  electrocardiography  and  thallium 
myocardial  imaging,  however,  and  should  be 
used  in  an  appropriate  context. 


SUMMARY 

A protocol  for  dipyridamole  exercise  stress 
testing  with  myocardial  thallium  scintigraphy 
has  been  used  successfully  for  the  evaluation  of 
exercise  or  walking-impaired  patients.  □ 
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MRI  UPDATE 


Figure  1 


Clinical  information: 

This  is  a 69-year-old  male  who  is 
unable  to  abduct  his  right  arm 
and  who  has  difficulty  extending 
his  arm.  This  is  associated  with 
right  shoulder  pain. 

FINDINGS:  Figure  1 is  a proton 
density  image  in  the  coronal 
plane  of  the  right  shoulder. 

There  is  degenerative 
hypertrophy  of  the  right 
acromioclavicular  joint  with  a 
prominent  inferior  projecting 
osteophyte  (A).  A roughly  linear 
area  of  low  signal  intensity 
inferior  to  the  right  distal  clavicle 
represents  the  medial  aspect  of 
the  rotator  cuff  (labeled  B).  A thin 
linear  structure  of  low  signal 
intensity  superior  to  the  right 
humeral  head  (labeled  C) 
represents  the  lateral  portion  of 
the  rotator  cuff.  Figure  2 is  a 
T2-weighted  image  again 
demonstrating  the  inferior 
projecting  osteophyte  from  the 


Figure  2 


acromioclavicular  joint  (A)  and 
the  components  of  the  torn 
rotator  cuff  (labeled  B and  C)  as 
previously  described.  Increased 
signal  intensity  material  between 
the  torn  portions  of  the  rotator 
cuff  represents  joint  fluid  lying 
both  within  the  joint  space  and 
in  the  subacromial  bursa.  Image 
#3  is  a partial  flip  angle  image 
which  is  sensitive  for 
T2-weighting.  This  exhibits 
increased  signal  intensity  in  the 
immediate  region  of  the  rotator 
cuff  tear  as  well  as  extending 
lateral  over  the  right  humeral 
head.  The  level  of  this  slice  is 
slightly  anterior  to  figures  1 and 
2 and  the  increased  signal 
intensity  material  represents 
joint  fluid  extending  over  the 
right  humeral  head  into  the 
subdeltoid  bursa. 

The  MR  images  demonstrate 
complete  disruption  of  the 
rotator  cuff  which  may  be  due  to 
an  acute  injury  or  possibly  due  to 


Figure  3 


chronic  entrapment  of  the 
rotator  cuff  by  the  degenerated 
right  acromioclavicular  joint. 

COMMENT:  MR  imaging  is  the 
only  modality  capable  of  directly 
visualizing  and  differentiating 
the  various  soft  tissue 
components  of  the 
musculoskeletal  system.  Only 
CT  arthrography  approaches  this 
degree  of  accuracy  in  the 
detection  of  rotator  cuff  tears, 
however  CT  arthrography  like  its 
cousin,  routine  shoulder 
arthrography,  is  invasive  and 
requires  injection  of  contrast  into 
the  shoulder  joint.  MR  is  the 
imaging  modality  of  choice  in 
the  initial  evaluation  of  soft 
tissue  injuries  of  the  shoulder 
joint  with  routine  or  CT 
arthrography  reserved  for  those 
patients  on  whom  the  MR  study 
was  indeterminate. 
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MEDICARE 

UPDATE 

Reminder: 

Effective  October 

If 

ohvsician 

offices  will  be 

reouired 

to  submit  unassigned 

and 

assigned 

claims  for  their 

patients . 

Physician  office  laboratory  regulations  have  not  yet  been 
published;  however,  the  AMA  has  reviewed  a draft  copy  of 
regulations.  The  February  16,  1990  AM  News  reported  that  the 
draft  regulations  require  a physician  to  personally  review  and 
initial  all  test  results  if  such  tests  as  cholesterol  screens 
(qualitative  and  semi-qualitative  determinations)  and  whole 
dipstick  method  of  glucose  screens  are  performed  in  the 
physician's  office.  The  draft  regulations  also  require  that  all 
abnormal  screening  test  results  for  previously  undiagnosed 
conditions  be  confirmed  in  a Level  II  certified  lab. 

The  SCMA  has  reviewed  an  advance  copy  of  the  February/March  1990 
(MA-05-0290)  Medicare  Advisory.  Please  note  that  the  first  item 
on  this  advisory,  Rendering  Physician  Information,  simply  means 
that  any  assigned  claim  must  have  the  physician's  Medicare  number 
as  well  as  his  name  in  block  30?  or  if  multiple  rendering 
physicians  are  billing  on  the  same  claim  form,  then  the  rendering 
number  must  go  in  block  24-C. 

The  February,  1990  "Medicare  On-Line"  announced  a new  method  to 
bill  for  services  rendered  in  a Health  Manpower  Shortage  Area. 
This  change  was  required  by  the  new  BC/BS  computer  system  which 
was  mandated  by  HCFA.  If  you  have  trouble  billing  your  HMSA  code 
in  the  new  way,  Medicare  will  accept  temporarily  the  former 
billing  method  for  these  claims?  however,  there  may  be  some 
delay  in  payment.  All  efforts  should  be  put  forth  to  conform  to 
this  request. 

Medicare  is  no  longer  able  to  process  "account  numbers"  from  you 
because  the  new  HCFA-required  system  does  not  provide  for  this. 

Medicare  questions  should  be  directed  to  Barbara  Whittaker  at 
SCMA  Headquarters. 

14 2ND  SCMA  ANNUAL  MEETING 

If  you  have  not  already  done  so,  be  sure  to  preregister  for  the 
SCMA  Annual  Meeting  and  Scientific  Assembly  to  be  held  at  the 
Omni  Hotel  in  Charleston,  April  25  - 29,  1990.  Next  month's 
issue  of  The  Journal  will  be  devoted  solely  to  the  Annual  Meeting 


and  will  include  a complete  schedule  of  events,  a listing  of 
delegates  and  alternate  delegates,  and  those  reports  and 
resolutions  which  are  available  at  publication  deadline.  In 
addition,  special  guests  will  be  featured. 

For  registration  forms  and  hotel  reservation  forms,  contact 
Debbie  Shealy  at  SCMA  Headquarters. 

FROM  THE  OFFICE  OF  LEGAL  AFFAIRS 


Infectious  Waste:  Standards  for  Disposal  of  "Sharps" 

It  has  come  to  our  attention  that  several  private  companies  have 
recently  contacted  physicians  offering  products  designed  to 
'•properly"  dispose  of  sharps.  The  following  information  is 
provided  to  make  SC  physicians  aware  of  the  current  legal 
requirements  for  the  disposal  of  sharps. 

On  June  8,  1989,  a new  law  went  into  effect  establishing  the 

proper  methods  for  disposal  of  infectious  waste. 

Physicians  generating  less  than  50  pounds  of  infectious  waste  per 
month  are  exempt  from  most  of  the  provisions  of  the  new  law. 
However,  physicians  must  dispose  of  sharps  by  placing  them  in 
rigid  puncture-resistant  containers  before  disposing  of  them  as 
solid  waste.  Nothing  more  is  required  for  the  proper  disposal  of 
sharps . 

In  the  near  future,  DHEC  will  issue  regulations  concerning  the 
disposal  of  cultures,  human  blood  and  blood  products. 
Additionally,  the  regulations  will  provide  a procedure  for 
registration  of  physicians  as  infectious  waste  generators. 

Direct  questions  on  this  subject  to  Steve  Williams  at  SCMA 
Headquarters . 

AMA  LEGISLATIVE  AND  REGULATORY  ACTIVITIES 

The  AMA  has  identified  legislative  and  regulatory  activities 
centered  on  physician  reimbursement  reform  and  RBRVS 
implementation  as  some  of  16  areas  of  professional  concern  which 
will  require  major  involvement  by  the  AMA  and  the  federation 
during  the  second  session  of  the  101st  Congress. 

Key  elements  tied  to  reimbursement  reform  will  be  Medicare  Volume 
Performance  Standards  (MVPS) , "overpriced"  procedures,  maximum 
allowable  actual  charges  (MAACs)  and  mandated  assignment.  In 
assessing  the  current  national  legislative  environment,  the  AMA 
concluded  that  the  following  legislative  and  regulatory  issues 
also  will  need  significant  attention:  quality  of  care,  including 

practice  parameters,  volume/utilization  and  PRO/utilization 
review;  strengthening  the  US  health  care  system,  including 
covering  the  uninsured  and  underinsured,  mandated  health 
^ insurance  coverage  and  expansion  of  Medicaid  long-term-care 


coverage?  substance  abuse  (alcohol,  tobacco  and  drugs); 
professional  liability;  unrelated  business  income  tax?  AIDS;  and 
promulgating  physician  referral  and  clinical  laboratory 
requirements  and  procedures  for  MD  offices. 

The  AMA  believes  six  other  professional  interest  areas  will  also 
require  attention  in  the  1990  legislative  activities.  These  are 
Medicare  reform?  the  budget  deficit  and  reconciliation,  including 
stimulating  ample  federation  financial  support  for  biomedical 
research,  the  National  Institutes  of  Health  and  graduate  medical 
education;  animal  welfare?  campaign  financing?  anti-trust?  and 
adolescent  health. 

WASHINGTON.  DC  UPDATE 

Legislation  has  been  proposed  which  would  eliminate  HCFA's  recent 
requirement  that  physicians  must  bill  in  their  own  name  for  any 
services  performed  under  coverage  arrangements  with  another 
physician. 

The  SCMA  has  written  Senators  Hollings  and  Thurmond  and 
Representatives  Ravenel,  Spence,  Spratt  and  Tallon  to  request 
their  support  of  S.2051  and  HR. 3980,  respectively.  Congressman 
Derrick  and  Congresswoman  Patterson  have  already  signed  as 
cosponsors  of  HR. 3980. 

The  Senate  and  House  bills,  which  are  identical,  state  that  "... 
a physician  shall  be  deemed  to  have  provided  physicians'  services 
in  cases  in  which 

1.  the  physician  is  in  the  solo  practice  of  medicine  and 
the  services  are  furnished  to  an  individual  under  the  care  of  the 
physician  by  a second  physician  under  an  arrangement  whereby  the 
second  physician  furnishes  such  services  to  such  individuals  on 
an  occasional  basis  when  the  principal  physician  is  unavailable? 
or 


2 . the  physician  is  in  a group  practice  of  medicine  and 
the  services  are  furnished  to  an  individual  under  the  care  of  the 
physician  by  a second  physician  in  the  same  group  practice  under 
an  arrangement  whereby  the  second  physician  furnishes  such 
services  to  such  individuals  on  an  occasional  basis  when  the 
principal  physician  is  unavailable." 

You  are  encouraged  to  write  your  Representative  and  our  Senators 
of  your  interest  in  this  matter.  If  you  have  any  questions, 
contact  Bill  Mahon  or  Barbara  Whittaker  at  SCMA  Headquarters. 

NEW  STUDENT  EMPLOYMENT  SERVICE  OPENS  AT  MUSC 


MUSC  has  announced  the  opening  of  the  Office  of  Student 
Employment  Services  to  assist  students  in  locating  part-time  and 
full-time  jobs  and  summer  employment  while  in  college.  Summer 
requests  are  now  being  accepted.  If  you  have  a job  for  a 
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student,  please  call  Neil  Diez,  Coordinator  of  Student  Employment 
Services  at  MUSC  in  Charleston,  792-3669,  for  further 
information. 

UPCOMING  MEETINGS  AND  CONFERENCES 

The  South  Carolina  Perinatal  Association  will  hold  its  13th 
Annual  Meeting  at  The  Mills  House  Hotel  in  Charleston,  April  5-6, 
J.990.  Topics  to  be  addressed  include  "Cocaine  Abuse  in 
Pregnancy,"  "The  State  of  the  State  of  Perinatal  Care  in  South 
Carolina,"  "Neonatal  Pain"  and  "Perinatal  and  Postperinatal 
AIDS."  For  additional  information,  contact  Dilip  M.  Purohit,  MD, 
792-2112  at  MUSC  in  Charleston. 

In  observance  of  its  bicentennial,  the  Medical  Society  of  South 
Carolina  is  sponsoring  a special  lecture  at  4:30  PM,  Friday, 
March  30,  1990  at  the  MUSC  Basic  Sciences  Building  Auditorium. 
Dr.  Paul  Starr,  Professor  of  Sociology,  Princeton  University  and 
author  of  the  1984  Pulitzer  Prize-winning  book,  The  Social 
Transformation  of  American  Medicine,  will  speak  on  "The  Future  of 
American  Medicine."  All  physicians  are  invited. 

While  SC  physicians  are  attending  the  SCMA  Annual  Meeting  in 
Charleston,  their  staffs  can  benefit  from  attending  the  NC 
Medical  Society  "Medical  Office  Workshop  Series,"  April  24-27, 
1990  at  the  Hilton  at  University  Place  in  Charlotte,  NC.  Topics 
covered  include  how  to  get  the  reimbursement  you  deserve  from 
insurance  companies,  Medicare  and  other  third-party  payers;  how 
to  see  that  patients  who  can  pay  do  pay  - promptly  and  happily; 
and  how  to  make  your  practice  run  smoothly  and  without  demanding 
too  much  of  your  time.  • To  register  by  phone  (credit  card 
reservations  only),  call  1-800-722-1350. 

Medical  staffs  from  across  the  county  are  encouraged  to  elect  a 
medical  staff  representative  to  participate  in  the  AMA-HMSS 
Assembly  meeting  June  21-25,  1990  at  the  Chicago  Marriott  Hotel. 
The  HMSS  Assembly  provides  medical  staffs  with  a unique 
opportunity  to  discuss  and  participate  in  the  policymaking 
process  of  the  AMA.  In  addition  to  the  Assembly  Meeting,  Stephen 
Shorten,  PhD,  of  Northwestern  University  will  present  an 
informative  program  entitled,  "Building  Effective  Hospital 
Physician  Relationships:  Ten  Success  Stories."  For  further 
information,  call  (312)  645-4754  or  645-4761. 
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RESULTS  OF  MAMMOGRAPHIC 
LOCALIZATION  OF  OCCULT  BREAST  CANCER 
AT  A TEACHING  COMMUNITY  HOSPITAL* 

FREDERICK  L.  GREENE,  M.D.** 

PAUL  MARTIN,  B.S. 

THEODORE  ROTZ,  M.D. 


In  1989  breast  cancer  remained  the  most 
common  cause  of  female  cancer  and  was  sec- 
ond only  to  lung  cancer  as  a cause  of  cancer 
deaths  in  women. 1 Mortality  from  this  disease 
has  remained  constant  over  the  last  several 
decades  indicating  that  advances  in  treatment 
modalities  are  unlikely  to  lead  to  substantial 
reduction  in  mortality  in  the  near  future.  Since 
only  one-fourth  of  all  breast  cancers  can  be 
attributed  to  any  specific  risk  factor,2  selection 
of  patients  for  mammographic  screening, 
based  on  risk  factors  alone,  is  not  likely  to 
identify  the  majority  of  women  with  early, 
non-palpable,  and  potentially  curable  mam- 
mary carcinoma.  Mass  screening,  therefore, 
utilizing  self-examination,  physician  examina- 
tion, and  radiologic  techniques  has  been  advo- 
cated by  the  American  Cancer  Society,3  the 
Council  of  Scientific  Affairs  of  the  AMA4  and 
other  organizations  involved  in  cancer  control. 
The  criticisms  of  such  an  approach  have  been 
directed  at  cost,  technological  support,  physi- 
cian involvement,  and  most  importantly,  the 
potential  problems  created  by  the  “falsely 
positive”  mammogram. 

Since  the  early  1970s  studies  have  re-af- 
firmed  that  the  indentification  and  treatment 
of  non-palpable  carcinomas  of  the  breast  have 
been  associated  with  a lower  rate  of  axillary 
nodal  involvement  and  a higher  rate  of  sur- 
vival when  compared  to  women  having  palpa- 
ble lesions.5  Initial  attempts  at  biopsy  of 
mammographically  detected  suspicious  le- 


*  From  the  Department  of  Radiology,  Richland  Memo- 
rial Hospital,  and  the  Department  of  Surgery,  Univer- 
sity of  South  Carolina  School  of  Medicine,  Columbia. 
Presented  at  the  Annual  Meeting  of  the  South  Carolina 
Surgical  Society,  June  1989,  Sea  Island,  Georgia. 

**  Address  correspondence  to  Dr.  Greene  at  the  Depart- 
ment of  Surgery,  Two  Richland  Medical  Park,  Suite 
402,  Columbia,  S.  C.  29203. 


sions  depended  on  “blind  biopsy”  or  instilla- 
tion of  water-soluble  contrast  agents  or  vital 
dyes  to  facilitate  operative  localization  (Figure 
1).  These  early  attempts  led  eventually  to 
placement  of  heavy-gauge  needles  or  wires  fa- 
cilitated by  mammography.  In  1 9766  the  intro- 
duction of  the  hooked-wire  technique  signifi- 
cantly improved  localization  attempts  and  in- 
creased the  inclination  of  both  radiologist  and 
surgeon  to  pursue  identification  and  biopsy  of 
non-palpable  breast  lesions. 

Reports  from  both  community  and  aca- 
demic centers  have  shown  “true-positive”  bi- 
opsy rates  which  have  ranged  from  five  to  42 
percent.7'9  Because  of  the  critical  importance  of 
the  “true-positive”  rate  as  an  indicator  of  over- 
all quality  and  decision-making  in  relation  to 
early  screening,  we  have  retrospectively  re- 
viewed our  data  from  an  academic-commu- 
nity hospital  setting. 

METHODS 

During  the  ten-month  period,  January 
through  October  1988,  the  Diagnostic  Radi- 
ology Department  at  Richland  Memorial  Hos- 
pital in  Columbia  performed  2,686  mammo- 
grams, including  909  studies  considered  for 
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screening  purposes.  Seventy-four  patients 
identified  as  having  non-palpable,  but  sus- 
picious lesions,  underwent  biopsy  as  a result  of 
studies  performed  (Figure  2).  This  represented 
2.4  percent  of  all  mammograms  performed. 
Standard  hook-wire  techniques  were  utilized. 
In  addition,  patients  had  the  concomitant  in- 
stillation of  methylene  blue  as  an  additional 
localization  method.  Mammography  was  per- 
formed in  all  cases  using  standard  film-screen 
techniques.  All  biopsies  were  performed  in  the 
operating  room  using  general  anesthesia  as 
well  as  local  infiltration  and  intravenous  seda- 
tion techniques.  Radiological  confirmation  of 
biopsy  specimens  was  performed  in  90  percent 
of  those  containing  calcifications  and  showed 
appropriate  calcifications  matching  the  lo- 
calization mammographic  findings  in  all  stud- 
ies. A variety  of  surgeons  were  involved  in 
performance  of  these  biopsies  and  included 
both  clinical  and  full-time  faculty  in  the  De- 
partment of  Surgery  at  the  University  of  South 
Carolina  School  of  Medicine  along  with  sur- 
gical residents  at  various  stages  of  their  train- 
ing. All  biopsy  specimens  were  submitted  for 
routine  histologic  evaluation  and  frozen  sec- 
tion analysis  as  determined  by  the  operating 
surgeon. 

RESULTS 

Of  the  74  breast  biopsies  performed,  1 6 were 
proven  malignant  utilizing  standard  criteria 
for  both  intra-ductal  and  invasive  adenocar- 
cinoma of  the  breast  (Figure  3).  The  “true- 
positive”  biopsy  rate  during  this  ten-month 
time  period  equated  to  21.6  percent.  Eight  bi- 
opsies showed  in-situ  ductal  or  lobular  car- 
cinoma while  the  remaining  eight  biopsies 


were  proven  to  be  invasive  lesions.  Fifty-eight, 
or  78.4  percent,  of  biopsy  specimens  obtained 
by  localization  were  benign.  Of  the  lesions 
showing  microcalcifications  as  an  indication 
for  localization,  40  percent  were  proven  to  be 
associated  with  cancer. 

DISCUSSION 

The  purpose  of  our  study  was  to  derive  data 
regarding  our  ability  to  predict  which  mam- 
mographically  localized  lesion  should  be  biop- 
sied  and  to  compare  our  results  with  those  of 
others.  Our  true-positive  rate  of  21.6  percent 
compares  quite  favorably  with  data  reported 
from  both  academic  and  community  centers. 10 
Furthermore,  our  results  confirm  that  al- 
though microcalcifications  continue  to  be  an 
important  indicator  leading  to  localization  and 
biopsy,  most  women  having  mammographic 
calcified  areas  are  eventually  shown  to  have 
benign  disease  on  biopsy.11 

A recent  analysis  of  nearly  4,000  women 
reveals  an  overall  incidence  of  true-positive 
biopsies  of  21.9  percent.10  Forty  percent  of 
these  tumors  were  non-invasive  or  minimal 
breast  cancers.  Surprisingly,  15  percent  of 
women  in  this  large  series  had  positive  axillary 
nodes.  Most  series  confirmed  that  localization 
and  treatment  of  minimal  breast  cancers  is 
associated  with  a much  lower  rate  of  axillary 
involvement.  Our  own  series  revealed  no  axil- 
lary involvement  in  the  eight  women  found  to 
have  in-situ  breast  cancer. 

The  value  of  reviewing  one’s  data  is  ulti- 
mately to  improve  the  predictive  quality  of  the 
mammogram  as  utilized  by  both  radiologist 
and  surgeon.  While  our  own  predictive  rate 
compares  favorably  with  other  reports,  78  per- 
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cent  of  women  underwent  biopsies  who  were 
ultimately  proven  to  have  benign  histologic 
findings.  Screening  mammography  with  resul- 
tant localization  has  been  criticized  for  not 
being  specific  enough  as  a predictor  of  neo- 
plastic breast  disease.  This  may  result  in  both 
increased  morbidity  and  cost  when  large 
groups  of  women  are  biopsied  for  benign  dis- 
ease. We  must  continue  to  refine  our  guide- 
lines for  the  recommendation  of  biopsy  after 
mammographic  studies.  A great  responsibility 
for  correct  interpretation  lies  with  the  mam- 
mographer.  The  surgeon,  however,  who  makes 
the  ultimate  decision  for  biopsy,  must  also 
work  closely  with  his  radiologic  colleague. 
Only  by  this  team  approach  can  we  reduce 
unnecessary  mammographic  localization  and 
biopsy  and  make  this  important  technique  the 
invaluable  indicator  that  it  can  become.  □ 
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A NEW  CODE  OF  ETHICS: 

THE  PRINCIPLES  OF  ETHICS  OF  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


ROBERT  M.  SADE,  M.D.* 


INTRODUCTION  AND  BACKGROUND 

Interest  in  biomedical  ethics  and  the  liter- 
ature it  has  generated  have  grown  explosively 
over  the  past  few  decades.  Critical  thought  has 
led  to  the  development  of  a variety  of  theories 
regarding  medical  ethics,  based  on  patient  au- 
tonomy,1’ 2 beneficence  toward  patients,3  vir- 
tue for  its  own  sake,4  medical  norms,5  social 
policy  planning,6  and  the  health  care  market,7 
among  others.  These  theories  are  not  mutually 
exclusive,  sharing  many  common  ideas,  but  all 
arise  from  different  perspectives,  so  conflicts 
abound.  Many  theorists  have  proposed  codes 
of  medical  ethics,  the  majority  designed  to 
serve  as  guides  for  physician  behavior. 

Codes  of  ethics,  however,  serve  two  pur- 
poses: not  only  do  they  guide  behavior  of  the 
members  of  the  profession,  they  also  serve  as 
an  identity  for  the  profession.  A familiar  and 
clear  example  is  the  Lone  Ranger.  He  had  a 
reputation  for  the  relentless  pursuit  of  justice, 
and  his  mask  was  the  symbol  for  who  he  was. 
Everyone  knew  that  the  masked  man  stood  for 
law  and  order.  His  search  for  outlaws  was  un- 
flagging, he  was  always  honest,  he  was  always 
fair,  he  would  shoot  his  pearl-handled  re- 
volvers only  in  self  defense,  and  his  silver  bul- 
lets were  never  aimed  to  kill.  These  character- 
istics constituted  his  ethic.  In  any  law  and 
order  situation,  he  always  did  the  right  thing. 
Consequently,  if  any  ranger  in  those  thrilling 
days  of  yesteryear  wanted  to  know  what  was 
the  right  thing  to  do  in  a given  situation,  he 
need  only  ask  himself,  “What  would  the  Lone 
Ranger  do  now?” 

This  simple  example  illustrates  what  an 
ethic  does:  it  embodies  the  virtues  required  to 
achieve  professional  goals.  Not  only  does  the 
ethical  person  know  what  is  the  right  thing  to 
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do,  but  others  know  in  advance  how  that  per- 
son will  respond  to  a given  situation. 

Physicians  have  a symbol  that  identifies  us 
as  members  of  a profession:  the  M.D.  degree. 
The  degree  tells  others  not  only  what  our  edu- 
cational background  is,  but  also  how  we  will 
behave  in  professional  situations.  The  M.D. 
degree  symbolizes  an  ethic  and  reflects  proper 
professional  behavior. 

Many  ethical  codes  have  been  enunciated 
over  the  years,  but  none  comprises  a complete 
fundamental  ethic.  The  Oath  of  Hippocrates  is 
about  2500  years  old,  and  is  still  taken  upon  the 
receipt  of  the  M.D.  degree.  It  requires  that  the 
physician  act  for  the  benefit  of  the  patient,  and 
treat  information  about  the  patient  as  confi- 
dential. Beyond  those  few  strands  of  continuity 
with  the  present,  the  oath  has  little  of  modern 
relevance.  The  declaration  of  Geneva,  first 
adopted  in  1948,  places  the  health  of  the  pa- 
tient as  the  first  consideration  of  the  physician, 
but  does  not  mention  rationality  or  compe- 
tence of  the  physician,  nor  does  it  describe 
autonomy  of  the  patient.  The  current  code  of 
ethics  of  the  American  Medical  Association 
requires  competence  and  continuing  study  by 
the  physician,  but  does  not  place  the  patient’s 
welfare  as  his  highest  priority. 

RATIONALE  FOR  NEW  CODE 

The  Ethics  Committee  of  the  S.C.M.A.  was 
created  in  the  spring  of  1987.  Among  its  first 
tasks  was  a fundamental  reconsideration  of 
professional  ethics.  It  was  eventually  decided 
that  a code  for  our  Association  should  be  vir- 
tue-based, be  a medical  code,  free  of  legal  lan- 
guage and  influence,  and  serve  both  as  an 
identity  for  our  profession  and  as  a behavioral 
guide  for  physicians. 

The  foundation  for  an  enduring  code  of  eth- 
ics appropriate  for  the  practice  of  the  art  and 
science  of  medicine  comprises  a few  basic  ele- 
ments. The  first  is  the  fact  that  people  may  be 
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injured  or  become  ill.  This  has  always  been 
true  and  we  can  assume  always  will  be  true.  A 
corollary  is  that  the  physician  is  and  has  always 
been  primarily  a healer.  He  has  also  been  at 
times  an  educator  of  both  patients  and  stu- 
dents, a researcher  more  or  less  formally,  an 
administrator  with  increasing  frequency,  a pre- 
venter of  disease  both  in  public  health  and  in 
private  practice,  and  a businessman  by  neces- 
sity. But  before  all  these,  the  physician  is  a 
healer  of  the  sick. 

Another  element  comprising  the  foundation 
of  our  ethic  is  rationality,  which  forms  the  solid 
rock  upon  which  modern  medicine  stands. 
The  rational  approach  takes  many  forms:  for 
example,  formal  experimental  medicine,  less 
formal  empirical  review  of  experience  that  is 
more  or  less  rigorous,  and,  in  addition,  avoid- 
ance of  all  dogma.  It  is  this  reliance  upon 
reason  that  has  carried  medical  practice  to  the 
unprecedented  heights  it  enjoys  today. 

Rationality  is  the  basis  of  our  science,  but  a 
complementary  element  must  be  acknowl- 
edged: the  noncognitive  interactions  with  pa- 
tients that  comprise  the  art  of  medicine.  The 
importance  of  these  interactions  is  attested  by 
the  successes  of  the  witch  doctors  and  shamans 
of  yesterday  and  the  dogmatists  of  today,  like 
faith  healers  and  chiropractors.  To  heal  suc- 
cessfully, the  healer  must  be  perceived  by  the 
patient  as  trustworthy,  because  the  patient’s 
belief  that  a treatment  will  work  is  an  impor- 
tant determinant  of  whether  it  will  in  fact 
work. 

To  be  worthy  of  trust,  the  physician  must  be 
honest,  have  the  utmost  regard  for  confiden- 
tiality of  all  information  communicated  in  the 
course  of  treatment,  and  have  respect  for  the 
patient’s  autonomy  over  his  own  body.  The 
most  important  guarantee  of  the  trust  that  is  so 
important  in  treating  illness  is  the  patient’s 
knowledge  that  his  own  best  interest  is  the  first 
and  foremost  concern  of  the  physician. 

Consistently  acting  in  the  patient’s  best  in- 
terest requires  integrity:  congruence  of  actions 
with  moral  values  and  medical  knowledge. 
Without  integrity,  the  entire  relationship  be- 
tween physician  and  patient  becomes  hollow, 
the  physician’s  actions  unpredictable,  and 
trust  foundationless. 

To  maintain  integrity,  the  physician  must 


exercise  independent  judgment  in  medical 
matters,  for  the  bond  that  exists  between  him 
and  his  patient  makes  the  physician  uniquely 
able  to  weigh  sensitively  and  accurately  the 
medical  facts  and  the  patient’s  needs  to  arrive 
at  correct  conclusions.  The  healing  process 
cannot  be  managed  by  committee,  but  others 
may  have  special  knowledge  or  skill  that  may 
benefit  the  patient;  they  should  be  consulted 
when  appropriate. 

The  place  for  the  patient’s  autonomy  in  deci- 
sion-making has  been  controversial:  is  his  au- 
tonomy absolute,2  is  the  patient’s  best  interest 
overriding,3  or,  as  some  believe,  is  the  social  or 
economic  good  of  primary  importance?6’  7 
Since  the  goal  of  the  relationship  is  healing  of 
the  patient,  his  values  must  be  primary  in  the 
healing  process,  so  should  be  honored  and  pro- 
tected by  the  physician.  Yet,  the  physician’s 
integrity  also  must  not  be  violated.  While  med- 
ical choices  must  be  made  by  constant  negotia- 
tion between  physician  and  patient,  an  irrecon- 
cilable conflict  of  values  may  justify,  even  re- 
quire, withdrawal  of  the  physician  from  the 
relationship  after  he  informs  the  patient  of  his 
reasons  and  intent  to  do  so. 

CONCLUSION 

The  Ethics  Committee  constructed  a code 
embodying  the  ethic  described  above  (see  box), 
and  included  the  AMA  Principles  in  their  en- 
tirety as  a second  section.  The  Principles  of 
Medical  Ethics  of  the  American  Medical  Asso- 
ciation have  been  painstakingly  developed 
with  several  revisions  since  1847.  In  the  cur- 
rent version,  adopted  in  1980,  these  Principles 
are  incomplete  as  a fundamental  Statement  of 
the  physician’s  ethic,  yet  contain  valuable  ob- 
servations. They  have  been  the  subject  of 
much  thoughtful  refinement  and  explication 
over  the  years,  particularly  in  the  Council  on 
Ethical  and  Judicial  Affairs,8  so  have  been  in- 
cluded in  the  SCMA  Principles. 

Our  principles  of  ethics  were  adopted  by  the 
SCMA  at  its  annual  meeting  in  May,  1988.  To 
our  knowledge,  the  SCMA  is  the  only  state 
medical  society  to  have  adopted  its  own  code 
of  ethics  rather  than  simply  accepting  the  AMA 
Principles  as  they  stand.  The  Association  may 
be  justifiably  proud  of  its  pioneering  Principles 
of  Medical  Ethics.  (References,  P.  166)  □ 
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Principles  of  Medical  Ethics  of  The  South  Carolina  Medical  Association 

A.  The  principal  objective  of  a physician  is  to  care  for  the  sick  with  fidelity  and  compassion, 
striving  always  to  be  worthy  of  their  trust.  The  identity  of  medicine  as  a profession  rests 
upon  certain  fundamental  virtues  of  all  physicians. 

I.  A physician  is  loyal  first  to  the  patient,  then  to  the  profession  and  larger  communities. 

II.  A physician  is  rational  in  applying  medical  knowledge  and  skill  and  maintains 
competence  by  continually  learning  from  objective  evaluation  of  medical  practice.  A 
physician  does  not  accept  as  a professional  peer  any  person  who  rejects  the  primacy 
of  rationality  and  objective  evaluation. 

III.  A physician  acts  on  the  basis  of  the  free  exercise  of  his  or  her  own  best  judgment, 
taking  into  account  the  ideas  and  opinions  of  others  when  such  consideration  is 
appropriate. 

IV.  A physician  acts  with  integrity,  consistently  basing  professional  actions  on  medical 
knowledge  and  moral  values.  If  the  values  of  physician  and  patient  conflict,  the 
physician  either  defers  to  the  patient  or  withdraws  from  the  relationship  with 
adequate  notice  to  the  patient. 

V.  A physician  is  at  all  times  honest  with  self,  with  patients,  colleagues,  and  all  others, 
while  being  compassionate  and  sensitive  to  human  needs. 

VI.  A physician  does  not  reveal  confidences  entrusted  in  the  course  of  medical  atten- 
dance or  any  other  characteristics  of  a patient  without  the  patient’s  permission, 
unless  it  becomes  necessary  to  protect  the  patient  or  others  from  harm. 

B.  The  American  Medical  Association  has  adopted  a set  of  Principles  of  Medical  Ethics  which 
reflect  and  apply  these  fundamental  virtues.  We  accept  those  principles,  which  follow. 
Preamble:  The  medical  profession  has  long  subscribed  to  a body  of  ethical  statements 
developed  primarily  for  the  benefit  of  the  patient.  As  a member  of  this  profession,  a 
physician  must  recognize  responsibility  not  only  to  patients,  but  also  to  society,  to  other 
health  professionals,  and  to  self.  The  following  Principles  adopted  by  the  American 
Medical  Association  are  not  laws,  but  standards  of  conduct  which  define  the  essentials  of 
honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  competent  medical  service  with  compas- 
sion and  respect  for  human  dignity. 

I.  A physician  shall  deal  honestly  with  patients  and  colleagues,  and  strive  to  expose 
those  physicians  deficient  in  character  or  competence,  or  who  engage  in  fraud  or 
deception. 

III.  A physician  shall  respect  the  law  and  also  recognize  a responsibility  to  seek  changes  in 
those  requirements  which  are  contrary  to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  colleagues,  and  of  other  health 
professionals,  and  shall  safeguard  patient  confidences  within  the  constraints  of  the 
law. 

V.  A physician  shall  continue  to  study,  apply  and  advance  scientific  knowledge,  make 
relevant  information  available  to  patients,  colleagues  and  the  public,  obtain  con- 
sultation, and  use  the  talents  of  other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate  patient  care,  except  in  emergencies, 
be  free  to  choose  whom  to  serve,  with  whom  to  associate,  and  the  environment  in 
which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsiblity  to  participate  in  activities  contributing  to 
an  improved  community. 
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ERRATUM 

The  paper  entitled  “What’d  He  Say? 
Street  Drug  Terminology,”  in  the  Janu- 
ary, 1990  issue  of  The  Journal  of  the 
South  Carolina  Medical  Association  was 
authored  by  N.  Peter  Johnson,  Ph.D., 
Philip  J.  Michels,  Ph.D.,  and  Craig  W. 
Davis,  Ph.D.  The  latter  two  authors  were 
inadvertently  omitted.  The  Guest  Edi- 
tors regret  this  error. 
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FERROL  SAMS,  M.D. 

PRESIDENTIAL  BANQUET  SPEAKER 


JOHN  W.  SIMMONS,  M.D  * 

My  first  memory  of  Ferrol  Sams  is  as  a boy, 
having  spent  two  days  with  vomiting  and  diar- 
rhea. He  stood  there  in  my  bedroom  and  told 
my  mother  that  I was  dehydrated.  She  and  I 
both  feared  that  I was  about  to  go  to  a hospital, 
but  right  there  I was  introduced  to  home  health 
and  home  IV  therapy.  Sambo  instructed 
mother  in  needle  care,  and  several  hours  later 
she  removed  an  empty  IV  bottle.  Almost  as  if 
by  magic  the  vomiting  had  stopped  and  I no 
longer  feared  for  my  life. 

Other  early  memories  of  Sambo  include  his 
care  of  my  grandparents,  again  at  home.  My 
grandfather  had  lung  cancer,  and  while  caring 
for  him,  my  grandmother  had  a heart  attack. 
Home  health  service  came  through  again  as 
Sambo  visited  daily  and  sometimes  twice  daily 
for  weeks.  My  grandfather  died,  but  my  grand- 
mother lived  several  more  years  before  dying 
with  cancer  of  the  colon.  Once  again  Sambo 
provided  almost  constant  care,  with  visits  to 
the  house,  sometimes  both  before  and  after  his 
office  hours. 

He  has  attended  my  parents  and  my  boys. 
Four  generations  of  Simmons’s  have  benefi- 
ted from  his  healing  practice. 

Sambo  will  be  the  featured  speaker  at  the 
president’s  inaugural  banquet  on  April  28  this 
year.  I will  save  my  new  president’s  remarks 


until  the  Sunday  morning  House  of  Delegates 
meeting. 

Invitations  to  speak  have  created  a situation 
requiring  Sambo  to  limit  engagements  to  pre- 
vent interference  with  a still  active  practice.  A 
conflict  arose  this  year  when  he  was  asked  to 
speak  on  the  same  night  to  his  45th  Emory 
class  reunion.  He  kept  his  date  with  me. 

The  demands  to  speak  began  when  he 
started  writing  five  or  six  years  ago.  Many  of 
you  have  read  some  or  perhaps  all  of  his  books. 
Run  with  the  Horseman,  and  Whisper  of  the 
River  are  biographical.  The  Widow’s  Mite  is  a 
collection  of  short  stories.  The  Passing,  an- 
other book  of  short  stories,  is  illustrated  by 
South  Carolina  artist  Jim  Harrison,  of  Den- 
mark. Most  recently  is  Christmas  Gift,  a poi- 
gnant memory  of  Christmas  in  our  childhood 
and  the  meaning  these  memories  give  to 
Christmas  today. 

I invite  you  to  do  two  things.  First,  obtain 
and  read  some  or  all  of  Sambo’s  books.  And, 
second,  make  your  plans  to  come  to  the  SCMA 
Annual  Meeting  and  specifically  to  the  presi- 
dent’s banquet  to  meet  Sambo  and  hear  him 
speak.  Bring  your  books  if  you  would  like  him 
to  autograph  them.  He  is  my  close  friend  and  I 
want  you  to  know  why. 


* 101  E.  Wood  Street,  Spartanburg,  S.  C.  29303. 
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Editorials 


THE  PRINCIPLES  OF  ETHICS  OF  THE  SOUTH  CAROLINA 

MEDICAL  ASSOCIATION 

THE  SCMA  ETHICS  COMMITTEE 


The  Ethics  Committee  of  the  South  Carolina 
Medical  Association  was  created  in  the  spring 
of  1987.  Among  the  first  issues  examined  by 
the  new  Committee  was  the  concept  of  profes- 
sional ethics.  Many  months  of  deliberation 
and  debate  within  the  Committee  resulted  in 
the  development  of  a new  code  of  ethics,  which 
was  presented  to  and  adopted  by  the  South 
Carolina  Medical  Association  at  its  annual 
meeting  in  1988. 

The  new  code  is  published  elsewhere  in  this 
issue  of  The  Journal,  along  with  an  article 
written  by  one  of  the  committee  members.  We 
should  take  pride  in  these  Principles;  our  Asso- 
ciation is  the  only  one  in  the  nation,  to  our 
knowledge,  to  have  developed  and  adopted  its 
own  code  of  ethics. 


Committee  Members: 

John  M.  Roberts,  M.D.,  (Chairman) 
Elizabeth  R.  Baker,  M.D. 

Charles  R.  Duncan,  Jr.,  M.D. 
Frederic  G.  Jones,  M.D. 

Timothy  S.  Llewelyn,  M.D. 

Cecil  Quattlebaum,  M.D. 

Robert  M.  Sade,  M.D. 

Donald  E.  Saunders,  M.D. 

J.  Richard  Sosnowski,  M.D. 

Consultants: 

Nora  K.  Bell,  Ph.D. 

Albert  H.  Keller,  Ph.D. 

Douglas  MacDonald,  Ph.D. 

Stuart  Sprague,  Ph.D. 


ETHICS  AND  EX  PARTE  DISCUSSIONS 


The  adoption  of  a new  code  of  ethics  by  the 
SCMA  was  one  the  high  points  of  the  last 
decade.  However,  even  before  the  code  was 
adopted,  we  were  warned  that  the  patient  con- 
fidentiality provision  may  be  used  by  plain- 
tiffs attorneys  in  malpractice  suits  to  gain  an 
unfair  advantage. 

By  threatening  the  treating  physicians  with 
“breach  of  confidentiality,”  the  plaintiffs  at- 
torneys attempted  to  prohibit  or  limit  ex  parte 
discussions  between  the  defendant’s  attorney 
and  the  treating  physicians.  Since  the  plain- 
tiffs attorney  has  access  to  all  the  treating 
physicians,  by  virtue  of  the  plaintiff-patient’s 
blanket  permission,  any  limitation  on  the  de- 
fendant’s attorney  would  clearly  tilt  the  play- 
ing field  in  favor  of  the  plaintiff. 

The  SCMA  Board  of  Trustees  felt  a code  of 
ethics  should  not  be  used  by  one  party  to  gain 
advantage  over  another.  After  receiving  the 
advice  of  the  Ethics  Commitee  and  the  Risk 


Management  Committee,  the  Board  adopted 
the  following  clarifying  statement  at  its  No- 
vember 1989  meeting: 

“A  physician  against  whom  a suit  has  been 
filed  is  entitled  to  defend  himself,  and  may 
ethically  discuss  the  patient’s  treatment  with 
an  insurance  representative,  the  defense  at- 
torney, and  other  physicians. 

Any  treating  physician  and  the  defendant 
physician  may  discuss  ex  parte,  to  the  extent 
allowed  by  law,  matters  within  the  scope  of 
the  lawsuit. 

Physicians  should  act  with  integrity,  hon- 
esty, and  on  the  basis  of  the  free  exercise  of 
their  own  best  judgment  in  deciding  the 
manner  and"  content  of  communications 
with  others  relating  to  the  patient’s  medical 
care.” 

This  statement  supports  the  traditional  con- 
fidentiality of  doctor-patient  relationships, 
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without  placing  unfair  constraints  on  the 
physicians. 

William  F.  Fairey,  M.D.,  LLB.,  Chairman  of 
the  SCMA  Professional  Liability  Committee, 
has  written  an  excellent  article  on  physician- 
patient  confidentiality  and  ex  parte  discus- 
sions in  the  Physician  Risk  Management  Bul- 
letin (fall  1989),  and  I encourage  all  South 
Carolina  physicians  to  read  it. 

J.  Chris  Hawk,  III,  M.D.,  Chairman 
SCMA  Board  of  Trustees 
30  Bee  Street 
Charleston,  S.  C.  29403 


FOR  FREE  INFORMATION 
ABOUT  SERVICES  FOR 
HANDICAPPED  PERSONS 


In  Columbia,  please  call  777-5732 


CHILD  ABUSE:  NEW  PERSPECTIVES 


In  this  issue  of  The  Journal,  a paper  by  Dr. 
Tim  Mader  provides  an  overview  of  child 
abuse  in  our  state.  He  stresses  the  importance 
of  recognition  and  reporting  by  all  South  Caro- 
lina physicians. 

The  scope  of  child  abuse  and  its  therapy  in 
our  country'  has  continued  to  broaden  since 
child  maltreatment  was  first  recognized  in  the 
19th  century'.  Its  early  stages  were  charac- 
terized by  attempts  to  prevent  overt  physical 
abuse  and  neglect.  With  time,  other  forms  and 
manifestations  of  abuse  became  apparent,  in- 
cluding emotional  abuse  and  neglect,  educa- 
tional neglect  and  institutional  abuse.  The 
1980s  proved  to  be  the  decade  of  awareness  of 
sexual  abuse,  yet  another  serious  indictment  of 
society’s  treatment  of  children.  Sexual  abuse, 
previously  the  least  reported  form  of  child 
abuse,  now  accounts  for  an  ever  increasing 
percentage  of  total  reports  in  every’  state.  In 
some  locales  it  is  the  most  reported  form  of 
abuse.  The  physician  of  the  ’90s  must  over- 
come ignorance,  inexperience  with  genital 
exams,  and  lack  of  formal  training  in  order  to 
meet  this  new  clinical  challenge. 

The  1990s  will  present  another  confounding 
factor  in  dealing  with  abused/neglected  chil- 
dren. Substance  abusing  mothers  are  now 
delivering  infants  addicted  to  and/or  handi- 
capped by  illicit  drugs.  Nationwide,  prevalence 
of  positive  maternal  urine  toxicologies  at  the 


first  prenatal  visit  has  been  shown  to  be  14.8%. 
The  major  drugs  of  abuse  found  on  these 
screens  were  cocaine  and  marijuana.  However, 
crack  cocaine  and  methamphetamines  are 
rapidly  becoming  the  drugs  of  choice  in  ad- 
dicted mothers.  Effects  on  the  fetus  and  infant 
are  variable,  but  impressive.  Frank  with- 
drawal, cognitive  defects,  abnormal  develop- 
ment and  behavior,  as  well  as  death  have  all 
been  documented.  Our  state  currently  is  inves- 
tigating ways  to  compare  prevalence  here  with 
that  of  the  nation. 

Neonatal  addiction,  as  the  latest  form  of 
harm  to  children,  poses  a multitude  of  ques- 
tions: What  are  the  legal  ramifications  of  docu- 
mented maternal  illicit  drug  abuse?  To  what 
extent  is  the  mother  liable  for  damage  to  her 
baby?  What  is  society’s  responsibility  to  both 
mothers  and  infants?  Should  DSS  or  law  en- 
forcement be  the  primary  agency  of  interven- 
tion? What  and  to  whom  should  physicians/ 
hospitals  report?  Hopefully  the  ’90s  will  pro- 
vide as  many  answers  as  questions,  but  one 
answer  already  is  clear:  physicians  must  recog- 
nize the  signs  and  symptoms,  conform  to  legal 
mandates,  and  maintain  or  enhance  their 
knowledge  and  understanding  of  the  problem. 

What  about  the  “system?”  Currently  the  De- 
partment of  Social  Services  is  charged  with  the 
legal  responsibility  of  establishing  whether  suf- 
ficient evidence  is  present  to  substantiate  the 
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reported  abuse  or  neglect.  The  system  has  its 
own  considerable  problems.  DSS  workload  is 
excessive;  many  workers  are  inadequately 
trained  or  poorly  motivated;  worker  turn-over 
rate  is  high;  and  there  are  claims  of  mis- 
management and  apathy  at  supervisory  levels. 
Additionally,  the  line  of  responsiblity  between 
law  enforcement  and  DSS  is  blurred  at  best, 
particularly  when  custody  of  a child  at  risk  is  at 
issue. 

The  courts  and  the  judicial  system  often 
compound  and  confound  the  problem.  Attor- 
neys and  judges  have  little  formal  training  in 
aspects  of  child  abuse  and  the  abusive  family, 
or  their  effects  on  society  as  a whole.  Judicial 
proceedings  are  fractious  and  time  consuming, 
and  many  times  the  courts  have  expectations 
of  DSS  which  are  not  granted  in  that  agency’s 
legislative  mandate. 

And  what  about  physicians?  Where  do  we  fit 
within  the  system?  The  South  Carolina  Code 
dictates  that  we  report  suspicion  of  abuse  or 
neglect  of  children;  that  much  is  clear.  How- 
ever, do  we  not  have  other  responsibilities  to 
the  child,  to  the  family,  to  DSS  and  to  the 
courts?  A 1988  survey  of  selected  South  Caro- 
lina pediatricians  and  family  practitioners 
cited  three  major  problems  with  the  system: 

1.  A poor  relationship  with  DSS  including 
that  agency’s  unrealistic  expectations  of 
physician  time  and  expertise. 

2.  Interruption  of  office  time  and  patient 
care  by  the  threat  of  testifying  in  an  un- 
sympathetic, disorganized  court  system. 

3.  Inadequate  training  in  child  abuse  issues. 

What  can  we  do?  At  the  very  least  we  can 


become  better  educated,  either  through  for- 
mal, organized  programs  or  through  self  educa- 
tion. We  do  it  for  diabetes  and  hypertension, 
we  should  do  it  for  child  abuse.  Ultimately,  I 
hope  we  might  establish  regional  centers 
throughout  the  state  to  deliver  services  to  the 
child  and  family  and  to  work  with  DSS  and  the 
courts.  Such  centers  could  be  located  in  several 
pediatric  and  family  medicine  residency  train- 
ing programs  and  be  administered  by  faculty 
“experts.”  Until  then,  the  individual  physician 
has  as  much  responsibility  to  the  abused  pa- 
tient as  he  does  to  the  diabetic:  recognition  of 
the  problem,  treatment  of  the  underlying  con- 
dition, relief  of  pain  and  discomfort,  and  con- 
tinued involvement  to  assure  the  best  possible 
outcome. 

We  can  also  try  to  help  educate  DSS  and  the 
courts;  not  by  expletives,  but  by  examples.  To 
change  the  system  will  require  understanding 
and  dedication  by  all  involved  professionals  as 
well  as  a unity  of  purpose  to  assure  a produc- 
tive future  for  our  children. 

The  system  is  inchoate;  the  physician  incon- 
venienced, the  child  incapacitated.  Outward 
scars  represent  inward  wounds,  many  of  which 
will  never  heal  without  our  help.  Inconve- 
nience simply  does  not  excuse  our  lack  of 
commitment. 

Ronald  C.  Porter,  M.D. 
Department  of  Pediatrics 
University  of  South  Carolina 
School  of  Medicine 
2 Richland  Medical  Park 
Columbia,  S.  C.  29203 


Guest  editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  opinions  of 
the  Editorial  Board  or  the  South  Carolina  Medical  Association. 
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MEDICAL  ETHICS:  THOMAS  PERCIVAL 


Perhaps  the  earliest  code  of  medical  ethics 
still  extant  is  the  oath  of  Hippocrates  which  has 
undergone  many  translations  and  revisions 
through  the  years.  Pictured  here  is  the  man- 
uscript form  of  the  “Oath  According  to  Hip- 
pocrates Insofar  as  a Christian  May  Swear  It” 
from  the  10th  or  11th  century  and  housed  in 
the  Vatican.  The  translation  by  W.  H.  S.  Jones 
is: 


Blessed  be  God  the  Father  of  our  Lord 
Jesus  Christ,  who  is  blessed  for  ever  and 
ever;  I lie  not. 

I will  bring  no  stain  upon  the  learning  of 
the  medical  art.  Neither  will  I give  poison 
to  anybody  though  asked  to  do  so,  nor  will 
I suggest  such  a plan.  Similarly  I will  not 
give  treatment  to  women  to  cause  abor- 
tion, treatment  neither  from  above  nor 
from  below.  But  I will  teach  this  art,  to 
those  who  require  to  learn  it,  without 
grudging  and  without  an  indenture.  I will 
use  treatment  to  help  the  sick  according  to 
my  ability  and  judgment.  And  in  purity 
and  in  holiness  I will  guard  my  art.  Into 
whatsoever  houses  I enter,  I will  do  so  to 
help  the  sick,  keeping  myself  free  from  all 
wrong-doing,  intentional  or  uninten- 
tional, tending  to  death  or  to  injury,  and 
from  fornication  with  bond  or  free,  man 
or  woman.  Whatsoever  in  the  course  of 
practice  I see  or  hear  (or  outside  my  prac- 
tice in  social  intercourse)  that  ought  not  to 
be  published  abroad,  I will  not  divulge, 
but  consider  such  things  to  be  holy  secrets. 
Now  if  I keep  this  oath  and  break  it  not, 
may  God  be  my  helper  in  my  life  and  art, 
and  may  I be  honoured  among  all  men  for 
all  time.  If  I keep  faith,  well;  but  if  I for- 
swear myself  may  the  opposite  befall  me. 

Thomas  Percival  (1740-1804),  featured  on 
this  month’s  cover,  was  the  first  to  use  the  term 
“medical  ethics”  in  his  book,  Medical  Ethics: 
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or,  a Code  of  Institutes  and  Precepts,  Adapted  to 
the  Professional  Conduct  of  Physicians  and 
Surgeons.  This  important  work  was  published 
in  1803,  after  having  been  circulated  for  sev- 
eral years  among  his  friends  to  get  their  reac- 
tions and  criticisms.  The  publication  at  first 
was  delayed  by  the  death  of  Percival’ s son,  for 
whose  use  it  was  intended;  but  when  a second 
son  decided  to  enter  the  profession  of  medi- 
cine, Percival  decided  to  offer  his  book  to  the 
public,  and  to  this  son  to  whom  it  was  affec- 
tionately dedicated. 

Percival’s  Ethics  has  had  a profound  influ- 
ence on  all  subsequent  codes,  including  the 
“Code  of  Ethics”  of  the  AMA,  formulated  and 
adopted  in  1847,  and  accepted  by  the  South 
Carolina  Medical  Association  at  its  founding 
in  1848. 


Betty  Newsom 

The  Waring  Historical  Library 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

21 9 County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


Re-introduce 
The  Oldest 
Advance 
In  Medicines. 


It’s  called  talking.  If  your  older  patients  don’t 
ask  you  about  the  prescriptions  they’ve  been 
given,  make  it  a point  to  tell  them  what  they 
need  to  know.  Make  sure  they  know  the 
medicine’s  name,  how  and  when  to  take  it, 
precautions,  and  possible  side  effects.  En- 
courage them  to  write  down  the  information  and 
ask  you  questions  about  things  they  don’t 
understand. 

You’ll  also  want  to  take  a complete  medica- 
tions history  including  both  prescription  and 
non-prescription  medicines.  The  history  can 
alert  you  to  the  potential  for  drug  interactions 
and  help  you  simplify  their  regimen. 

Re-introduce  the  oldest  advance  in 
medicines.  Make  talking  a crucial  part  of  your 
practice.  Because  good,  clear  communication 
about  medicines  isn’t  a thing  of  the  past.  It’s  the 
way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 

^ ^ National  Council  on 
H PC  Patient  Information  and  Education. 

666  Eleventh  St.  N.W.  Suite  810 

Washington,  D.C.  20001 
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CONVENTION  1990 

A New  Orleans  atmosphere  will  welcome  you  as  you  attend  the  1990  Convention  of  the  South 
Carolina  Medical  Association  Auxiliary.  These  festivities  will  take  place  at  the  Omni  Hotel  at 
Charleston  Place,  April  25-29,  1990. 

This  year,  registration  will  be  located  on  the  second  floor  near  SCMA  registration.  Please  stop  by, 
pick  up  your  packets  and  find  out  about  SCMA  and  Auxiliary  functions  that  are  taking  place  during 
Convention. 

Our  Executive  Board  will  meet  on  Thursday  morning.  A breakfast  buffet  with  muffins,  juices, 
coffee  and  teas  will  be  located  in  the  meeting  room.  Thursday  noon  will  begin  our  sessions  of  make 
overs  by  the  very  best  of  Estee  Lauder’s  artists.  There  will  be  NO  charge  for  this  special  event.  Sign 
up  will  be  at  the  registration  desk  and  is  imperative.  The  make  overs  take  approximately  30  minutes 
each.  There  will  be  six  Estee  Lauder  representatives  taking  care  of  you  during  Thursday  and  Friday 
afternoons.  A walking  architectural  tour  will  begin  at  3:00  p.m.  Thursday.  Be  sure  to  wear 
comfortable  shoes.  We  will  need  a minimum  of  1 5 participants  for  this  excursion. 

The  House  of  Delegates  will  meet  Friday  morning.  Mrs.  Charles  Moloney  (Bemardine),  AMA 
Auxiliary  Treasurer,  will  represent  the  AMA  Auxiliary.  A New  Orleans  theme  breakfast  will  be  an 
added  attraction  to  our  House  of  Delegates  meeting.  A champagne  reception  honoring  our 
1990-1991  officers  and  the  Presidents’  luncheon  honoring  past  state  presidents  and  county  presi- 
dents will  be  part  of  Friday’s  festivities.  Estee  Lauder  make  overs  will  be  offered  again  this  afternoon 
as  well  as  a carriage  tour  of  historic  Charleston.  The  carriages  will  thoughtfully  pick  us  up  at  the 
hotel.  Again,  a minimum  of  1 5 persons  will  be  necessary  to  schedule  this  function. 

Hotel  reservations  should  be  made  directly  with  the  Omni  (1-722-4900),  130  Market  Street, 
Charleston,  South  Carolina  29401.  Be  sure  to  request  special  SCMA  rates.  Contact  the  SCMA  to 
purchase  tickets  for  the  SOCPAC  Luncheon  and  the  SCMA  Banquet.  Ferrol  Sams  will  be  the 
featured  speaker  during  the  banquet  this  year — an  event  you  don’t  want  to  miss! 

With  so  many  wonderful  things  taking  place,  pre-registration  is  again  this  year  a must.  Registra- 
tion must  be  received  by  April  9, 1 990.  There  will  be  NO  ticket  sales  during  Convention  unless  there 
is  a cancellation. 


Linda  Smith 
Convention  Chairman 
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Every  Sunday  10  a.m.  — 12  noon  et 
Only  On  The  Discovery  Channel 


■> 


AMERICAN 
M E D I C A L 


Medical  News  That  Makes  Waves 


• The  Latest  Clinical  Advances 

• CME  Credit* 

• Legislative  And  Socioeconomic  News 


*For  more  information,  call  1-800-289-6000.  Check  local  listings  for  programming  in  your  area. 
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ONE  HUNDRED  FORTY-SECOND 
ANNUAL  MEETING 

THE  OMNI  HOTEL  AT  CHARLESTON  PLACE 
CHARLESTON,  SOUTH  CAROLINA 
APRIL  25-29,  1990 

The  142nd  Annual  Meeting  of  the  South  Carolina  Medical  Association  celebrates  ten  consecutive 
years  in  Charleston  and  the  fourth  year  at  the  Omni  Hotel. 

Information  regarding  the  meeting,  including  registration  form  and  hotel  reservation  forms,  has 
been  mailed  to  all  South  Carolina  physicians,  but  if  you  have  not  received  this  information,  call 
SCMA  Headquarters  in  Columbia  (798-6207  or  1-800-327-1021).  Again,  there  is  no  registration  fee 
for  SCMA  members,  and  pre-registration  is  encouraged. 

The  House  of  Delegates  meets  to  consider  the  business  of  the  association  on  Thursday  morning, 
April  26  and  again  on  Sunday  morning,  April  29.  Speaker  of  the  House,  O.  Marion  Burton,  M.D., 
will  preside,  assisted  by  Vice  Speaker  Benjamin  E.  Nicholson,  M.D.  Reference  Committees  will 
meet  on  Thursday  afternoon. 

A total  of  1 8 AMA  Category  I credit  hours  will  be  available  through  scientific  sessions  beginning 
on  Wednesday  afternoon  and  continuing  through  Saturday  afternoon.  Consult  the  schedule  of 
events  which  follows  for  details  on  all  programs. 

Special  guests  for  this  annual  meeting  include  Alan  R.  Nelson,  M.D.,  President  of  the  American 
Medical  Association,  and  the  SOCPAC  Luncheon  Speaker,  Congressman  J.  Roy  Rowland,  Jr., 
M.D.,  a native  of  Wrightsville,  Georgia  and  one  of  only  two  medical  doctors  in  Congress  today. 

Ferrol  Sams,  M.D.,  noted  physician-author  from  Fayetteville,  Georgia,  is  the  featured  speaker  at 
the  President’s  Inaugural  Banquet  on  Saturday  evening. 

The  SCMA  Auxiliary  will  hold  its  Annual  Meeting  concurrently  with  the  SCMA,  and  in  addition 
to  the  meeting  of  the  Auxiliary  House  of  Delegates,  many  special  activities  have  been  planned.  A 
record  number  of  specialty  societies  will  be  holding  business  and  scientific  sessions  and,  again  this 
year,  Mead  Johnson  Nutritional  Division  has  organized  and  will  provide  prizes  for  a golf  tourna- 
ment on  Friday  afternoon. 

The  SCMA  Board  of  Trustees  will  meet  on  Wednesday,  April  25  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House  of  Delegates  meeting. 

This  issue  of  The  Journal  contains  those  reports  and  resolutions  available  at  publication 
deadline.  Additional  reports  and  resolutions  received  after  this  issue  has  gone  to  press  will  be 
included  in  the  Delegates  Handbooks  which  will  be  mailed  prior  to  the  meeting.  Delegates  are  asked 
to  bring  their  handbooks  to  the  meeting  or  to  pass  them  along  to  Alternate  Delegates  if  they  are 
unable  to  attend. 


— JD 
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ONE  HUNDRED  FORTY-SECOND  ANNUAL  MEETING 

SCHEDULE  OF  EVENTS 

Wednesday,  April  25,  1990 


TIME/LOCATION 

EVENT 

7:30  a.m.-8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.-12:15  p.m. 
Jenkins/King  Room 

SCMA  Board  of  Trustees  Meeting 

1 1:30  a.m.-7:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

12:15  p.m.-l:30  p.m. 
Louis’s  Grill 

SCMA  Board  of  Trustees  Luncheon 

1:00  p.m.-4:00  p.m. 
Suite  2H 

SCMAA/SCIMER  Scholarship  Interviews 

1:00  p.m.-5:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballroom  and  Grand  Hall 

Exhibitors  Setup 

1:00  p.m. -5:00  p.m. 
2nd  Floor  Lobby 

Auxiliary  Registration — Open 

1:30  p.m.-5:00  p.m. 
Jenkins/King  Room 

SCMA  Board  of  Trustees  Meeting 

3:00  p.m.-5:00  p.m. 
Drayton  Room 

SCMA  Workshop:  “AIDS/OSHA  Regulations” 

“AIDS,  OSHA  and  the  Office  Practice” 

Robert  J.  Sharbaugh,  Ph.D.,  Charleston 

“HIV  and  the  Healthcare  Worker” 

Charles  S.  Bryan,  M.D.,  USC  School  of  Medicine 

3:00  p.m.-5:00  p.m. 
Willow  I 

SCMA  Workshop:  “RBRVS  Update” 

Robert  B.  Doherty,  American  Society  of  Internal 
Medicine,  Washington,  D.  C. 

Thursday,  April  26,  1990 


TIME/LOCATION 

EVENT 

7:00  a.m.-5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

7:00  a.m.-8:00  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:00  a.m.-8:00  a.m. 
Fenwick  Room 

SCMA  Past  Presidents’  Breakfast 

7:00  a.m.-8:00  a.m. 
Edmunds  Room 

Specialty  Society  Delegates  Meeting 
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SCHEDULE  OF  EVENTS  

Thursday,  April  26,  1990  (continued) 


TIME/LOCATION 

EVENT 

7:30  a.m.-8:30  a.m. 
Booths  22  & 42 

Coffee 

7:30  a.m. -5:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballroom  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.-5:00  p.m. 
2nd  Floor  Lobby 

Auxiliary  Registration — Open 

8:00  a.m.-l  1:30  a.m. 
Willow/Magnolia  Ballroom 

SCMA  House  of  Delegates 

9:30  a.m.-12:00  noon 
Jenkins/King  Room 

Auxiliary  Executive  Board  Meeting 

9:45  a.m.-10:45  a.m. 
Booths  22  & 42 

Coffee  Break  (Compliments  of  The  Medical  Protective 
Company) 

10:00  a.m.-l  1:00  a.m. 
Riley  Room 

MUSC  Medical  Alumni  Board  Meeting 

12:00  noon-l:30  p.m. 
Suite  2K 

SCMA  Medical  Ethics  Committee  Meeting  and  Luncheon 

12:00  noon-2:00  p.m. 
Drayton  Room 

SCMA  Young  Physicians’  Section  Luncheon  & Meeting 
(Compliments  of  the  Young  Physicians  Section  of  the 
AMA) 

12:30  p.m. -1:30  p.m. 
Edmunds  Room 

Reference  Committee  Chairmen’s  Luncheon 

12:30  p.m.-2:00  p.m. 
Wickliffe  House 

Auxiliary  Past  Presidents’  Luncheon 

12:45  p.m. -2:30  p.m. 
Magnolia  Ballroom 

MUSC  Alumni  Luncheon 

1:30  p.m. -3:00  p.m. 

Colleton,  Fenwick,  Gadsden 
and  Beauregard  Rooms 

SCMA  Reference  Committee  Meetings  (Specific  room 
assignments  will  appear  in  Delegates  Handbook) 

1:30  p.m.-3:30  p.m. 
Willow  Ballroom 

SCMA  Plenary  Session:  “Wellness” 

“Where  Are  We  Going?”  (Wellness) 

Roger  Sargent,  Ph.D.,  USC  School  of  Medicine 

“How  Do  We  Get  There?”  (Fitness) 

Frederick  E.  Reed,  Jr.,  M.D.,  Charleston 

“How  Do  We  Stay  There?”  (Motivation) 
Gilbert  B.  Bradham,  M.D.,  Charleston 

2:00  p.m.-3:00  p.m. 
Booths  22  & 42 

Coffee  Break 

2:30  p.m.-5:00  p.m. 
Edmunds  Room 

“Tax  Planning  Seminar” 

Mark  Hobbs,  CPA,  Hobbs  and  Rendleman 
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SCHEDULE  OF  EVENTS  

Thursday,  April  26,  1990  (continued) 


TIME/LOCATION 

EVENT 

3:30  p.m.-5:00  p.m. 
Hampton  Room 

SCMA  Workshop:  “Respiratory  Management  in  the 
Elderly” 

“Pneumonia  in  the  Elderly” 

Gerald  N.  Olsen,  M.D.,  USC  School  of  Medicine 

“The  Respiratory  Response  to  Trauma  and  Surgery  in  the 
Elderly” 

Angelo  Sinopoli,  M.D.,  Greenville 

“Changes  in  Pulmonary  Function  with  Aging” 

Charles  Strange,  M.D.,  MUSC 

3:30  p.m. -5:00  p.m. 
Drayton  Room 

SCMA  Workshop:  “Ethics” 

“The  Ethics  of  Tissue  and  Organ  Donation: 
Who  Should  Give;  Who  Should  Receive?” 

Julia  E.  Connelley,  M.D.,  University  of  Virginia 
School  of  Medicine 

3:00  p.m. -5:00  p.m. 
Beauregard,  Fenwick,  and 
Gadsden  Rooms 

SCMA  Reference  Committees  (Specific  room  assignments 
will  appear  in  Delegates  Handbook) 

5:00  p.m. -6:30  p.m. 
Colleton  Room 

Medical  College  of  Georgia  Alumni  Reception 

5:00  p.m. -7:00  p.m. 
Jenkins/King  Room 

USC  School  of  Medicine  Alumni  and  Faculty  Reception 

6:00  p.m. -7:30  p.m. 
Front  Circle  of  Hotel 

SCMA  Reception  Honoring  Delegates,  Alternates, 
Speakers  and  Exhibitors 

Friday,  April  27,  1990 

TIME/LOCATION 

EVENT 

7:00  a.m.-5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

7:30  a.m.-8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:30  a.m. -9:00  a.m. 
Fenwick  Room 

Editorial  Board  Breakfast 

7:30  a.m.-9:30  a.m. 
Beauregard  Room 

MUSC  Class  Representatives  Breakfast 

7:45  a.m. -8:45  a.m. 
Booths  22  & 42 

Coffee 

8:00  a.m.-9:30  a.m. 
Colleton  Room 

Residents  Breakfast  Meeting 

(Compliments  of  the  Resident  Physicians  Section  of  the 
AMA) 
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Friday,  April  27,  1990  (continued) 


TIME/LOCATION 

8:00  a.m. -12:00  noon 
2nd  Floor  Lobby 

EVENT 

Auxiliary'  Registration — Open 

8:00  a.m. -5:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballroom  and  Grand  Hall 

Exhibits  Open 

8:30  a.m.-10:00  a.m. 
Jenkins/King  Room 

Risk  Management  Workshop  (Continental  Breakfast) 
“Medical  Liability  Risk  Management  1990” 

Robert  S.  Brittain,  M.D.,  Medical  Liability  Consultants 
Program,  Inc.,  Englewood,  Colorado 

8:30  a.m.-l  1:00  a.m. 
Edmunds  Room 

Sports  Medicine  Committee  Breakfast  Meeting 

8:30  a.m.-12:00  noon 
Willow  Ballroom 

SCMA  Plenary-  Session:  “Disaster  Planning:  The  Hugo 
Experience” 

Moderator:  Kenneth  G.  Varley,  M.D. 

Panelists:  C.  Michael  Sheppa.  M.D.,  Charleston,  Mr. 
Frank  J.  DeMarco.  Ill,  Trident  Regional  Medical  Center, 
Mr.  Paul  Lunsford.  Director,  S.  C.  Emergency 
Preparedness  Division 

9:00  a.m. -12:00  noon 
Magnolia  Ballroom 

Auxiliary  House  of  Delegates 

10:00  a.m.-l  1:30  a.m. 
Riley  Room 

Professional  Liability  Committee  Meeting 

10:30  a.m.-l  1:30  a.m. 
Fenwick  Room 

SCIMER  Board  Meeting 

10:30  a.m.-l  1:30  a.m. 
Booths  22  & 42 

Coffee  Break 

1 1:30  a.m. -12:30  p.m. 
2nd  Floor  Lobby 

S.  C.  Cardiac  Rehabilitation  Registration 

12:00  noon 

Patriot’s  Point  Golf  Links 

Golf  Tournament — Organized  by  and  Prizes  Awarded  by 
Mead  Johnson  Nutritional  Division 

12:00  noon-12:30  p.m. 
Palmetto  Courtyard 

Auxiliary  Reception  Honoring  New  Officers 

12:00  noon-l:00  p.m. 
Gadsden  Room 

Annual  Meeting  and  Luncheon  of  the  South  Carolina 
Medical  Care  Foundation  and  Board  of  Directors 

12:30  p.m.-2:00  p.m. 
Louis’s  Charleston  Grill 

Auxiliary  Presidents’  Luncheon 
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Friday,  April  27,  1990  (continued) 

TIME/LOCATION 

EVENT 

12:30  p.m.-4:30  p.m. 
Willow  Ballroom 

S.  C.  Cardiac  Rehabilitation  Symposium 

“Media  Health  Messages:  Do  They  Alert  or  Alarm?” 

Carolyn  O’Neil,  M.S.,  R.D.,  Atlanta,  Ga. 

• “Heart  Rx  (American  Heart  Association)” 

Debbie  Hubert,  R.N.,  Richland  Memorial  Hospital 

• “S.  C.  Cardiac  Rehabilitation  Association — Update” 
Billy  Webster,  Ph.D.,  Greenville  Memorial  Hospital 

“Transplantation  and  Exercise” 

Patricia  Painter,  Ph.D.,  USC  Transplant  Service,  San 
Francisco,  CA 

1:00  p.m.-3:00  p.m. 
Beauregard  Room 

S.  C.  Psychiatric  Association 

“Update  on  the  Place  of  Benzodiazepines  in  Psychiatric 
Medicine” 

James  C.  Ballenger,  M.D.,  MUSC 

“Recognizing  the  Addict  in  Your  Practice” 

Robert  J.  Malcomb,  M.D.,  MUSC 

1:00  p.m. -5:00  p.m. 
Drayton  Room 

S.  C.  Diabetes  Association:  “Managing  Diabetes  in  the 
1990s”  (Supported  by  the  Upjohn  Company) 

Leonard  S.  Lichtenstein,  M.D.,  MUSC;  Marti  Chitwood, 
R.D.,  Charleston 

1:00  p.m. -5:30  p.m. 
Jenkins/King  Room 

S.  C.  Dermatological  Association  Meeting  and  Scientific 
Session 

“Herpes  Simplex  Virus  in  Erythema  Multiforme” 
William  Lee  Weston,  M.D.,  University  of  Colorado 
Medical  Center,  Denver 

“A  Sensible  Approach  to  Flaps  and  Grafts” 

William  P.  Coleman,  III,  M.D.,  Louisiana 

“Patients  From  Whom  I Have  Learned” 

W.  Mitchell  Sams,  Jr.,  M.D.,  The  University  of  Alabama 
at  Birmingham 

1:30  p.m.-5:00  p.m. 
Willow  Ballroom 

SCMA  Workshop:  “Primary  Care  Physicians  and  High 
School  Athletes” 

“Update  on  Risk  Management  in  Sports” 

Robert  H.  Hood,  J.D.,  Charleston 

“Preparticipation  Exam” 

Robert  H.  Belding,  M.D.,  Orangeburg 

“Problems  Seen  in  Collegiate  Athletes  Often  Missed  or 
Mistreated” 

Robert  M.  Peele,  Jr.,  M.D.,  Columbia 
Melissa  Martin,  A.T.C.,  USC 
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Friday,  April  27,  1990  (continued) 


TIME/LOCATION 

EVENT 

“Teacher  Athletic  Trainers” 

Frederick  E.  Reed,  Jr.,  M.D.,  Charleston 

“Equipment  for  the  Sports  Trainer” 
Richard  W.  Ward,  M.D.,  Myrtle  Beach 

2:00  p.m.-4:30  p.m. 

S.  C.  Oncology  Society  Meeting  and  Scientific  Session: 

Colleton  Room 

“Oncogenes:  Current  Status  and  Clinical  Relevance” 
William  F.  Schmidt,  III,  M.D.,  Ph.D.,  USC  School  of 
Medicine 

“Autologous  Bone  Marrow  Transplant  in  Solid  Tumors” 
David  Hurd,  M.D.,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.  C. 

“Growth  Factors:  Current  Status” 
Joseph  Laver,  M.D.,  MUSC 

2:30  p.m.-3:30  p.m. 
Booths  22  & 42 

Coffee  Break 

3:00  p.m.-5:00  p.m. 

SCMA  Workshop:  “PRO  Update” 

Beauregard  Room 

Thomas  G.  Morford,  Director,  Health  Standards  Quality 
Bureau 

Donald  K.  Wallace,  M.D.,  President  of  the  Board, 
Medical  Review  of  North  Carolina 

4:30-6:00  p.m. 

Second  Floor  Garden 

S.  C.  Cardiac  Rehabilitation  Association  Reception 

5:30  p.m.-7:30  p.m. 

Home  of  Dr.  & Mrs.  A.  Bert 
Pruitt,  Jr. 

54  Meeting  Street 

Bowman  Gray  Alumni  Reception 

6:00  p.m.-7:30  p.m. 

SCMA  Reception  (Compliments  of  C&S  National  Bank 

Magnolia  Ballroom 

of  South  Carolina) 

7:00  p.m.-8:30  p.m. 
Drayton  Room 

S.  C.  Neurological  Association  Reception 

7:00  p.m. 

MUSC  Reunions 

Gadsden  Room 

December  Class  of  1943 

Jenkins  Room 

Class  of  1945 

Hampton  Room 

Class  of  1950 

Beauregard  Room 

Class  of  1955 

Willow  I Room 

Class  of  1960 

Colleton  Room 

Class  of  1965 

Willow  II  Room 

Class  of  1970 

King  Room 

Class  of  1975 
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— SCHEDULE  OF  EVENTS  — 

Saturday,  April  28,  1990 


TIME/LOCATION 

EVENT 

7:00  a.m.-5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

7:30  a.m.-8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:45  a.m. -8:45  a.m. 
Booths  22  & 42 

Coffee 

8:00  a.m. -9:00  a.m. 
Riley  Room 

S.  C.  Chapter  of  the  American  Academy  of  Pediatrics 
Executive  Committee  Meeting 

8:00  a.m. -9:00  a.m. 
Beauregard  Room 

S.  C.  Radiological  Society  Breakfast  Meeting 

Guest  Speaker:  The  Honorable  Arthur  Ravenel,  Jr., 
Representative,  First  Congressional  District 

8:00  a.m. -12:30  p.m. 
Dogwood/Cypress/Live  Oak 
Ballroom  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.-12:00  noon 
Edmunds  Room 

S.  C.  Association  of  Neurological  Surgeons  Breakfast 
Meeting  and  Scientific  Session: 

“Experience  with  Automated  Percutaneous  Diskectomy” 
J.  M.  Marzluff,  M.D.,  Charleston 

“Surgical  Treatment  for  Spondylolisthesis” 

Stephen  E.  Rawe,  M.D.,  Ph.D.,  Charleston 

“Techniques  of  Spinal  Stabilization  and  Instrumentation” 
George  Sypert,  M.D.,  Fort  Myers,  Florida 

8:00  a.m.-12:00  noon 
Hampton  Room 

S.  C.  Society  of  Anesthesiology: 

“The  Perioperative  Management  of  Patients  with  Cardiac 
Pacemaker” 

Paul  Eckenbrecht,  M.D.,  USC  School  of  Medicine 

“What’s  New  in  OB  Anesthesiology” 

Curtis  Baysinger,  M.D.,  USC  School  of  Medicine 

“Postoperative  Pain  Techniques” 

Richard  Rauck,  M.D.,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.  C. 

8:00  a.m.-l  1:15  a.m. 
Magnolia  Ballroom 

S.  C.  Cardiac  Rehabilitation  Association 

“Marital/Sexual  Issues  in  Cardiac  Rehabilitation” 

Wayne  M.  Sotile,  Ph.D.,  Wake  Forest  University, 
Winston-Salem,  N.  C. 

“Lipids,  Life  and  Longevity” 

Bill  Roberts,  M.D.,  Bethesda,  MD 

“Creative  Approaches  to  Teaching  Stress  Management” 
Peggy  Dulaney,  M.S.N.,  R.N.,  C.S.,  Greenville  Memorial 
Hospital 
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Saturday,  April  28,  1990  (continued) 

TIME/LOCATION 

EVENT 

8:30  a.m.-12:00  noon 
Willow  Ballroom 

SCMA  Plenary  Session:  “Infectious  Diseases” 

“New  and  Emerging  Pathogens” 

Joseph  F.  John,  Jr.,  M.D.,  MUSC 

“Lyme  and  Other  Tick-Borne  Diseases  in  South 
Carolina” 

Stanley  H.  Schumann,  M.D.,  MUSC 

“Toward  Optimum  Use  of  the  State  Laboratory” 

Arthur  F.  DiSalvo,  M.D.,  DHEC 

“Epidemiology,  Pathogenesis  and  Rational  Management 
of  the  Common  Cold” 

Ronald  B.  Turner,  M.D.,  MUSC 

“Acute  Bacterial  Infections:  Antibiotic  Update” 

Charles  S.  Bryan,  M.D.,  USC  School  of  Medicine 

8:30  a.m.-12:00  noon 
Gadsden  Room 

S.  C.  Neurological  Association 
“Narcolespy” 

Virgil  Wooten,  M.D.,  University  of  Alabama  at 
Birmingham 

8:30  a.m.-12:30  p.m. 
Colleton  Room 

S.  C.  Dermatological  Association  Meeting  and  Scientific 
Session: 

“Liposuction  Surgery — State  of  the  Art” 

William  P.  Coleman,  III,  M.D.,  Louisiana 

“What’s  New  in  Pediatric  Dermatology — 1990” 

William  Lee  Weston,  M.D.,  University  of  Colorado 
Medical  Center,  Denver 

“Practical  Interpretation  of  Lupus  Serologies” 

W.  Mitchell  Sams,  Jr.,  M.D.,  The  University  of  Alabama 
at  Birmingham 

9:00  a.m.-12:00  noon 
Jenkins/King  Room 

S.  C.  Chapter  of  the  American  Academy  of  Pediatrics 
Scientific  Session: 

“Childhood  Abdominal  Pain:  Campylobacter 
Connection” 

Rathna  Amarnath,  M.D.,  USC  School  of  Medicine 

“DNA  and  the  Pediatrician” 

Robert  A.  Saul,  M.D.,  Greenwood 

“Bone  Marrow  Transplantation  for  Pediatric 
Malignancies” 

Joseph  Laver,  M.D.,  MUSC 

April  1990 
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SCHEDULE  OF  EVENTS  

Saturday,  April  28,  1990  (continued) 


TIME/LOCATION 

EVENT 

9:00  a.m.-12:00  noon 
Fenwick  Room 

S.  C.  Society  of  Physical  Medicine  and  Rehabilitation 

“Spinal  Cord  Injury” 

Robert  D.  Kukla,  M.D.,  Florence 

“Functional  Electrical  Stimulation” 

Dennis  M.  Crowley,  M.D.,  Greenville 

“The  Role  of  Thermography  in  Sympathetic  Dysfunction 
Syndromes” 

Robert  S.  Schwartz,  M.D.,  Greenville 
“Cervical  Radiculopathy” 

Dixie  J.  Hines,  M.D.,  Richland  Memorial  Hospital 

9:00  a.m. -12:15  p.m. 
Drayton  Room 

S.  C.  Radiological  Society  Meeting  Scientific  Session: 

“Transvaginal  Sonography  in  Gynecology” 

Arthur  Fleischer,  M.D.,  Vanderbilt  University  School  of 
Medicine 

“MRI  of  Joints” 

Beverly  M.  Genez,  M.D.,  MUSC 

“SPECT  Imaging” 

Kenneth  M.  Spicer,  M.D.,  MUSC 

“Current  Medical-Legal  Issues” 

Ms.  Ann  R.  Wieseneck,  American  College  of  Radiology 

9:30  a.m. -1 1:00  a.m. 
Louis’s  Charleston  Grill 

SOCPAC  Board  Meeting 

10:00  a.m. -1 1:00  a.m. 
Booths  22  & 42 

Coffee  Break 

10:00  a.m. -12:00  noon 
Beauregard  Room 

S.  C.  Society  of  Pathologists  Business  Meeting 

1 1:45  a.m.-12:15  p.m. 
Louis’s  Charleston  Grill 

S.  C.  Radiological  Society  Reception 

12:45  p.m. -2:15  p.m. 
Magnolia  Ballroom 

SOCPAC  Luncheon 

Guest  Speaker:  Congressman  J.  Roy  Rowland,  Jr.,  M.D., 
U.  S.  House  of  Representatives 

1:00  p.m. -6:00  p.m. 
Jenkins/King  Room 

S.  C.  Chapter,  American  Academy  of  Family  Physicians 
Board  Meeting 

12:15  p.m. -3:00  p.m. 
Louis’s  Charleston  Grill 

S.  C.  Radiological  Society  Luncheon  and  Meeting 
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Saturday,  April  28,  1990  (continued) 


TIME/LOCATION 

EVENT 

2:00  p.m.-4:00  p.m. 
Colleton  Room 

S.  C.  Society  of  Pathologists  Scientific  Session: 

“Molecular  Biology  for  the  Practicing  Pathologist” 
William  L.  Gerald,  M.D.,  MUSC 

2:30  p.m.-4:30  p.m. 
Riley  Room 

S.  C.  Chapter  of  the  American  Academy  of  Cosmetic 
Surgery 

Moderator:  Russell  Smith,  M.D.,  F.A.A.D.,  F.A.C.O.S. 
(Everyone  Welcomed) 

2:30  p.m.-5:00  p.m. 
Drayton  Room 

S.  C.  Medical  Directors’  Association  Meeting 

“The  Elderly  and  Alzheimer’s  Disease” 

Morris  Green,  M.D.,  Ph.D.,  Medical  Director,  Daughters 
of  Miriam  Center  for  the  Aged,  Clinton,  N.  J.  (Supported 
by  Mead  Johnson  Pharmaceutical  Division) 

5:00  p.m.-6:00  p.m. 
Beauregard  Room 

S.  C.  Medical  Directors’  Association  Reception 
(Sponsored  by  S.  C.  Health  Care  Association) 

6:30  p.m.-7:30  p.m. 
Live  Oak  Ballroom 

SCMA  Presidents’  Reception  (Compliments  of  Carolina 
Physicians  Advisory  Service) 

7:30  p.m.-12:00  a.m. 
Willow/Magnolia  and  Live 
Oak  Ballrooms 

SCMA  President’s  Inaugural  Banquet 

Sunday,  April  29,  1990 


TIME/LOCATION 

EVENT 

7:00  a.m.-10:30  a.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

7:30  a.m.-8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.-12:30  p.m. 
Dogwood/Cypress  and  Live 
Oak  Ballrooms 

SCMA  House  of  Delegates 

12:30  p.m.-l:00  p.m. 
Drayton  Room 

SCMA  Board  of  Trustees  Reorganization  Meeting 
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MRI  UPDATE 


Figure  1 


Clinical  history:  This  is  a 

25-year-old  female  with 
complaints  of  left  sided  flank 
pain,  nausea,  and  vomiting. 

Findings:  Figure  1 represents 
a coronal  T1 -weighted  image 
through  the  kidneys.  A lobulated 
soft  tissue  mass  conforming  to 
the  approximate  shape  of  the  left 
renal  pelvis  and  the  lower  pole 
collecting  system  can  be 
identified  (large  arrow).  Signal 
intensity  is  intermediate  and 
there  is  a central  area  of 
decreased  signal  intensity 
probably  representing  necrosis. 
Figure  2 is  a sagittal  image 
through  the  left  kidney.  In  this 
projection,  the  soft  tissue  mass  is 
comma  shaped  and  can  be 
identified  extending  from  the  left 
renal  pelvis  into  the  proximal  left 
ureter  (small  arrows).  Figure  3 is 
a T2-weighted  image  which 


Figure  2 


exhibits  increased  signal 
intensity  in  the  periphery  of  the 
mass  and  central  decreased 
signal  intensity.  A curvilinear 
low  signal  structure  lies  medial 
to  the  mass  and  is  felt  to 
represent  the  left  renal  vein 
displaced  by  the  mass.  The  vein 
appears  to  be  patent  as 
evidenced  by  the  low  signal 
intensity  indicative  of  flowing 
blood  (small  arrows).  No 
adenopathy  is  identified.  There  is 
no  evidence  of  extension  of  the 
mass  beyond  the  margins  of  the 
left  renal  pelvis  or  the  proximal 
left  ureter. 

Mr  IMPRESSION:  The  location 
and  shape  of  the  soft  tissue  mass 
is  typical  for  a transitional  cell 
carcinoma. 

Mr  NOTES:  MR  of  the  kidneys 
is  a noninvasive  procedure 


Figure  3 


yielding  both  static  and  dynamic 
information  about  the  pathologic 
process  in  question.  In  this  case, 
the  MR  images  defined  the 
presence  of  the  soft  tissue  mass 
in  the  left  kidney,  the 
confinement  of  the  soft  tissue 
mass  to  the  left  renal  collecting 
system  and  the  proximal  left 
ureter,  and  the  lack  of  invasion 
into  the  kidney  and  the  adjacent 
pararenal  soft  tissue  structures. 
In  addition,  the  MR  scan 
demonstrated  that  there  is  no 
evidence  of  thrombosis  of  the  left 
renal  vein  nor  is  there  evidence 
of  tumor  into  the  vein.  MR 
imaging  of  the  kidney  is  a 
noninvasive  procedure  allowing 
both  anatomic  identification  of 
renal  masses,  staging  of  the 
extent  of  those  renal  masses,  and 
determination  of  the  presence  or 
absence  of  renal  vein  involve- 
ment for  surgical  planning. 


Charleston 

Magnetic 

Imaging 


2725  Speissegger  Drive 
North  Charleston,  SC  29405 
(803)  747-0829 


Anderson 
Magnetic 

Imaging,  Limited  Partnership 

216  East  Calhoun  Street 
Anderson,  SC  29621 
(803)  224-1083 


Columbia 

Magnetic 

Imaging 


119  Blarney  Drive 
Columbia,  SC  29223 
Opening  Spring  1990 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution  head 
and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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vk  NEWSLETTER 


APRIL  1990 


I HIGHLIGHTS  OF  MARCH  21  BOARD  OF  TRUSTEES  MEETING 

Responding  to  a report  by  President-elect  John  W.  Simmons,  MD, 

I the  Board  voted  to  oppose  legislation  which  would  require  that 
any  X-ray  taken  while  a person  is  in  the  hospital  must  be  read 
prior  to  the  patient  being  discharged. 

The  SCMA  will  work  with  DHEC  to  obtain  increased  funding  for 
immunizations,  family  planning  and  Medicaid.  A Joint  Resolution 
has  been  introduced  by  Senator  Theo  Mitchell  which  would 
establish  a study  committee  to  develop  a plan  for  100% 
participation  by  physicians  in  the  Medicaid  program.  Meantime,  a 
resolution  from  the  SCMA  Medicaid  and  Indigent  Care  Committee  to 
the  SCMA  House  of  Delegates,  if  passed  and  implemented,  would 
hopefully  increase  physician  participation  in  the  Medicaid 
program. 

SCMA  Secretary  Bart  Barone,  MD,  has  written  to  department 
chairmen  at  both  medical  schools  to  seek  their  support  of  SCMA 
membership  by  members  of  their  departments. 

The  Board  voted  to  contribute  $3,000  from  the  Hugo  Relief  Fund  to 
the  Charleston  Crisis  Interfaith  Ministry  Clinic  and  $1,000  to 
the  St.  Andrews  Christian  Clinic  in  Mount  Pleasant.  Plans  for 
the  remainder  of  the  monies  in  the  Relief  Fund  will  be  announced 
during  a press  conference  at  the  SCMA  Annual  Meeting. 

William  Eckstein,  MD,  Clay  Evatt,  MD,  and  Burland  Rush,  MD,  were 
reelected  to  the  Board  of  the  Members'  Insurance  Trust. 


MEDICARE  UPDATE 
April  1.  1990 

Reminder  to  non-participating  physicians:  If  you  have  received  a 
special  charge  limit  on  your  Medicare  printout  for  any  procedure 
code,  you  may  not  charge  more  than  this,  even  if  your  MAAC  is 
higher. 

January  l,  1991:  Non-participating  MAAC  Limit 

If  your  current  MAAC  is  more  than  125%  of  the  Medicare  allowed 
charge,  you  can  anticipate  that  you  will  need  to  reduce  your 
Medicare  fees  as  of  January  1,  1991  to  no  more  than  125%  of  the 
approved  amount  for  each  service.  This  is  another  result  of  the 
1989  Omnibus  Reconciliation  Act. 


The  SCMA  has  written  the  SC  Congressional  delegation  of  our 
serious  concern  over  this  law,  especially  in  view  of  the  planned 
transition  to  the  RBRVS  in  1992. 

Correction 

Non-participating  physicians  will  be  required  to  submit  Medicare 
claims  for  care  provided  on  or  after  September  1.  1990,  not 
October  1,  as  previously  reported. 

HCFA  Mandated  Medical  Review  Parameters 


The  SCMA  has  been  advised  of  individuals  who  are  making  HCFA 
mandated  medical  review  parameters  available  for  purchase  to  the 
medical  community.  The  information  regarding  mandated  parameters 
that  is  for  sale  has  not  been  supplied  by  HCFA  and  may  not  be 
accurate. 

Specialty  Workshops 

Medicare  is  sponsoring  specialty  workshops  at  different  locations 
around  SC  this  spring.  The  workshops  will  cover  specific 
information  pertaining  to  each  group,  but  will  cover  medical 
necessity,  instructions  on  coding  procedures  and  diagnoses  codes, 
and  a general  overview  of  the  Professional  Service  Manual. 
Workshops  for  family  practice,  general  practice  and  pediatrics 
will  be  held  in  Florence  (April  11),  Beaufort  (April  13), 
Charleston  (April  18)  , Greenville  (April  25)  and  Columbia  (April 
27).  Columbia  will  also  host  workshops  for  urologists  (May  2), 
psychiatrists  (May  3 0)  and  internists  (May  9)  . Additional 
workshops  for  internists  will  be  held  in  Greenville  (May  17)  and 
Charleston  (May  23)  . For  additional  information,  call  Medicare 
Part  B in  Columbia  at  754-1968. 

Medicare  questions  should  be  directed  to  Barbara  Whittaker  at 
SCMA  Headquarters. 

MEDICAID  UPDATE 


Billina  for  Emergency  Room  Services 

The  1990  edition  of  the  physicians'  Current  Procedural 
Terminology  (CPT)  manual  has  changed  the  way  that  private 
physicians  are  to  bill  for  emergency  room  services.  However,  the 
State  HHSFC  requests  that  you  do  not  implement  these  changes 
until  July  1,  1990  when  billing  for  emergency  room  services 
provided  to  SC  Medicaid  recipients.  Examples  of  how  you  should 
bill  both  before  and  after  July  1,  1990  follow: 

Before  July  1:  (1)  Bill  using  one  of  the  following  codes: 

99062,  99064  or  99065  and  (2)  bill  using  a code  from  the  range 

90500-90580  depending  on  the  patient's  status  and  the  level  of 
service  performed. 
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After  July  1:  (1)  Bill  using  one  of  the  following  codes: 
99062,  99064  or  99065  and  (2)  bill  using  a code  from  the  range 
90000-90080  depending  on  the  patient's  status  and  the  level  of 
service  performed. 

Contact  Barbara  Whittaker  at  SCMA  Headquarters  if  you  have 
questions  regarding  Medicaid. 

UR  FIRMS  TO  ESTABLISH  VOLUNTARY  ACCREDITATION  COMMISSION 

Reacting  to  the  threat  of  government  regulation,  a group  of 
utilization  review  firms  announced  plans  in  late  February  to  form 
a voluntary  accreditation  commission  in  1991.  The  operations  of 
the  Utilization  Review  Accreditation  Commission,  which  was 
modeled  after  the  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations,  will  be  financed  by  the  fees  it  charges  firms  that 
apply  for  accreditation. 

The  commission's  board  will  be  composed  of  executives  from  UR 
firms,  but  it  plans  to  expand  the  membership  to  include 
representatives  from  the  physician,  hospital,  insurance  and 
business  communities. 

The  voluntary  approach  was  devised  as  an  alternative  to 
government  regulation.  Arkansas  and  Maryland,  as  well  as  SC, 
already  require  UR  firms  to  meet  certain  standards  of  operation, 
and  14  other  states  are  considering  a similar  strategy. 

LOCUM  TENENS  MALPRACTICE  INSURANCE  COVERAGE 

The  JUA  and  PCF  will  provide  Locum  Tenens  coverage  to  an 
insured's  temporary  substitute  without  additional  charge  to  the 
insured  or  the  temporary  substitute. 

PCF  Locum  Tenens  coverage  will  be  provided  only  upon  receipt  of  a 
written  request  from  the  PCF  member  which  contains  the  name  and 
address  of  the  temporary  substitute  and  the  specific  dates  that 
the  substitute  will  replace  the  member.  This  written  request 
must  be  submitted  to  the  PCF  prior  to  the  substitution  dates  and 
Locum  Tenens  coverage  cannot  be  provided  on  a retroactive  basis 
if  the  request  is  made  late. 

JUA  Locum  Tenens  coverage  can  be  requested  by  your  JUA  insurance 
agent,  but  this  also  must  be  requested  prior  to  the  substitution 
date. 

Direct  questions  to  the  JUA  (256-6311)  or  the  PCF  (737-6264)  in 
Columbia . 

FROM  THE  OFFICE  OF  LEGAL  AFFAIRS 
Medical  Records 

On  March  16,  1990,  the  SC  Attorney  General  issued  an  opinion 
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concerning  the  allowable  charges  for  making  copies  of  medical 
records . 

The  Attorney  General  has  concluded  that  the  maximum  allowable 


charcre 

provisions  contained 

in  last 

vear's  automobile  insurance 

reform 

lecrislation  pertain 

onlv  to 

copies  of  medical  records 

arisina 

out  of  an  automobile 

insurance  claim. 

Thus,  SC  law  now  has  various  provisions  relating  to  allowable 
charges  for  copies  of  medical  records,  depending  on  how  the 
accident,  illness  or  injury  occurred  resulting  in  the  visit  to 
the  physician. 

I.  In  cases  arising  from  an  automobile  insurance  claim,  the 
maximum  allowable  charge  is  fifty  cents  per  page,  with  a minimum 
allowable  fee  of  10  dollars. 

II.  In  cases  arising  from  a workers'  compensation  claim,  the 
maximum  allowable  charge  is  fifty  cents  per  page,  with  a minimum 
allowable  fee  of  five  dollars.  (The  SCMA  is  currently  sponsoring 
legislation  that  would  raise  the  minimum  fee  in  workers' 
compensation  cases  to  10  dollars,  the  same  as  the  automobile 
provisions  above.  As  of  the  date  of  publication,  this  bill  had 
passed  the  House  and  was  currently  being  considered  by  the  Senate 
Judiciary  Committee.) 

III.  In  all  other  instances,  there  is  no  state  law  covering 
allowable  fees  for  making  copies  of  the  medical  record. 

PA's  and  PC's:  Reminder 

In  1988,  the  SC  Legislature  substantially  revised  the  laws 
governing  corporations,  partnerships  and  professional 
associations. 

The  law  now  reguires  all  professional  corporations  (including 
professional  associations)  to  file  a copy  of  their  Articles  of 
Incorporation  with  the  licensing  authority  with  jurisdiction  over 
service  rendered  by  the  professional  corporation.  For  physicians 
and  osteopaths,  this  entity  would  be  the  SC  Board  of  Medical 
Examiners . 

Additionally,  the  law  requires  each  professional  corporation  to 
file  an  annual  qualification  statement  containing  the  names  and 
addresses  of  its  officers  and  directors  and  information  required 
by  the  licensing  authority. 

If  you  do  business  as  a professional  association  or  professional 
corporation,  you  should  contact  your  legal  advisor  to  ensure  you 
are  in  compliance  with  the  new  laws. 

Please  call  Steve  Williams  at  the  SCMA  if  you  have  questions 
about  these  provisions. 
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LEGISLATIVE  UPDATE 


Drug  Sample  Labeling  Exemption  Bill 

H . 4425 , designed  to  exempt  non-controlled  drug  samples  from  state 
labeling  requirements  when  dispensed  at  no  charge  by  a physician 
to  his  patient,  was  passed  by  both  Houses  on  March  21,  1990  and 

ratified  on  March  29,  1990.  It  is  presently  awaiting  the 

governor  * s s ignatur e . 

Independent  Practice  for  Physical  Therapists 

The  subcommittee  "adjourned  debate"  on  H.3482  on  March  28,  1990, 
thus  effectively  killing  the  bill  for  this  session. 

Questions  on  legislative  issues  should  be  directed  to  Jan 
McKellar  or  William  Mahon  at  the  SCMA. 

MEETINGS  AND  CONFERENCES 

The  SC  Association  of  Medical  Managers  Annual  Spring  Meeting  will 
be  held  May  7-8,  1990  at  the  Sheraton  Riverfront  in  Charleston, 

SC.  "Effectively  Managing  Conflict"  presentations  by  state 
insurance  representatives  and  practice  management  breakouts  will 
be  featured.  Contact  Robert  Hendrickson  (242-4122  in  Greenville) 
or  Paul  Shaw  (269-9239  in  Easley)  for  information. 

Early  care  for  the  HIV-positive  patient  will  be  the  theme  of 
AMA's  2nd  Annual  HIV  Conference  June  18-19  at  the  Westin  Hotel 
in  San  Francisco.  Program  topics  will  include  treatment 
guidelines  and  medical,  psychiatric  and  testing  issues. 
Registration  fee  is  $200.  For  additional  information  concerning 
the  conference,  please  call  Eileen  Keane  at  (312)  645-5478. 

The  Emory  AIDS  Training  Network  provides  a two-day  clinical 
tutorial  with  one-on-one  clinical  experience  with  patients 
throughout  the  spectrum  of  HIV  infection.  Highlights  of  the 
tutorial  include  clinical  recognition  of  common  infections  in  the 
HIV-infected  patient,  continuing  care  of  the  patient  on  AZT, 
diagnosis  of  opportunistic  infections  in  AIDS  patients  and 
didactic  sessions.  The  tutorials  are  held  at  Grady  Memorial 
Hospital  Infectious  Disease  Clinic,  Emory  University  School  of 
Medicine,  Atlanta.  Registration  fee  is  $150.  To  apply,  call  the 
Emory  AIDS  Training  Network  at  (404)  727-2929. 

VIDEO  AVAILABLE 

"Ninety  Years  of  Progress,"  a 12-minute  video  documenting  the 
medical  and  scientific  achievements  in  the  US  since  the  turn  of 
the  century,  is  available  on  loan  from  SCMA  Headquarters. 
Developed  as  part  of  the  AMA's  program  to  strengthen  the  US 
health  care  system,  the  video  opened  the  AMA's  1990  National 
Leadership  Conference  in  Phoenix,  Arizona  in  February.  To  view 
the  tape,  call  Kim  Fox  or  Joy  Drennen  at  the  SCMA. 
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CAPSULES 


William  H.  Hester,  MD,  director  of  McLeod  Family  Medicine 
Residency  Program  and  former  member  of  the  SCMA  Board  of 
Trustees,  was  selected  by  Governor  Carroll  Campbell  to  receive 
the  Order  of  the  Palmetto,  the  highest  award  given  by  the 
governor  to  someone  for  service  to  South  Carolina. 

Congratulations  to  Bamberg  and  Chester  County  Medical  Societies 
for  achieving  100%  membership  in  the  SCMA  for  1990. 


SCMA  NEWSLETTER 

is  a publication  of  the 
South  Carolina  Medical  Association 
Contributions  welcomed. 
Melanie  Kohn,  Editor 
Joy  Drennen,  Assistant  Editor 
798-6207,  in  Columbia 
1-800-327-1021,  outside  Columbia 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 


these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Stuart  Mitchelson 

Suite  230,  10718  Carmel  Commons  Boulevard,  Pineville,  NC  28226,  (704)  541-8020  or  (704)  541-8021 

(800)  633-2285 
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ABBEVILLE 

Alternate: 

AIKEN 


Alternate: 

ALLENDALE 

Alternate: 

ANDERSON 


Alternates: 


BAMBERG 

BARNWELL 

Alternate: 

BEAUFORT 


BERKELEY 

Alternate: 

CHARLESTON 


Alternates: 


Grady  Oliver,  M.D. 

George  Rosenberg,  M.D. 

Bill  Meehan,  M.D. 

Jim  Hagan,  M.D. 

Randy  Watson,  M.D. 

Jack  Ratliff,  M.D. 

H.  Lucius  Laffitte,  M.D. 

Hunter  E.  Woodall,  M.D. 
Elizabeth  Baxley,  M.D. 

Leigh  Beasley,  M.D. 

James  R.  Buehler,  M.D. 

Thomas  P.  Crocker,  M.D. 
Michael  Fry,  M.D. 

Charles  W.  Hinnant,  M.D. 
Vernon  E.  Merchant,  M.D. 
Kenneth  W.  Smith,  M.D. 

John  R.  Hunt,  M.D. 

William  P.  Kay,  M.D. 

Kaniel  Koontz,  M.D. 

C.  W.  Straughn,  M.D. 

Michael  Watson,  M.D. 

Richard  E.  Boyles,  M.D. 

William  B.  Clark,  M.D. 

John  T.  Brennan,  M.D. 

Oswald  L.  Mikell,  M.D. 

H.  Tim  Pearce,  M.D. 

Joseph  West,  M.D. 

Samuel  Schumann,  Sr.,  M.D. 

J.  Gilbert  Baldwin,  Jr.,  M.D. 
Walter  Bonner,  M.D. 

Robert  S.  Cathcart,  III,  M.D. 

W.  L.  Ector,  M.D. 

Alan  Fogle,  M.D. 

Charles  Geer,  M.D. 

Thomas  B.  Harper,  III,  M.D. 
Thomas  Leland,  M.D. 

I.  Grier  Linton,  Jr.,  M.D. 
Thomas  Lucas,  Sr.,  M.D. 

George  Malanos,  M.D. 

R.  Ramsay  Mellette,  M.D. 
William  Middleton,  M.D. 

Roy  Nickles,  M.D. 

H.  Biemann  Othersen,  Jr.,  M.D. 
Ralph  Principe,  M.D. 

Alexander  Ramsay,  M.D. 

Daniel  Ravenel,  M.D. 

Edmund  Rhett,  Jr.,  M.D. 
Raymond  Rosenblum,  M.D. 
Eugene  Rutland,  M.D. 

Robert  Sade,  M.D. 

Don  Schweiger,  M.D. 

Richard  E.  Ulmer,  M.D. 

Andrew  T.  Arnold,  M.D. 

Mary  E.  Baker,  M.D. 

J.  Austin  Ball,  M.D. 

Frank  E.  Harper,  M.D. 

Pearon  G.  Lang,  M.D. 

Stuart  C.  Owens,  M.D. 


CHEROKEE 

Alternate: 

CHESTER 

Alternate: 

CHESTERFIELD 

Alternate: 

COLLETON 

Alternates: 

COLUMBIA 


Alternates: 


DARLINGTON 

Alternates: 

DILLON 

Alternate: 

DORCHESTER 


John  McCartney  Roberts,  M.D. 
Stephen  I.  Schabel,  M.D. 

C.  W.  Schwenzfeier,  III,  M.D. 
Michael  J.  Tapert,  M.D. 

John  H.  Cathcart,  M.D. 

Jay  Hammett,  M.D. 

Samuel  R.  Stone,  M.D. 

Richard  P.  Hughes,  M.D. 
Winston  Godwin,  M.D. 

Jim  Thrailkill,  M.D. 

Samuel  W.  Wood,  M.D. 

Frank  Biggers,  M.D. 

David  W.  Hiott,  M.D. 

William  H.  Babcock,  M.D. 
O’Neill  Barrett,  M.D. 

Eliose  A.  Bradham,  M.D. 

Alan  H.  Brill,  M.D. 

Belton  D.  Caughman,  M.D. 
Robert  M.  Clark,  M.D. 

Janice  L.  Coleman,  M.D. 

Jerome  M.  Davis,  M.D. 
Alexander  G.  Donald,  M.D. 

John  O.  Fairey,  M.D. 

Jack  Gottlieb,  M.D. 

E.  Cantey  Haile,  Jr.,  M.D. 

James  L.  Haynes,  M.D. 

Thomas  E.  Hearon,  III,  M.D. 
Pierre  Jaffe,  M.D. 

James  H.  Johnson,  Jr.,  M.D. 

Lee  T.  Jordan,  M.D. 

R.  Gregory  Jowers,  M.D. 

Edward  E.  Kimbrough,  M.D. 
William  F.  Luce,  Jr.,  M.D. 

James  A.  McFarland,  M.D. 
Robert  N.  Milling,  M.D. 

Herbert  B.  Niestat,  M.D. 
Benjamin  D.  Paysinger,  Jr.,  M.D. 
John  C.  Rawl,  M.D. 

Leslie  Shelton,  M.D. 

Joseph  W.  Taber,  Jr.,  M.D. 

John  L.  Ward,  M.D. 

J.  Robert  Brennan,  M.D. 

Kim  Chillag,  M.D. 

Frampton  W.  Henderson,  M.D. 
James  R.  Herman,  M.D. 

William  C.  McLain,  III,  M.D. 

R.  Neal  Reynolds,  M.D. 

George  W.  Watt,  M.D. 

Rion  Dixon,  M.D. 

Morrison  Farish,  M.D. 

Dick  Davis,  M.D. 

Harold  Wheeler,  M.D. 

Rufus  Cain,  M.D. 

Swift  Black,  M.D. 

Robert  Blackard,  M.D. 

Rick  Bolt,  M.D. 

Joseph  Moore,  Jr.,  M.D. 

William  Wimberly,  M.D. 
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Alternates: 

David  Castellone,  M.D. 

LEXINGTON 

F.  L.  Clark,  M.D. 

Mark  D.  Fiedler,  M.D. 

Charles  F.  Crews,  M.D. 

David  Pardieck,  M.D. 

Robert  L.  Galphin,  Jr.,  M.D. 

Robert  Silgals,  M.D. 

James  L.  Hahn,  M.D. 

EDISTO 

R.  D.  Cassone,  M.D. 

Bryan  L.  Walker,  M.D. 

M.  S.  Funderburk,  Jr.,  M.D. 

J.  D.  Whitehead,  Jr.,  M.D. 

M.  S.  Hay,  M.D. 

Alternate: 

G.  Tripp  Jones.  M.D. 

I.  B.  Horton,  M.D. 

MARION 

Hugh  V.  Coleman,  M.D. 

Alternate: 

C.  B.  Johnson,  M.D. 

James  S.  Gamer,  IV,  M.D. 

FAIRFIELD 

Roger  Gaddy,  M.D. 

Alternates: 

Parakkat  Gopalakrishnan,  M.D. 

Alternate: 

S.  A.  Kudchadkar,  M.D. 

James  L.  Suggs,  M.D. 

FLORENCE 

Marion  Carr,  M.D. 

MARLBORO 

James  McAlpine,  M.D. 

Alfred  Dawson,  M.D. 

Alternate: 

Church  Whitner,  M.D. 

James  Hammond,  M.D. 

NEWBERRY 

Joel  Sexton,  M.D. 

William  Hester,  M.D. 

Alternate: 

John  H.  Ferguson,  M.D. 

Stephen  Imbeau,  M.D. 

OCONEE 

E.  H.  Booker,  M.D. 

Sompong  Kraikit,  M.D. 

Robert  L.  Miles,  M.D. 

Barry  Monroe,  M.D. 

Alternates: 

Julius  Earle,  M.D. 

Steven  Ross,  M.D. 

J.  R.  Hanahan,  M.D. 

Alternates: 

George  Dawson,  III,  M.D. 

PICKENS 

Boyce  G.  Tollison,  M.D. 

Edward  Lee,  M.D. 

Hamer  E.  David,  Jr.,  M.D. 

Bruce  White,  M.D. 

John  Cox,  M.D. 

GEORGETOWN 

Gerald  E.  Harmon,  M.D. 

RIDGE 

B.  E.  Nicholson,  M.D. 

GREENVILLE 

James  M.  Alexander,  M.D. 

SPARTANBURG 

James  D.  Bearden,  III,  M.D. 

William  P.  Bonner,  M.D. 

George  A.  Blestel,  Jr.,  M.D. 

Norris  I.  Boone,  M.D. 

Gordon  France,  M.D. 

Raymond  E.  Bradley,  M.D. 

Earl  Godfrey,  M.D. 

Wayne  C.  Brady,  M.D. 

Julius  C.  Hedden,  Jr.,  M.D. 

J.  Duncan  Burnette,  M.D. 

William  H.  Hill,  M.D. 

Joy  S.  Angela,  M.D. 

Elwyn  James,  M.D. 

Russell  G.  Gaddy,  M.D. 

John  W.  Johnson,  M.D. 

George  M.  Grimball.  M.D. 

Eric  C.  Nelson,  M.D. 

Lawrence  J.  Hartley,  M.D. 

John  T.  Nichols,  M.D. 

Lloyd  E.  Hayes,  M.D. 

W.  Gordon  Rodgers,  Jr.,  M.D. 

Joseph  C.  McAlhany,  M.D. 

James  R.  Story,  M.D. 

Daniel  E.  Mikell,  M.D. 

Thomas  W.  Westmoreland,  M.D. 

William  W.  Pryor,  M.D. 

Auburn  Woods,  III,  M.D. 

Raymond  C.  Ramage,  M.D. 

Alternates: 

Nguyen  N.  Giep,  M.D. 

Ted  J.  Roper,  M.D. 

James  C.  Montgomery,  Jr.,  M.D. 

Daggett  O.  Royals,  M.D. 

SUMTER- 

Linwood  Bradford,  M.D. 

John  R.  Sanders,  M.D. 

CLARENDON- 

Allen  Bruner,  M.D. 

John  R.  Satterthwaite,  M.D. 

LEE 

James  Ingram,  M.D. 

Pam  S.  Snape,  M.D. 

Robert  E.  Lee,  M.D. 

William  R.  Stoddard,  M.D. 

Alternates: 

S.  Perry'  Davis,  M.D. 

Alternates: 

Steven  J.  Gold,  M.D. 

Ernest  McDowell,  M.D. 

Keith  F.  Kraemer,  M.D. 

UNION 

Paul  K.  Switzer,  Jr.,  M.D. 

S.  R.  Littlepage,  II,  M.D. 

Alternate: 

W.  S.  James,  M.D. 

GREENWOOD 

Richard  Carter,  M.D. 

WILLIAMSBURG  Howard  H.  Poston,  Jr.,  M.D. 

Frank  Shealy,  M.D. 

Alternate: 

Harry  W.  Floyd,  M.D. 

HAMPTON 

Harrison  Peeples,  M.D. 

YORK 

Corey  Crain,  M.D. 

Alternate: 

Count  Pulaski,  Jr.,  M.D. 

Alan  Nichols,  M.D. 

HORRY 

Kenneth  Krzyzaniak,  M.D. 

Neil  Powell,  M.D. 

Thomas  Whitaker,  M.D. 

Robert  D.  Randall,  Jr.,  M.D. 

Daniel  Ervin,  M.D. 

Lee  Stenzler,  M.D. 

John  Thomas,  M.D. 

George  White,  M.D. 

Eston  Williams,  M.D. 

Alternates: 

William  Gregory,  M.D. 

James  Yates,  M.D. 

Albert  Leroy,  M.D. 

JASPER 

J.  M.  Bennett,  Jr.,  M.D. 

Rion  Rutledge,  M.D. 

Alternate: 

John  Ryan,  M.D. 

S.  C.  SOCIETY  FOR  ALLERGY  & CLINICAL 

KERSHAW 

Ted  H.  Marshall,  II,  M.D. 

IMMUNOLOGY 

Alternate: 

Joseph  Jackson,  M.D. 

Bruce  Ball,  M.D. 

LANCASTER 

Helen  E.  Llewelyn,  M.D. 

Alternate:  Thomas  B.  Harper,  M.D. 

LAURENS 

Holbrook  W.  Raynal,  M.D. 

.Alternate: 

R.  W.  Watkins,  M.D. 
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S.  C.  SOCIETY  OF  ANESTHESIOLOGISTS 
Laurie  Brown,  M.D. 

Alternate:  Charles  Wallace,  M.D. 

S.  C.  CARDIAC  & THORACIC  SURGICAL  SOCIETY 
Randoph  Bradham,  M.D. 

Alternate:  James  May,  M.D. 

S.  C.  DERMATOLOGICAL  ASSOCIATION 
Kenneth  Warrick,  M.D. 

S.  C.  CHAPTER,  AMERICAN  COLLEGE  OF 
EMERGENCY  PHYSICIANS 
Kenneth  L.  DeHart,  M.D. 

Alternate:  John  A.  Charles,  M.D. 

S.  C.  ACADEMY  OF  FAMILY  PHYSICIANS 
William  H.  Hester,  M.D. 

Alternate:  Stoney  A.  Abercrombie,  M.D. 

S.  C.  SOCIETY  OF  INTERNAL  MEDICINE 
George  E.  Malanos,  M.D. 

Alternate:  James  M.  Hayes,  Jr.,  M.D. 

S.  C.  ASSOCIATION  OF  NEUROLOGICAL 
SURGEONS 
Bart  Barone,  M.D. 

Alternate:  Stephen  Rawe,  M.D. 

S.  C.  NEUROLOGICAL  ASSOCIATION 
A.  Daniel  Vallini,  M.D. 

S.  C.  OB/GYN  SOCIETY 
Robert  Lumpkin,  M.D. 

Alternate:  Edgar  Horger,  M.D. 

S.  C.  ONCOLOGY  SOCIETY 
Mitz  M.  Martin,  M.D. 

Alternate:  James  McFarland,  M.D. 

S.  C.  SOCIETY  OF  OPHTHALMOLOGY 
Elizabeth  D.  Sharpe,  M.D. 

Alternate:  Michael  J.  Tapert,  M.D. 

S.  C.  ORTHOPAEDIC  ASSOCIATION 
Frederick  E.  Reed,  Jr.,  M.D. 

S.  C.  SOCIETY  OF  OTOLARYNGOLOGY,  HEAD 
AND  NECK  SURGERY 
J.  David  Osguthorpe,  M.D. 

Alternate:  Robert  Mahon,  M.D. 

S.  C.  SOCIETY  OF  PATHOLOGISTS 
Hans  Habermeier,  M.D. 

Alternate:  William  Crymes,  M.D. 

S.  C.  CHAPTER,  AMERICAN  ACADEMY  OF 
PEDIATRICS 
Ben  C.  Pendarvis,  Jr.,  M.D. 

Alternate:  Charles  Darby,  M.D. 

S.  C.  SOCIETY  OF  PLASTIC  & RECONSTRUCTIVE 
SURGEONS 
Kenneth  Smith,  M.D. 

S.  C.  PHYSICAL  MEDICINE  & REHABILITATION 
Robert  G.  Schwartz,  M.D. 

Alternate:  Dixie  J.  Hines,  M.D. 

S.  C.  PSYCHIATRIC  ASSOCIATION 
Charles  H.  Ham,  Jr.,  M.D. 

Alternate:  Richard  K.  Harding,  M.D. 

S.  C.  RADIOLOGY  SOCIETY 
H.  Woody  Sanford,  M.D. 

Alternate:  Charles  Griffin,  M.D. 

S.  C.  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
SURGEONS 
Frank  Wrenn,  M.D. 

S.  C.  SURGICAL  SOCIETY 


S.  C.  THORACIC  SOCIETY 
Charles  White,  Jr.,  M.D. 

Alternate:  J.  Daniel  Love,  M.D. 

S.  C.  UROLOGICAL  ASSOCIATION 
S.  C.  VASCULAR  SURGICAL  SOCIETY 
YOUNG  PHYSICIANS  SECTION 
Roger  A.  Gaddy,  M.D. 

Alternate:  Steven  J.  Hulecki.  M.D. 

COMPONENT  UNIT  OF  HOUSE  STAFF 
PHYSICIANS 
Michael  Roberts,  M.D. 

March  Seabrook,  M.D. 

Alternates:  Lisa  Bryant,  M.D. 

John  Eberly,  M.D. 

HOSPITAL  MEDICAL  STAFF  SECTION 
MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA, 
DEAN,  COLLEGE  OF  MEDICINE 
Allen  Johnson,  M.D. 

UNIVERSITY  OF  SOUTH  CAROLINA,  DEAN, 
SCHOOL  OF  MEDICINE 
J.  O’Neal  Humphries,  M.D. 

MUSC  MEDICAL  STUDENT  SECTION  PRESIDENT 
Lee  Cleveland 

USC  MEDICAL  STUDENT  SECTION  PRESIDENT 
George  McDaniel 
PARLIAMENTARIAN 
James  R.  Ingram,  M.D. 

SPEAKER  OF  THE  HOUSE  OF  DELEGATES 
O.  Marion  Burton,  M.D. 

VICE  SPEAKER  OF  THE  HOUSE  OF  DELEGATES 
Benjamin  E.  Nicholson,  M.D. 

TWO  IMMEDIATE  PAST  PRESIDENTS 
Thomas  Rowland,  Jr.,  M.D. 

Charles  Duncan,  Jr.,  M.D. 

PHYSICIAN  MEMBER  OF  THE  BOARD  OF 
DEPARTMENT  OF  HEALTH  AND 
ENVIRONMENTAL  CONTROL 
PRESIDENT  OF  BOARD  OF  MEDICAL 
EXAMINERS 
J.  Ernest  Lathem,  M.D. 

AMA  DELEGATES 
John  C.  Hawk,  Jr.,  M.D. 

Donald  G.  Kilgore,  Jr.,  M.D. 

Randolph  D.  Smoak,  Jr.,  M.D. 

AMA  ALTERNATE  DELEGATES 
Charles  R.  Duncan,  Jr.,  M.D. 

Walter  J.  Roberts,  Jr.,  M.D. 

J.  Gavin  Appleby,  M.D. 

SCMA  BOARD  OF  TRUSTEES 
Daniel  W.  Brake,  M.D.,  President 
John  W.  Simmons,  M.D.,  President-Elect 
John  W.  Rheney,  Jr.,  M.D.,  Treasurer 
Bartolo  M.  Barone,  M.D.,  Secretary 
J.  Chris  Hawk,  III,  M.D.,  Trustee,  First  District, 
Chairman  of  the  Board 

John  B.  Johnston,  M.D.,  Trustee,  First  District 
Edward  W.  Catalano,  M.D.,  Trustee,  Second  District. 

Vice  Chairman  of  Board 
Frank  W.  Young,  M.D.,  Trustee,  Second  District 
Richard  M.  Carter,  M.D.,  Trustee,  Third  District 
James  B.  Page,  M.D.,  Trustee,  Fourth  District, 
Executive  Committee  Member-at-Large 
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William  J.  Goudelock,  M.D.,  Trustee,  Fourth  District 
Roger  Gaddy,  M.D.,  Trustee,  Fifth  District 
James  M.  Lindsey,  Jr.,  M.D.,  Trustee,  Sixth  District 
Clerk 

Stephen  A.  Imbeau,  Jr.,  M.D.,  Trustee,  Sixth  District 
J.  Capers  Hiott,  M.D.,  Trustee,  Seventh  District 
Dallas  Lovelace,  III,  M.D.,  Trustee,  Eighth  District 
Carol  S.  Nichols,  M.D.,  Trustee,  Ninth  District 


This  space 

contributed  as  a public  service. 


EATING 
RIGHT 
GAN  HELP 
REDUCE 
THE  RISK 
OF  CANCER. 

It  can  also  help 
you  reduce  your  weight. 


And  since  a 12-year  study  shows  that 
being  40%  or  more  overweight  puts 
you  at  high  risk,  it  makes  sense  to  follow 
these  guidelines  for  healthy  living  I 

Eat  plenty  of  fruits  and  vegetables 
rich  in  vitamins  A and  C— oranges, 
cantaloupe,  strawberries,  peaches, 
apricots,  broccoli,  cauliflower, 
brussel  sprouts,  cabbage.  Eat  a 
high-fiber,  low-fat  diet  that  includes 
whole-grain  breads  and  cereals  such 
as  oatmeal,  bran  and  wheat.  Eat  lean 
meats,  fish,  skinned  poultry  and  low- 
fat  dairy  products.  Drink  alcoholic 
beverages  only  in  moderation. 

For  more  information,  j 
call  1-800-ACS-2345. 

AMERICAN 

CANCER 

f SOCIETY® 


YOCON' 

YOHIMBINE  HCI 


DescripHon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-ad renergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


April  1990 


Cheiron  is  the  practice  management 
system  that  combines  the  latest 
advances  in  high  technology  with  a commitment  to 
100%  customer  satisfaction. 

We  take  pride  in  our  ability  to  adapt 
each  system  to  fit  the  particular 
needs  of  the  individual  practice. 


CALL  FOR  MORE  INFORMATION 


Medical  Software  Management,  Inc. 

1157  Forsyth  St. 

Suite  110-B 
Macon,  Georgia  31201 
912-745-0040 
1-800-521-8476 


Announcing 
Physician  Practice 
Opportunity  on 
Hilton  Head 
Island 

Please  send 
inquiries  and  CVs  to: 

Medical/Surgical 
Development  Associates 
13  Delta  Lane 

Hilton  Head  Island,  S.  C.  29928 


We  are  presently  staffing  a Medical- 
Surgical  center  on  Hilton  Head  Island, 
South  Carolina.  We  are  interested  in 
Board  Certified  physicians  in  the  fol- 
lowing disciplines: 

ENT,  Plastic  Surgery,  Urology, 
Orthopedics  and  Sports  Medicine, 
Oncology,  Pathology,  Cardiology, 
Internal  Medicine,  Radiology  and 
Family  Practice 

General  Surgery  and  Anesthesia  are 
covered  at  present,  but  further  open- 
ings are  anticipated  in  the  future. 

Physician  participation  in  the  project 
will  be  encouraged. 
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THE  PRESIDENT 

It  has  been  a privilege  for  me  to  serve  as  your 
president  this  year.  I have  been  impressed  with 
the  development  and  the  maturity  of  the 
SCMA  over  the  past  five  to  10  years.  We  have 
an  active,  effective  organization  which  re- 
sponds rapidly  to  our  needs,  and  I’m  proud  of 
it. 

This  year  has  been  an  exciting  year  for  me 
personally  as  your  president.  I would  like  to 
mention  some  of  the  highlights  of  the  year  but 
devote  most  of  my  time  to  Health  Care  2000. 
My  first  job  as  your  new  president  was  to  meet 
with  Governor  Campbell  at  a news  conference 
to  announce  our  participation  in  his  Infant 
Mortality  program — Caring  for  Tomorrow’s 
Children.  The  SCMA  is  disturbed  by  our  infant 
mortality  rate  in  South  Carolina,  and  we  are 
eager  to  participate  in  any  program  that  will 
encourage  women  to  come  in  for  prenatal  care 
early  in  their  first  trimester  of  pregnancy.  A 
number  of  the  SCMA  programs  have  been  well 
received  by  the  public  and  the  Legislature.  The 
Health  Education  Van — the  dream  and  result 
of  hard  work  by  our  auxiliary — has  received 
praise  from  the  Department  of  Education  as 
well  as  the  Legislature.  Betsy  Terry  and  I were 
present  when  the  van  was  presented  to  the 
Department  of  Education.  This  should  serve  to 
facilitate  health  education  of  our  children. 

Our  Personal  Care  plan  allows  Medicare  pa- 
tients who  fall  below  1 50  percent  of  the  poverty 
level  to  receive  a Personal  Care  card.  Par- 
ticipating physicians  agree  to  accept  assign- 
ment on  these  low  income  patients.  This 
guarantees  all  low  income  Medicare  patients 
the  opportunity  to  receive  health  care  services 
which  are  frequently  provided  below  the  physi- 
cians’ cost.  It  is  important  for  us  to  participate 
in  the  Personal  Care  plan  and  take  care  of  these 
low  income  patients.  If  we  are  accepting  assign- 
ment on  the  low  income  Medicare  patients 
then  Medicare  mandatory  assignment  is  un- 
necessary. 

For  the  past  four  years,  as  chairman  of  the 
board  for  two  years,  president-elect  and  presi- 
dent, I have  attended  every  AMA  Annual  and 
Interim  Meeting.  I have  been  impressed  with 
the  strength  of  this  organization.  Dr.  John 


Hawk,  the  Chairman  of  the  SCMA  Delegation, 
has  reported  to  you  about  the  AMA  activities 
in  The  Journal  so  I will  not  mention  these  in 
this  report.  I would  be  remiss  if  I did  not  tell 
you  how  proud  we  are  of  our  Delegate,  Dr. 
Randolph  Smoak,  who  is  Chairman  of 
AMPAC,  the  political  arm  of  the  AMA.  With 
socialized  medicine  on  the  horizon,  we  need 
strong  representation  on  a national  level  and  I 
encourage  you  if  you  are  not  a member  to  join 
the  AMA. 

I would  like  to  mention  a few  items  that  I 
know  have  been  important  to  you  and  which 
demonstrate  how  rapidly  the  SCMA  responds 
to  your  needs.  When  the  Board  of  Medical 
Examiners  reported  to  us  that  state  law  prohib- 
its physicians  from  dispensing  sample  drugs 
without  labeling,  the  SCMA  took  immediate 
action.  We  introduced  a bill  to  remove  non- 
controlled  samples  from  the  labeling  law.  (We 
hope  this  bill  will  be  law  by  the  time  you  read 
this  report.)  When  you  were  notified  that  Med- 
icare required  physicians  to  bill  when  they  cov- 
ered for  other  physicians,  the  SCMA  contacted 
our  Congressional  Delegation  to  support  H.R. 
3980  and  S.  2051  which  would  repeal  this  law. 
In  1984,  Medicare  froze  physician  fees  and 
continued  the  freeze  in  1986  with  the  passage 
of  the  MAAC.  Since  then  physician  office  fees 
have  only  increased  about  sixty-six  cents.  This 
low  reimbursement  for  certain  specialties  is 
resulting  in  a number  of  physicians  having  to 
limit  the  number  of  Medicare  patients  they  see 
in  their  office.  SCMA  has  worked  with  Con- 
gressman Butler  Derrick  to  introduce  H.R. 
1811  which  would  repeal  the  MAAC. 

When  physicians  began  complaining  about 
problems  with  out-of-state  precertification  and 
UR  agencies,  the  SCMA  introduced  a bill  to 
require  out-of-state  agencies  to  be  certified  by 
the  South  Carolina  Insurance  Commission 
and  meet  standards  set  by  the  commission. 
That  bill  is  now  a law  which  will  give  us  some 
control  over  these  200  plus  out-of-state  agen- 
cies currently  doing  review  in  SC. 

I could  go  on  and  on  about  the  accomplish- 
ments of  the  SCMA  but  I told  you  I wanted  this 
report  to  emphasize  Health  Care  2000.  Before 
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moving  to  Health  Care  2000,  I would  like  to 
point  out  one  of  the  important  reasons  the 
SCMA  has  become  so  effective  and  that  is  our 
excellent  staff.  I would  like  to  thank  Barbara 
Whittaker,  our  Associate  Executive  Vice  Presi- 
dent, and  the  rest  of  the  staff  for  all  of  the  help 
and  support  they  have  given  me  this  year.  I 
would  like  to  say  a special  thanks  to  Bill  Ma- 
hon, our  Executive  Vice  President,  who  serves 
us  tirelessly.  He  is  always  thinking  of  ways  to 
help  the  doctors  and  patients  in  South  Caro- 
lina. I might  add  many  of  the  recommenda- 
tions Bill  makes  to  us  only  increase  his  work- 
load. This  year  Bill  has  chauffeured  me  all  over 
the  state  and  I have  developed  a friendship  that 
will  last  forever.  A special  thanks  to  you.  Bill. 

Last  year  at  our  Annual  Meeting  I told  the 
House  of  Delegates  that  I would  form  a com- 
mittee to  evaluate  our  health  care  system  and 
report  back  to  you  at  this  meeting.  When  I 
formed  Health  Care  2000  I knew  our  health 
care  system  was  in  crisis  situation  and  many 
people  were  looking  for  ways  to  change  it.  The 
news  media  and  government  were  raising  the 
issue  of  socialized  medicine  as  a solution  for 
the  problems  in  our  system.  I didn’t  realize  two 
other  committees  were  being  formed  in  our 
state,  one  by  Senator  Saleeby  and  one  by  Sen- 
ator Leatherman.  I spoke  at  the  opening  meet- 
ing of  Senator  Saleeby’s  committee  and  he 
asked  me  to  serve  on  that  committee  and  chair 
a subcommittee.  Bill  Mahon  sits  on  that  com- 
mittee with  me.  Senator  Leatherman  asked  our 
past  president,  Walt  Roberts,  M.D.,  to  serve  on 
his  committee.  It  is  important  that  we  have 
physician  representation  on  all  committees 
that  discuss  health  care.  These  committees  re- 
inforce my  belief  that  by  the  year  2000  there 
will  be  tremendous  changes  in  our  health  care 
system.  At  our  first  Health  Care  2000  meeting  I 
asked  the  providers,  payors  and  consumers  of 
health  care  to  meet  with  us.  We  had  represen- 
tatives from  Medicare,  the  AARP,  private  in- 
surance companies,  the  business  community, 
the  state  government,  hospital  administrators, 
nursing  homes,  nurses,  physicians  and  law- 
yers. We  called  this  committee  Health  Care 
2000.  At  our  first  meeting  I asked  the  members 
to  take  off  their  special  interest  hats,  become 
Americans  and  look  at  our  health  care  system, 
as  well  as  those  in  Canada  and  England,  and 
make  a recommendation  regarding  the  type  of 


health  care  system  we  would  like  to  see  in  this 
country.  I am  extremely  proud  of  this  commit- 
tee because  they  did  exactly  what  I asked  them 
to  do,  and  we  were  able  to  make  some  recom- 
mendations that  I will  be  submitting  to  a refer- 
ence committee  this  afternoon.  A copy  of 
Health  Care  2000  is  on  the  table. 

I think  it  may  be  helpful  this  morning  if  I 
give  you  a brief  overview  of  the  problems  with 
our  system  so  that  you  will  better  understand 
the  recommendations  of  this  committee.  First, 
let  me  state  that  in  looking  at  the  socialized 
systems  in  Canada  and  England  the  committee 
felt  that  these  were  not  suited  for  this  country.  I 
do  not  have  time  this  morning  to  explain  all 
the  reasons  we  were  opposed  to  these  systems 
but  I will  mention  a few.  The  long  waiting 
periods  for  procedures  that  improve  quality  of 
life — such  as  a hip  prothesis,  or  prevent 
death — such  as  coronary  bypass  surgery,  are 
totally  unacceptable  to  us.  It  is  also  noted  that 
many  Canadians  who  can  afford  to  pay  for 
their  health  care  come  to  America  to  receive  it. 

In  evaluating  all  of  the  confusion,  harass- 
ment and  paperwork  our  government  has  in- 
troduced into  the  health  care  system  with 
Medicare  and  Medicaid,  it  is  obvious  that  we 
certainly  would  not  want  this  type  of  system 
for  all  Americans.  The  committee  felt  that  gov- 
ernment should  provide  only  for  people  who 
are  unable  to  provide  for  themselves. 

In  evaluating  our  current  systems,  the  com- 
mittee agreed  that  the  U.S.  system  costs  too 
much  and  we  need  to  find  ways  to  decrease  the 
cost  without  affecting  the  quality  of  care  or 
access  to  care.  We  also  found  that  the  distribu- 
tion of  the  health  care  dollar  is  inappropriate 
because  a number  of  people  are  receiving 
health  care  through  programs  that  do  not  pay  a 
fair  share.  As  far  as  redistributing  the  health 
care  dollar,  we  found  that  approximately  37 
million  Americans  were  uninsured  or  inade- 
quately insured  and  that  53  percent  of  all  hos- 
pital days  were  used  by  Medicare  and 
Medicaid  patients.  As  a result,  about  35  per- 
cent of  hospital  admissions  are  paying  not  only 
for  their  health  care  but  also  supplementing 
Medicare/Medicaid,  the  uninsured  and  inade- 
quately insured.  Obviously,  in  looking  at  Med- 
icare, there  are  a number  of  Medicare  patients 
who  are  living  on  Social  Security  who  cannot 
afford  to  pay  for  their  health  care.  There  are 
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also  300,000  plus  millionaires  over  65  receiv- 
ing health  care  that  is  subsidized  by  the 
government. 

Our  experience  with  Medicare  and  the  gov- 
ernment over  the  past  20  years  is  typical  of 
what  happened  in  Canada  and  England.  When 
the  government  runs  out  of  money  they  de- 
crease the  reimbursement  to  the  provider,  as 
we  have  seen  Medicare  decrease  payments  to 
roughly  50  percent  of  charges  over  the  past  20 
years  for  most  physician  services.  Medicare 
recipients  began  complaining  that  Medicare 
wasn’t  paying  enough.  Congress,  being  aware 
of  the  political  clout  of  the  elderly,  but  having 
no  funds,  froze  physician  fees. 

The  public  does  not  realize  that  reimburse- 
ments for  services  such  as  an  office  visit  have 
only  increased  about  sixty-six  cents  over  the 
past  six  years  and  have  resulted  in  cost  shifting 
to  the  private  patients.  When  Medicare 
started,  we  had  12  working  people  for  each 
Medicare  recipient.  We  are  now  down  to  four 
and  that  number  is  expected  to  decrease  to  two 
by  the  year  2000.  One  of  the  problems  is  that 
the  working  people  who  are  funding  the  Medi- 
care program  are  not  organized  and  have  no 
means  to  petition  Congress  for  changes  which 
would  give  them  financial  relief.  I hope  Con- 
gress will  respond  to  the  working  people  who 
are  funding  the  health  care  system  when  they 
demand  that  it  be  changed. 

The  working  people  who  are  financing  the 
health  care  system  in  this  country  are  going  to 
have  to  convince  the  Medicare  population,  the 
AARP  and  the  government  that  they  cannot 
continue  to  carry  this  heavy  burden.  We  are  all 
going  to  have  to  pay  our  fair  share  for  the 
health  care  system  and  stop  this  tremendous 
cost  shift. 

Because  of  the  low  payments  to  physicians 
under  the  Medicare  and  Medicaid  system,  we 
are  starting  to  see  physicians  leave  certain 
areas  where  there  is  a high  percentage  of  those 
patients.  I think  in  the  near  future  the  Medi- 
care population  will  see  physicians  having  to 
limit  the  number  of  Medicare  patients  they  can 
afford  to  keep  in  their  practice.  Physicians  do 
not  want  to  accept  patients  based  on  their  in- 
surance coverage;  however,  if  a physician  has 
high  percentage  of  Medicare  and  Medicaid  pa- 
tients whose  payments  do  not  cover  the  cost  of 
providing  that  service,  he  cannot  afford  to 


keep  his  office  open.  A typical  example  is  a 
family  physician  in  a rural  area  of  South  Caro- 
lina who  had  been  practicing  there  for  25  years. 
He  recently  went  bankrupt  and  had  to  leave  his 
practice  because  of  his  high  percentage  of  Med- 
icare/Medicaid patients.  As  the  problem  be- 
comes critical  we  may  see  the  AARP  and 
others  involved  in  lobbying  Congress  start 
paying  a dollar  for  a dollar’s  worth  of  service  in 
the  Medicare  program.  If  that  happened,  Con- 
gress would  have  to  go  back  to  the  recipients 
and  ask  them  to  start  paying  a portion  of  the 
costs  based  on  their  income.  I ask  the  Medicare 
recipients,  are  you  willing  to  do  this?  Health 
Care  2000  will  address  this  issue  by  recom- 
mending a system  based  on  a means  test  so  that 
Medicare  patients  on  a limited  income  will  be 
able  to  have  insurance  within  their  ability  to 
pay,  and  physicians  would  assist  them  the 
same  way  they  assist  other  indigent  patients. 

Because  of  the  cost  shifting  that  is  taking 
place,  the  35  percent  of  people  who  pay  for 
Medicare/Medicaid  are  finding  it  more  diffi- 
cult to  pay  their  rising  health  insurance  pre- 
miums, We  are,  therefore,  seeing  more  people 
go  uninsured  which  increases  the  burden  on 
the  patients  who  have  insurance.  We  must  put 
the  people  who  are  unable  to  pay  for  their 
health  care  on  a government  system  that  is 
funded  properly  and  that  adequately  reim- 
burses the  services  which  are  provided.  The 
Medicare  patient  who  has  financial  means 
should  contribute  to  the  system  on  a pro  rata 
basis  to  reduce  costs  to  the  35  percent  we  have 
been  discussing.  All  people  should  be  required 
to  have  health  insurance  just  as  they  are  re- 
quired to  have  automobile  insurance.  A basic 
benefit  health  plan  should  be  established,  and  I 
am  asking  that  you  form  a committee  to  design 
such  a plan  for  this  state. 

I have  been  talking  about  redistributing  the 
health  care  dollar,  but  this  is  only  part  of  the 
problem.  We  must  also  decrease  the  cost  of 
health  care.  Since  we  as  physicians  admit  pa- 
tients to  the  hospital  and  order  all  the  tests,  we 
must  be  diligent  in  asking  ourselves  “are  the 
tests  I am  ordering  really  necessary  and  will 
these  tests  affect  the  quality  of  care  I provide 
for  this  patient?”  We  must  re-evaluate  the  use 
of  cardiopulmonary  resuscitation  and  heroics 
in  medicine.  We  spend  a tremendous  amount 
of  money  keeping  terminally  ill  patients  alive 
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at  enormous  expense  to  the  health  care  system 
and  only  add  to  the  trauma  of  the  patient  and 
their  families.  Transferring  patients  from  nurs- 
ing homes  to  hospitals  when  they  are  co- 
matose, being  tube  fed,  or  have  no  chance  of 
recovery,  in  my  opinion  is  a tremendous  waste 
of  health  care  dollars.  We  must  re-evaluate  the 
levels  of  care  in  hospitals,  nursing  homes  and 
boarding  homes  and  insure  care  is  provided  at 
the  appropriate  level.  To  do  this,  nursing 
homes  must  be  reimbursed  adequately  when 
patients  are  receiving  that  level  of  care.  There 
also  should  be  more  attention  paid  to  preven- 
tive medicine  as  recommended  in  the  Health 
Care  2000  report. 

By  now  I am  sure  you  realize  this  is  a very 
complicated  issue  and  I have  only  touched  the 
surface,  but  it  is  one  that  we  should  not  throw 
up  our  hands,  as  some  have,  and  ask  the  gov- 
ernment to  take  over  our  health  care  system. 
We  should  work  hard  to  correct  the  problems 
in  our  current  system. 

I am  concerned  about  the  health  care  I will 
receive  in  my  older  years.  I am  concerned 
about  the  health  care  my  children  and  grand- 
children will  be  able  to  receive  in  this  country, 
but  as  physicians  we  cannot  solve  the  problem 
alone.  We  need  the  support  of  the  AARP,  the 
Medicare  beneficiary,  business,  all  providers 

THE  SECRETARY 

The  past  year  has  once  again  brought  accom- 
plishment to  the  membership  of  SCMA.  Our 
active  committees,  staff,  leadership  and  gen- 
eral membership  have  continued  to  work  effec- 
tively to  preserve  a practice  atmosphere  to  be 
envied  by  physicians  in  other  states. 

The  Risk  Management  Committee  and  the 
JUA  are  actively  working  together  to  provide 
decreased  malpractice  premiums  for  physi- 
cians just  completing  their  residency  training 
who  either  complete  a risk  management  course 
or  are  members  of  the  SCMA.  This  proposal 
should  help  increase  SCMA  membership. 

I am  currently  working  with  the  JUA  to  try 
to  provide  some  type  of  malpractice  coverage 
for  retired  physicians  who  provide  charitable 
care. 

One  other  effort  to  increase  SCMA  mem- 
bership is  the  1990  SCMA/AMA  Membership 
Recruitment  program.  This  contest  will  run 
from  June  to  September  1990.  Information  on 


and  consumers  of  health  care.  Therefore,  I 
challenge  the  physicians  in  this  state,  hospitals, 
nursing  homes,  nurses,  insurance  companies, 
business  and  industry,  Chambers  of  Com- 
merce, Medicare  beneficiaries  and  the  AARP 
to  join  forces  so  that  we  may  move  together  to 
correct  the  problems  in  our  health  care  deliv- 
ery system.  This  afternoon  we  can  accept  that 
challenge  by  looking  at  the  recommendations 
for  Health  Care  2000  and  bringing  a report 
back  to  this  House  of  Delegates  Sunday  morn- 
ing that  authorizes  SCMA  to  take  this  report  to 
all  parties  involved  and  move  towards  encour- 
aging state  and  federal  legislation  to  correct 
some  of  the  problems  in  our  current  system. 

I thank  you  for  allowing  me  the  privilege  of 
serving  as  your  president  this  year,  a year  I 
hope  you  will  remember  as  one  that  was  the 
catalyst  for  positive  changes  in  the  health  care 
delivery  system  and,  more  importantly,  the 
medical  profession.  Serving  you  has  been  an 
honor  that  I will  always  cherish.  As  your  new 
President,  Dr.  John  Simmons,  takes  office,  I 
pledge  my  support  and  know  he  will  serve  us 
well. 

Respectfully  submitted, 

Daniel  W.  Brake,  M.D.,  President 


this  program  will  be  made  available  at  the 
Annual  Meeting.  It  is  hoped  with  the  attractive 
prizes  to  be  awarded  this  will  bring  in  many 
new  members. 

In  an  effort  to  increase  medical  school  fac- 
ulty membership,  I have  written  to  all  depart- 
ment chairmen  asking  for  their  membership 
and  urging  them  to  ask  their  department  col- 
leagues to  join. 

Membership  in  the  SCMA  continues  to 
grow,  but  we  still  have  a long  way  to  go  in 
convincing  our  non-member  colleagues  to  join 
with  us  and  become  active  participants  in  their 
local,  state  and  national  medical  associations. 

It  has  been  my  privilege  to  serve  as  your 
secretary  this  past  year,  and  I would  like  to 
thank  the  Board  of  Trustees,  SCMA  mem- 
bership and  SCMA  staff  for  their  hard  work. 

Respectfully  submitted. 

Bartolo  Barone,  M.D., 

Secretary’ 
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THE  TREASURER 

As  I complete  my  first  year  as  Treasurer  of 
the  South  Carolina  Medical  Association,  I 
would  like  to  present  a short  report  about  the 
SCMA’s  financial  condition.  A more  compre- 
hensive report  will  be  presented  to  the  1990 
House  of  Delegates  in  Charleston. 

For  the  year  ended  June  30,  1 989,  the  SCMA 
had  net  expenses  over  revenue  including  de- 
preciation of  $153,372.  However,  if  you  ex- 
clude depreciation  expense  of  $29,811  the 
SCMA  had  net  operating  expenses  over  reve- 
nue of  $123,561.  The  SCMA  had  a Fund  Bal- 
ance of  $1,333,638  as  of  June  30,  1989. 

The  SCMA’s  current  financial  condition  for 
the  seven  months  ended  January  1990  projects 
a negative  financial  position.  At  the  end  of 
January,  the  SCMA  had  expenses  over  revenue 
of  $40,465.  We  currently  project  that  the 
SCMA  will  have  net  expenses  over  revenue  of 
$85,000  for  this  fiscal  year. 

The  investment  policies  of  the  SCMA  and  its 
affiliates  have  continued  in  a similar  manner, 
as  in  past  years,  with  diversified  investments 
in  federal  treasury  and  agency  notes  and 
money  market  funds.  As  of  June  30,  1989,  the 
SCMA’s  permanent  and  operating  reserves 
had  balances  of  $1,100,000  and  $233,638 
respectively. 

It  is  the  SCMA’s  policy  to  maintain  total 
reserves  equal  to  one  year’s  operating  budget 
and  any  excess  should  be  allocated  to  cover 
future  operational  deficits.  Therefore,  the  per- 
manent and  operating  reserves  will  remain 
constant  for  the  year  ending  June  30,  1990. 

The  House  of  Delegates  in  1988  approved  a 
dues  increase  of  $ 1 00  to  be  implemented  frac- 
tionally over  a period  of  three  years.  The  first 
period  to  benefit  from  this  increase  is  the  Janu- 
ary-June,  1990  period.  The  fact  that  this  is  the 
first  dues  increase  since  1977  is  remarkable  in 
itself,  and  one  in  which  we  all  should  take  a 
great  deal  of  pride.  We  have  a history  of  operat- 
ing on  a sound  financial  basis  and,  with  this 
increase  in  receipts,  we  shall  continue  to  do  so. 

For  the  fiscal  year  ending  June  1991,  we 
project  a balanced  budget  which  is  a great  im- 
provement over  the  loss  of  the  previous  fiscal 
year,  and  in  the  following  year,  we  should  see  a 
surplus.  Also  it  is  with  great  pleasure  to  say  the 
membership  of  this  organization,  along  with 


help  from  other  states,  raised  in  excess  of 
$37,000  to  assist  in  the  help  of  Hurricane  Hugo 
victims. 

I thank  the  membership  for  the  privilege  of 
serving  as  your  treasurer  for  the  past  year. 

Respectfully  submitted, 

John  W.  Rheney,  Jr.,  M.D., 
Treasurer 


THE  CHAIRMAN  OF  THE  BOARD 

Each  year  the  chairman  reports  that  the 
Board  has  been  very  active,  and  this  year  was 
no  exception.  The  Board’s  responsibility  is  to 
carry  out  the  directives  of  the  House  of  Dele- 
gates, to  set  broad  operating  and  program  pol- 
icies for  the  SCMA,  to  monitor  achievement  of 
goals  and  objectives,  and  to  evaluate  SCMA 
programs  to  determine  if  they  meet  the  needs 
of  its  members.  The  Board  meets  in  odd 
months,  plus  the  day  before  and  daily  during 
the  Annual  Meeting.  In  the  past  the  Board 
meetings  lasted  all  day,  but  for  the  past  two 
years  the  meetings  have  been  scheduled  for  the 
afternoon  only  and  the  shorter  format  has 
proved  satisfactory. 

In  April  the  Board  of  Trustees  decided  to 
have  a detailed  evaluation  of  the  McManis 
Report  (SCMA  Strategic  Plan  1984-1988)  as 
the  first  step  in  long-range  planning  for  the  next 
decade.  The  McManis  Report  outlined  seven 
strategies  for  growth  and  development  of  the 
SCMA  in  the  period  1984-1988: 

1.  Strengthen  governmental  represen- 
tation. 

2.  Develop  a strong  public  relations 
program. 

3.  Develop  a plan  to  address  the  reim- 
bursement and  payment  issues  facing 
physicians. 

4.  Take  steps  to  maintain  quality  care  in  a 
changing  environment. 

5.  Evolve  a plan  to  address  malpractice 
problems. 

6.  Expand  and  improve  efforts  to  moni- 
tor the  changing  environment  and 
communicate  trends  to  members. 

7.  Expand  membership  and  increase 
membership  participation. 
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The  task  force  appointed  for  the  preliminary 
evaluation  suggested  that  the  Board  make  a 
commitment  to  annual  planning  and  reevalua- 
tion with  outside  assessment  obtained  from  an 
organization  like  McManis  about  every  five 
years.  The  Board  planned  to  have  this  internal 
evaluation  at  the  September  Board  Retreat, 
but  Hurricane  Hugo  cancelled  the  retreat.  The 
Board  eventually  completed  the  initial  review 
at  the  regular  November  and  January  Board 
meetings.  Overall  the  Board  felt  that  the 
SCMA  had  made  major  progress  on  these 
seven  strategies  during  the  past  six  years  but 
felt  it  was  time  for  an  outside  evaluation.  We 
hope  this  evaluation  can  begin  in  May  and  be 
completed  in  time  to  be  the  major  topic  at  the 
next  Board  Retreat. 

Last  spring,  proposed  S.  C.  House  Bill  3599 
was  designed  to  offer  a patient  privilege  for 
confidences  told  to  a physician  when  the  pa- 
tient was  being  treated  for  an  emotional  or 
mental  condition.  Initially  the  Board  sup- 
ported the  bill,  but  the  JUA  defense  attorneys 
felt  it  would  not  guarantee  patient  confiden- 
tiality but  would  create  problems  in  defense  of 
malpractice  suits.  After  much  review  and  dis- 
cussion, the  Board  voted  to  request  deletion  of 
physicians  from  the  bill,  which  was  then 
passed  by  the  Legislature. 

The  issue  of  patient  confidentiality  con- 
tinued to  be  a problem.  Before  the  SCMA 
House  of  Delegates  passed  the  Principles  of 
Medical  Ethics  in  1988,  the  Board  of  Trustees 
had  been  warned  that  plaintiff  attorneys  may 
use  our  code  of  ethics  and  patient  confiden- 
tiality as  an  issue  to  try  to  prevent  defense 
attorneys  from  having  ex  parte  discussions  in 
medical  malpractice  cases.  The  South  Carolina 
courts  in  recent  decisions  have  allowed  ex 
parte  discussions  in  two  cases  and  denied  them 
in  one.  Any  limitation  on  ex  parte  discussions 
makes  a malpractice  defense  more  difficult. 

The  SCMA  Board  of  Trustees  did  not  feel  a 
code  of  ethics  should  be  used  by  one  party  to 
gain  advantage  over  another  and  adopted  the 
following  clarifying  statement: 

“A  physician  against  whom  a suit  has 
been  filed  is  entitled  to  defend  himself, 
and  may  ethically  discuss  the  patient’s 
treatment  with  an  insurance  represen- 
tative, the  defense  attorney,  and  other 
physicians. 


Any  treating  physician  and  defendant 
physician  may  discuss  ex  parte,  to  the  ex- 
tent allowed  by  law,  matters  within  the 
scope  of  the  lawsuit. 

Physicians  should  act  with  integrity, 
honesty,  and  on  the  basis  of  the  free  exer- 
cise of  their  own  best  judgment  in  decid- 
ing the  manner  and  content  of  communi- 
cation with  others  relating  to  the  patient’s 
medical  care.” 

This  statement  supports  the  traditional  confi- 
dentiality of  doctor-patient  relationships, 
without  placing  unfair  constraints  on  the 
physician. 

The  Board  spends  considerable  time  dis- 
cussing active  and  proposed  legislation,  partic- 
ularly during  the  spring  months  when  the 
Legislature  is  in  session.  During  the  past  year 
we  have  been  very  successful  in  our  legislative 
efforts.  The  Infectious  Waste  Bill  was  passed 
with  a small  generator  exemption  of  50  pounds 
a month,  which  should  cover  most  doctors’ 
offices.  The  Utilization  Review  Bill  which  we 
drafted  last  year  was  passed  this  year  and  is 
designed  to  make  the  UR  process  less  cumber- 
some for  physicians  by  regulating  the  UR  com- 
panies. The  SCMA  will  be  working  with  the 
South  Carolina  Insurance  Commission  as  it 
establishes  the  regulations. 

In  response  to  the  Board  of  Medical  Exam- 
iners’ directive  requiring  labeling  of  drug  sam- 
ples, the  SCMA  has  introduced  a bill  to  make  it 
legal  to  dispense  non-controlled  drug  samples 
without  any  special  labeling.  The  bill  is  moving 
through  the  Legislature  and  is  likely  to  be 
passed  this  year. 

Most  of  the  onerous  regulations  concern 
Medicare  and  come  through  the  Congress- 
HCFA-Medicare  carrier  pipeline.  We  work 
through  the  AMA  and  our  South  Carolina 
Congressional  Delegation  on  these  issues.  Un- 
fortunately, no  one  on  the  South  Carolina  dele- 
gation is  on  the  committees  which  handle 
health  issues.  By  the  time  the  laws  are  included 
in  the  Omnibus  Budget  Reconciliation  Act, 
our  congressmen  really  have  no  vote. 

The  SCMA  sent  a delegation  to  the  1989 
AMA  National  Political  Education  Confer- 
ence in  Washington  in  October.  We  met  with 
all  the  members  of  our  Congressional  Delega- 
tion and  attended  the  conference.  We  also 
write  to  the  Congressional  Delegation  on  a 
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regular  basis  concerning  important  health  leg- 
islation. The  Congressmen  seem  genuinely  in- 
terested in  the  problems  which  the  laws  have 
created  for  physicians  and  Medicare  benefici- 
aries, but  unfortunately  most  of  the  important 
decisions  are  made  in  the  Congressional  com- 
mittees or  by  HCFA  when  it  interprets  the 
Medicare  law.  The  recent  Medicare  policy  that 
the  “attending  physicians  may  not  bill  for  the 
services  of  independent  physicians  who  cover 
for  them”  is  a good  example.  Apparently 
HCFA  is  basing  this  rule  on  the  Original  Medi- 
care law  which  specifies  only  the  physician 
who  provides  the  service  may  bill  for  the  ser- 
vice. The  SCMA  has  asked  our  Congressional 
Delegation  to  cosponsor  legislation  that  would 
change  this  policy. 

Last  year  the  Board  of  Trustees  approved  a 
resolution  to  the  AMA  requesting  immediate 
action  by  HCFA,  and  if  necessary  by  Congress, 
to  withdraw  the  requirement  for  inclusion  of 
the  referring  physician’s  identification  number 
on  Medicare  claims  of  radiologists,  patholo- 
gists, independent  laboratories  and  other  phy- 
sicians when  a patient  was  referred  by  another 
physician  for  consultation  or  treatment.  This 
requirement  created  problems  across  the 
United  States  as  everyone  had  considerable 
difficulty  and  delay  in  obtaining  the  identifica- 
tion number  of  the  referring  physician.  The 
AMA  House  of  Delegates  voted  to  adopt  the 
resolution.  Although  the  requirement  has  not 
been  waived,  it  is  still  in  its  intermediate  phase 
of  implementation  and  not  mandatory. 

The  Board  of  Trustees  has  strived  to  main- 
tain a good  working  relationship  with  the 
Board  of  Medical  Examiners.  We  worked  with 
them  for  successful  passage  of  a bill  to  modify 
the  SPEX  and  FLEX  requirements  for  licen- 
sure. The  Board  will  continue  to  meet  with 
them  on  a regular  basis. 

The  Board  of  Trustees  has  also  supported 
Medical  Review  of  North  Carolina  as  the  new 
PRO.  William  Goudelock,  M.D.,  and  John 
Simmons,  M.D.,  are  the  South  Carolina  physi- 
cians on  the  PRO  Board,  and  we  have  re- 
quested additional  South  Carolina  representa- 
tion. Dr.  Jack  Rheney,  a member  of  the  SCMA 
Board  of  Trustees  for  six  years,  is  the  new 
Medical  Director  of  the  PRO  for  South  Caro- 
lina, and  clearly  knows  the  physicians’  view  on 
various  issues.  Unfortunately,  the  review  re- 


quirements get  worse  each  year,  and  the  PRO 
does  have  to  enforce  them. 

The  Board  anticipated  that  activity  in  the 
South  Carolina  Legislature  on  abortion  may 
increase  after  the  recent  U.  S.  Supreme  Court 
decision  on  the  Missouri  abortion  law.  At  its 
November  meeting  the  Board  adopted  the  fol- 
lowing position  for  the  SCMA  on  abortion: 
“Abortion  is  a medical  procedure.  The 
South  Carolina  Medical  Association 
therefore  believes  the  procedure  should  be 
performed  only  by  a duly  licensed  physi- 
cian in  conformance  with  recognized  stan- 
dards of  good  medical  practice. 

However,  a physician  should  not  be  re- 
quired to  perform  any  act  violative  of 
good  medical  judgment  or  personally  held 
moral  principles.  In  those  circumstances, 
good  medical  practice  requires  only  that 
the  physician  or  other  health  care  profes- 
sional withdraw  from  the  case  so  long  as 
the  withdrawal  is  consistent  with  good 
medical  practice.” 

The  SCMA  sponsored  its  annual  leadership 
conference  in  Columbia  on  February  15.  The 
chairmen  of  Senator  Leatherman’s  and  Sen- 
ator Saleeby’s  committees  on  health  care  costs 
presented  reports  on  their  respective  commit- 
tee’s work.  The  SCMA  has  had  representation 
on  both  committees  and  will  be  evaluating 
carefully  any  proposals  from  them. 

Dr.  Brake’s  committee,  Health  Care  2000, 
has  been  meeting  regularly  throughout  the  year 
and  has  a report  to  be  considered  at  this  An- 
nual Meeting. 

The  SCMA  sent  John  Simmons,  M.D.,  Chris 
Hawk,  M.D.,  Ed  Catalano,  M.D.,  Bart  Barone, 
M.D.,  Bill  Mahon,  and  Barbara  Whittaker  to 
the  AMA  Leadership  Conference  in  February. 
The  theme  was  “Strong  Medicine”  and  the 
main  issues  discussed  were  access,  quality,  and 
cost.  There  seemed  to  be  a general  agreement 
among  the  speakers  that  a major  change  in  the 
health  care  delivery  system  is  coming  in  the 
next  decade,  but  no  one  seems  to  know  what  it 
will  be.  The  AMA  has  developed  a sixteen- 
point  proposal  called  “Health  Access  Amer- 
ica,” designed  to  strengthen  the  current  health 
care  system,  rather  than  dismantling  it  or  im- 
porting a new  system  from  another  country. 
You  will  be  hearing  more  about  it  in  the 
months  to  come. 
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In  South  Carolina  we  have  a problem  with 
access  in  the  Medicaid  program.  In  many  parts 
of  the  state,  Medicaid  patients  cannot  get  a 
physician  to  see  them.  The  Medicaid  Commit- 
tee of  the  SCMA  and  the  Board  of  Trustees  will 
be  presenting  a proposal  soon  to  deal  with  this 
access  problem.  The  situation  is  quite  variable 
in  different  counties,  and  it  seems  likely  that 
any  solution  will  need  to  involve  each  county 
medical  society  getting  its  members  to  partici- 
pate in  a local  solution  to  the  problem.  If  we 
South  Carolina  physicians  do  not  solve  the 
Medicaid  access  problem,  then  mandatory 
Medicaid  participation  as  a condition  for  li- 
censure will  be  seriously  considered. 

The  Board  continues  to  evaluate  new  benefit 
programs  for  members.  The  MIT  is  growing 
steadily  and  offers  an  excellent  health  insur- 
ance package  at  a competitive  cost.  The  claims 
administration  is  now  done  in-house  and  has 
already  resulted  in  considerable  savings  for  the 
MIT. 

The  SCMA  Board  was  scheduled  to  have  its 
Annual  Retreat  in  conjunction  with  the  Trust- 
ees, Administrators,  and  Physicians  Con- 
ference of  the  South  Carolina  Hospital  Asso- 
ciation. The  TAP  Conference  was  postponed 
because  of  Hugo,  and  I attended  as  the  SCMA 
representative  in  November.  The  program  in- 
cluded ethical  issues  for  physicians  and  hospi- 
tals, the  organ  donor  program,  and  a look  at  the 
future  direction  of  health  care  in  this  country. 
If  your  hospital  does  not  participate  in  this 
conference,  I would  strongly  encourage  you  to 
suggest  it  to  your  hospital  administrator. 

After  Hurricane  Hugo  we  were  concerned 
that  many  physicians  may  face  major  financial 
problems  because  of  damage  to  their  offices 
and  equipment  and  loss  of  income  from  dis- 
ruption of  services.  The  Board  established  a 
$500,000  Hurricane  Damage  Loan  Fund  to  aid 
SCMA  members  and  arranged  for  an  addi- 
tional $500,000  from  the  AM  A if  needed.  Thus 
far  the  SCMA  has  loaned  $ 1 26,000  to  twelve  of 
its  members. 

In  addition  to  the  loan  program  for  physi- 
cians, the  Board  also  established  a Hugo  Relief 
Fund  through  SCIMER  for  donations  to  be 
used  for  medical  and  other  needs  for  victims  of 
the  hurricane.  Over  $37,000  has  been  donated, 
with  about  twenty  percent  coming  from  out- 
side South  Carolina.  The  money  has  been  used 


to  support  a MUSC  Psychiatry  Department 
program  on  Post-Hurricane  Stress  Disorder 
and  a Food  Bank  program  of  the  Auxiliary. 
The  remaining  money  will  be  dispersed  to 
worthy  charitable  organizations  by  the  time  of 
the  1 990  Annual  Meeting. 

One  of  the  duties  of  the  Board  is  to  evaluate 
the  executive  vice  president.  We  have  worked 
out  a format  for  annual  evaluation  with  the 
EVP  submitting  a summary  of  his  activities, 
and  the  Board  then  evaluating  his  perfor- 
mance. Bill  Mahon  again  received  high  marks 
in  all  categories,  and  the  Board  has  reaffirmed 
its  confidence  in  him.  The  SCMA  staff  under 
Bill’s  leadership  does  an  excellent  job  of  sup- 
porting the  Board  of  Trustees  and  the  mem- 
bership and  carrying  on  the  daily  activities  of 
our  organization. 

I think  you  can  see  from  this  report  that  the 
Board  of  Trustees  has  been  very  active  in  many 
areas.  We  have  attempted  to  keep  the  mem- 
bership updated  through  the  expanded  SCMA 
newsletter  in  The  Journal,  periodic  Legislative 
Updates,  and  direct  mail  to  the  membership 
about  important  issues. 

I appreciate  the  opportunity  to  serve  as 
Chairman  of  the  Board  for  the  past  two  years, 
and  particularly  for  the  support  of  the  SCMA 
staff  and  the  Board  of  Trustees. 

Respectfully  submitted. 

J.  Chris  Hawk,  III,  M.D., 

Chairman  of  the  Board 


THE  SPEAKER  OF  THE  HOUSE 

The  142nd  Annual  Meeting  and  Scientific 
Assembly  of  the  SCMA  will  be  held  April 
25-29,  1990,  in  the  Omni  Hotel  at  Charleston 
Place.  This  is  the  fourth  year  our  meeting  will 
be  held  in  this  charming  setting.  The  scientific 
sessions  and  social  events  should  generate  ex- 
citement and  enthusiasm.  Dr.  Gerard  Jebaily 
and  his  CME  Committee  have  arranged  an 
outstanding  array  of  academic  and  clinical  tal- 
ent to  update  us  in  various  aspects  of  medicine. 
Dr.  Julia  Connelley  will  present  our  fourth 
annual  Leonard  Douglas  Memorial  lecture  at 
the  Thursday  morning  House  of  Delegates.  We 
will  be  privileged  to  have  Dr.  Alan  Nelson. 
President  of  the  AMA,  with  us  for  a portion  of 
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the  weekend.  In  addition  to  the  scientific  work- 
shops, there  will  be  major  sessions  on  wellness, 
ethics,  risk  management  and  disaster  planning. 
At  the  Saturday  night  President’s  Banquet,  our 
President-elect,  Dr.  John  Simmons,  has  ar- 
ranged a very  special  evening  with  Dr.  Ferrol 
Sams,  author  of  Run  With  The  Horsemen,  The 
Whisper  of  the  River,  and  two  collections  of 
short  stories.  Please  make  your  plans  to  share 
all  of  this  and  more  with  us  in  Charleston. 

Your  Board  of  Trustees,  officers  and  staff 
have  worked  this  year  to  implement  those  res- 
olutions and  recommendations  adopted  by  the 
House  of  Delegates  at  its  1989  meeting.  You 
adopted  a recommendation  of  the  president 
that  a relationship  be  established  with  Blue 
Cross/Blue  Shield  of  S.  C.  You  directed  the 
board  to  implement  this  and  a liaison  commit- 
tee has  been  established.  You  also  adopted 
resolutions  regarding  finding  alternatives  to 
corporal  punishment  in  S.  C.  schools  and  pro- 
moting smoke-free  health  care  facilities  in  our 
state.  You  referred  to  the  Sports  Medicine 
Committee  a resolution  that  required  a medi- 
cal history  and  standard  questionnaire  prior  to 
participation  in  high  school  sports  events  in 
S.  C.  The  House  of  Delegates  also  reaffirmed 
the  SCMA’s  position  against  the  use  of  ana- 
bolic steroids  for  enhanced  performance  in 
sports  activities. 

As  you  peruse  the  resolutions  from  last  year 
and  listen  to  various  staff  and  officer  reports 
including  that  of  our  executive  vice  president, 
you  will  undoubtedly  see  that  the  directions 
you  set  for  our  association  have  resulted  in 


numerous  successes  this  year.  Our  organiza- 
tion has  had  a very  positive  influence  on  our 
State  Legislature  in  matters  regarding  the  well- 
being of  our  patients  and  practices.  The  effects 
of  our  tort  reform  activities  will  soon  be  re- 
flected in  our  professional  liability  insurance 
premiums.  Your  president,  president-elect  and 
board  chairman,  along  with  key  staff,  have 
accessibility  and  credibility  with  our  Congres- 
sional Delegation  in  Washington. 

Your  full-time  staff  of  SCMA  continues  to 
work  to  insure  that  the  House  of  Delegates 
functions  as  a completely  representative  body 
for  our  membership.  We  have  had  an  in- 
creased interest  in  our  body  from  the  specialty 
society  delegate  representation  again  this  year 
and  this  is  particularly  pleasing.  We  want  to 
continue  to  enhance  the  spontaneity  and  effec- 
tiveness of  our  body  and  to  enhance  the  oppor- 
tunity for  individual  delegate  input.  In  these 
and  other  matters  we  again  owe  a debt  of  grati- 
tude to  our  Executive  Vice  President,  Bill  Ma- 
hon, and  the  staff  that  serves  us  so  well.  Day  in 
and  day  out,  through  many  difficult  negotia- 
tions, plans  and  activities,  these  men  and 
women  are  guarding  our  interests  and  those  of 
our  patients.  When  you  see  them  at  this  meet- 
ing, don’t  forget  to  thank  them  for  what  they  do 
for  us. 

Respectfully  submitted, 

O.  Marion  Burton,  M.D., 

Speaker  of  the  House 
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For  Physicians  Only 

Let’s  face  it.  The  frustration  of  primary  pain  and  disability  is  a two-way  street.  Not  only  does 
the  patient  complain  of  intractable  pain  and  disability,  but  after  repeated  treatments,  efforts, 
concern,  worry,  and  time,  it’s  hardly  surprising  that  you  often  feel  much  like  the  patient  — 
FRUSTRATED! 

The  South  Carolina  network  of  PAIN  THERAPY  CENTERS™  offers  you  and  your  patient  an 
alternative.  Since  establishing  the  first  comprehensive  pain  and  disability  management 
program  in  the  state  in  1981,  PAIN  THERAPY  CENTERS™  has  an  established  record*  of 
reducing  pain  intensity,  restoring  physical  function,  and  returning  patients  to  productivity 
and  employment. 

When  you  and  your  patient  suffer  the  frustration  of  primary  pain  and  disability,  consider  the 
South  Carolina  network  of  PAIN  THERAPY  CENTERS™ . In  association  with  leading 
hospitals,  PAIN  THERAPY  CENTERS™  staff  of  physicians,  physical  therapists,  medical 
psychologists,  nurses,  and  occupational  therapists  provides  comprehensive  evaluation  and 
treatment  of  primary  pain  disorders  by  physician  referral. 

PAIN  THERAPY  CENTERS™  of  South  Carolina  — a state-wide  network  of  hospital-based 
pain  and  disability  restoration  programs. 


HA  IM 

PA  I NT 

PAIN 


THERAPY 

CENTERS™ 


PAIN  THERAPY  CENTER™ 
of  Greenville 

Greenville  Hospital  System 
Greenville,  SC 
242-8088 


PAIN  THERAPY  CENTER™ 
of  Columbia 

Richland  Memorial  Hospital 

Columbia,  SC 

799-8872 


PAIN  THERAPY  CENTER™ 
of  Florence 

Bruce  Hospital  System 
Florence,  SC 
661-3666 


PAIN  THERAPY  CENTER™ 
of  Charleston 
Roper  Hospital,  Inc. 
Charleston,  SC 
724-2857 


* As  published  in  Journal  of  Pain  Management,  Orthopaedic  Review,  Comprehensive  Therapy,  Southern 
Medical  Journal 
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TRUSTEE,  FIRST  MEDICAL 
DISTRICT  (METROPOLITAN) 

I am  completing  my  fifth  year  on  the  Board 
of  Trustees  and  my  second  year  as  Chairman  of 
the  Board.  I have  found  my  service  on  the 
board  to  be  exciting,  enjoyable,  and  educa- 
tional on  the  one  hand,  and  discouraging  and 
frustrating  on  the  other. 

The  good  news  is  that  the  SCMA  could 
hardly  have  been  more  successful  during  the 
past  five  years.  Our  Tort  Reform  effort  led  to  a 
greater  awareness  of  the  problem,  a successful 
bill  by  the  Civil  Justice  Coalition,  and  a rather 
dramatic  decrease  in  our  malpractice  pre- 
miums. The  improvement  in  our  malpractice 
premiums  is  probably  related  more  to  the 
efforts  of  our  Risk  Management  Committee 
than  anything  else.  Our  efforts  in  the  State 
Legislature  have  been  quite  successful,  and  our 
organization  is  now  recognized  as  the  leading 
voice  in  health  matters.  The  SCMA  has  an 
excellent  working  relationship  with  the  Board 
of  Medical  Examiners,  DHEC,  Health  and 
Human  Services  Finance  Commission  (Medi- 
caid), the  PRO,  and  even  with  the  folks  at 
Medicare. 

The  bad  news  is  that  the  climate  for  the 
practice  of  medicine  is  not  as  good  as  it  was 
even  five  years  ago.  The  advances  in  medicine 
are  exciting  and  are  occurring  at  an  un- 
paralleled rate,  but  we  as  practicing  physicians 
are  being  inundated  with  “micro-manage- 
ment.” We  have  an  incredibly  regulated  pro- 
fession, and  everyone  wants  to,  and  is  success- 
ful, in  telling  us  what  we  must  do.  I think  the 
problem  starts  in  Washington,  where  Congress 
passes  laws  which  its  members  usually  haven’t 
read,  and  sometimes  haven’t  even  written  or 
discussed  in  public.  HCFA  writes  regulations, 
which  may  or  may  not  correspond  to  the  inten- 
tions of  Congress.  The  Medicare  carriers  and 
PROs  have  to  implement  the  laws  on  short 
notice  and  with  very  little  direction.  The  doc- 
tor has  to  comply  or  face  a penalty  of  $2000. 
The  Office  of  Inspector  General  now  says  that 
it  has  evidence  of  false  claims  on  70  percent  of 
practicing  physicians.  I doubt  that  information 
is  going  to  be  used  for  anything  pleasant  or 


constructive. 

Where  do  we  go  from  here?  Dr.  Brake  started 
Health  Care  2000  in  an  effort  to  define  our 
direction  and  make  suggestions  for  improve- 
ment. Senators  Leatherman  and  Saleeby 
started  committees  with  similar  goals.  No  one 
really  knows  where  we  will  end  up,  but  there  is 
a growing  consensus  that  there  will  be  major 
changes  in  the  health  care  delivery  system  in 
the  next  decade. 

Should  we  toss  in  the  towel  and  accept  what- 
ever fate  the  bureaucrats  have  for  us?  Of  course 
not.  We  still  have  the  greatest  profession,  and 
in  this  country  we  still  can  offer  the  best  medi- 
cal care  to  our  patients.  We  must,  however,  be 
working  in  a doctor-patient  relationship  rather 
than  in  the  provider-consumer  relationship, 
which  becomes  more  and  more  adversarial 
each  year.  As  individual  physicians  we  must 
practice  the  best  medicine  that  we  can,  we  must 
maintain  our  patients  as  allies  not  adversaries, 
and  we  must  speak  together  as  a unified  profes- 
sion in  the  nation.  We  can  do  that  only  by 
being  active  members  of  the  SCMA  and  AMA. 

We  have  a strong  Board  of  Trustees  and  a 
dedicated  staff  at  SCMA  and  we  need  your 
active  participation  in  its  many  activities  to  be 
a more  successful  organization.  I hope  that  you 
will  consider  ways  to  improve  the  SCMA  and 
give  your  suggestions  to  the  staff  or  members 
of  the  board. 

Respectfully  submitted, 

J.  Chris  Hawk,  III,  M.D.,  Trustee, 
First  Medical  District 


TRUSTEE,  SECOND  MEDICAL 
DISTRICT  (METROPOLITAN) 

This  past  year  has  been  interesting  and  rela- 
tively non-controversial.  I testified  before  both 
House  and  Senate  committees  in  reference  to 
the  Infectious  Waste  Bill.  I have  also  partici- 
pated in  the  DHEC  discussions  concerning  reg- 
ulations associated  with  this  legislation.  The 
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coalition  of  the  SCMA,  the  SC  Dental  Associ- 
tion  and  the  SC  Hospital  Association  spent  a 
great  deal  of  time  and  effort  in  order  to  success- 
fully impact  the  final  form  of  this  legislation. 

This  year  completes  my  second  as  vice- 
chairman  of  the  Board  of  Trustees  of  the 
SCMA,  and  I feel  that  Chris  Hawk,  our  chair- 
man, will  make  an  excellent  candidate  for 
SCMA  president-elect.  I met  with  the  Medical 
Student  Section  at  the  USC  School  of  Medicine 
to  promote  participation  in  organized  medi- 
cine. I attended  the  AMA  Leadership  Con- 
ference in  Phoenix,  Arizona.  This  thought- 
provoking  meeting  concentrated  on  a number 
of  significant  problems  and  stimulated  dis- 
cussions and  thinking  regarding  possible 
solutions. 

I feel  that  I conscientiously  represented  the 
concerns  and  feelings  of  the  physicians  in  my 
district  at  the  board  level  and,  again,  I tried  to 
maintain  attendance  at  all  meetings.  This  past 
year  I was  selected  as  chairman  of  the  Colum- 
bia Medical  Society  Legislative  Committee 
and  will  attempt  to,  whenever  possible,  coordi- 
nate the  activities  of  our  committee  with  the 
legislative  activities  of  the  SCMA. 

Lastly,  I would  again  thanks  the  members  of 
my  district  for  giving  me  the  opportunity  to 
serve  and  for  providing  the  support  required  to 
meet  the  obligations  and  responsibilities  of  the 
position. 

Respectfully  submitted, 

Edward  W.  Catalano,  M.D.,  Trustee, 
Second  District 

FOURTH  MEDICAL  DISTRICT 

At  the  Annual  Meeting  in  April  I will  have 
completed  six  years  as  Trustee,  Fourth  Dis- 
trict. 

It  is  been  difficult  to  attend  the  Anderson 
and  Oconee  Society  meetings  but  I hope  these 
societies’  officers  know  that  I have  been  avail- 
able and  have  tried  to  represent  our  district 
with  loyal  attendance.  I have  participated  in 
meetings  of  the  Board,  committee  meetings, 
and  the  leadership  conferences.  The  Doctor  of 
the  Day  program  has  been  fruitful  in  the  legis- 
lature and  I have  served  each  year  since  the 
program  was  initiated. 

During  the  last  six  years  the  SCMA  has  been 


TRUSTEE,  THIRD  MEDICAL 
DISTRICT 

First,  I want  to  thank  the  South  Carolina 
Medical  Association  for  allowing  me  to  serve  a 
third  term.  This  particular  year  has  been  rather 
peaceful  compared  with  past  times;  however, 
the  September  1989  retreat  was  disrupted  by 
Hurricane  Hugo  and  had  to  be  cancelled.  Up  to 
the  time  of  this  report,  I have  attended  all  other 
meetings.  The  good  news  this  year  is  that  the 
malpractice  insurance  rates  are  being  reduced. 
The  bad  news  is  that  health  care  financing  is 
becoming  a bigger  issue  with  the  general  pub- 
lic. Business  is  catching  the  brunt  of  the  finan- 
cial burden  as  federal  revenues  are  curtailed  for 
Medicare  and  Medicaid.  Indigent  care  also  cast 
a large  burden  on  hospitals  which  are  not  being 
adequately  reimbursed.  Sooner  or  later  some- 
thing will  have  to  give.  The  officers  of  the 
Association  are  continuing  dialogue  with  rep- 
resentatives of  business,  the  Legislature  and 
other  public  bodies.  Hopefully,  some  good  will 
come  out  of  this  continuing  debate. 

I look  forward  to  my  final  year  of  service  as  a 
trustee  and,  again,  I appreciate  the  opportunity 
given  me. 

Respectfully  submitted, 

Richard  M.  Carter,  M.D.,  Trustee, 
Third  District 


very  active  and  productive  in  serving  physi- 
cians of  South  Carolina,  both  members  and 
non-members.  Fortunately,  our  membership 
has  grown  but  non-members  are  still  getting  a 
free  ride.  We  should  all  influence  our  non- 
member colleagues  to  join  both  SCMA  and 
AMA. 

It  has  been  an  honor  to  have  served  as 
Trustee  to  the  South  Carolina  Medical  Asso- 
ciation from  the  Fourth  District. 

Respectfully  submitted, 

W.  J.  Goudelock,  M.D.,  Trustee, 
Fourth  Medical  District 
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TRUSTEE,  FOURTH  MEDICAL 
DISTRICT  (METROPOLITAN) 

It  has  been  my  privilege  and  pleasure  to 
continue  to  serve  as  trustee  from  the  Green- 
ville area  to  the  Board  of  the  South  Carolina 
Medical  Association. 

I am  pleased  to  report  that  the  SCMA  con- 
tinues to  function  effectively  in  South  Caro- 
lina, representing  its  physician  members,  as 
well  as  the  health  interests  of  all  the  state’s 
citizens. 

Concentrated  efforts  continue  to  be  made  on 
the  part  of  the  SCMA  and  its  staff  to  become 
proactive  in  protecting  the  health  of  the  state’s 
citizens  and  interests  of  its  physician  members. 
Recent  legislation  was  successfully  initiated 
concerning  disposal  of  medical  waste  and 
accountability  of  insurance  review  organiza- 
tions to  the  South  Carolina  Insurance  Com- 
mission. As  usual,  efforts  by  health  affiliate 
organizations  to  extend  the  practice  of  their 
professions  into  the  physician/patient  rela- 
tionship, or  to  mandate  insurance  coverage, 
have  been  strenuously  opposed  with  continued 
success  on  the  part  of  the  SCMA.  SCMA  Presi- 
dent, Dr.  Dan  Brake,  has  directed  his  Health 
Care  200  Committee  and  their  reported  recom- 
mendations are  forthcoming.  The  SCMA  Aux- 
iliary’s project  of  the  Health  Education  Van 
has  been  a great  hit  and  the  van  has  visited  over 
60  percent  of  the  counties  in  the  state. 


FIFTH  MEDICAL  DISTRICT 

I certainly  enjoyed  my  first  year  on  the 
Baord  of  Trustees,  having  found  it  to  be  most 
enlightening  and  educational.  Being  the 
youngest  member  of  the  board,  I have  tried  to 
learn  by  listening.  I have  attended  all  the  board 
meetings  along  with  the  Leadership  Con- 
ference in  February.  In  June,  I attended  the 
Young  Physicians’  Section  at  the  annual  AMA 
meeting  in  Chicago  and  was  pleased  to  report 
that  we  had  an  actively  functioning  Young 
Physicians’  Section  in  South  Carolina.  I also 
attended  the  AMA  interim  meeting  in  De- 
cember and  served  as  the  chairman  of  one  of 
the  two  reference  committees  in  the  Young 


The  SCMA  continues  to  offer  attractive  ben- 
efits to  its  members,  including  group  medical 
insurance,  disability  insurance,  continuing  ed- 
ucation opportunities,  and  an  increasing  pub- 
lic relations  effort. 

Our  Columbia-based  office  continues  to 
function  effectively  under  the  guidance  of  Bill 
Mahon  and  Barbara  Whittaker.  We  have  bene- 
fitted  significantly  from  the  addition  of  Mr. 
Stephen  Williams,  our  in-house  legal  counsel. 
Our  AMA  delegation  continues  to  be  effective 
and  influential  on  a national  level.  As  the  at- 
large  member  on  the  SCMA’s  Board  of  Trust- 
ees Executive  Committee,  I have  been  pleased 
with  the  overall  smooth  functioning  of  our 
organization. 

On  a local  level,  the  Greenville  Medical  So- 
ciety is  on  the  verge  of  entering  a new  era  by 
obtaining  its  own  freestanding  office  building. 
A successful  political  breakfast  was  held  with 
Representative  Liz  Patterson,  with  one  sched- 
uled with  Senator  Hollings.  The  Mediation 
Committee  continues  to  function  effectively, 
as  does  a newly  established  committee  formed 
to  deal  with  the  problems  of  Medicaid  patients. 

Respectfully  submitted, 

James  B.  Page,  M.D.,  Trustee, 
Fourth  District 


Physicians’  Section.  I have  enjoyed  my  tenure 
as  South  Carolina  delegate  to  the  AMA  Young 
Physicians’  section  for  the  past  2Vi  years  and 
feel  that  it  has  been  invaluable  by  increasing 
my  awareness  of  the  issues  that  are  affecting 
the  younger  physicians  on  a national  level. 
During  my  term  I also  attended  an  organiza- 
tional meeting  headed  by  March  Seabrook, 
M.D.,  for  the  reactivation  of  the  Resident  Phy- 
sicians’ Section. 

Many  of  the  issues  affecting  medicine  on  a 
national  level  are  merely  a reflection  of  our 
concerns  in  South  Carolina.  I enjoyed  meeting 
with  my  constituent  county  medical  societies 
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during  the  past  year  and  look  forward  to  more 
involvement  with  them  over  the  remainder  of 
my  term.  Having  served  on  the  Primary  Care/ 
Medicaid  and  Indigent  Care  Committee,  I am 
proud  to  report  that  we  have  made  significant 
improvement  in  Medicaid  reimbursement 
over  the  last  two  years.  I think  this  is  directly 
related  to  the  increased  rapport  between  our 
Primary  Care/Medicaid  and  Indigent  Care 
Committee,  SCMA  leadership  and  the  Health 
and  Human  Services  Finance  Commission. 
Dr.  Ned  Nicholson,  the  chairman  of  this  com- 
mittee, having  grown  weary  of  the  battles,  has 
turned  the  chairmanship  over  to  me.  I will  try 


TRUSTEE,  SIXTH  MEDICAL 
DISTRICT  (METROPOLITAN) 

I have  again  enjoyed  serving  on  the  Board  of 
Trustees  representing  the  Sixth  Medical  Dis- 
trict. I have  been  able  to  attend  all  of  the 
scheduled  Board  meetings.  Our  Board  Retreat 
this  year,  unfortunately,  was  canceled  by  an 
unscheduled  appearance  of  Mr.  Hugo.  How- 
ever, we  were  able  to  complete  all  of  our  busi- 
ness with  an  extended  Board  meeting  after  the 
retreat  had  been  scheduled. 

Although  I realize  this  is  like  preaching  to 
the  choir,  I think  all  of  us  recognize  the  fact  that 
at  probably  no  time  in  the  past  has  organized 
medicine  been  more  important  to  the  practice 
of  medicine  than  it  is  now  and  will  be  in  the 
future.  Those  of  us  who  have  been  practicing 
during  the  past  decade  have  seen  innumerable 
changes  which  have  impacted  our  practice  of 
medicine  a great  deal.  I really  don’t  think  the 
next  ten  years  are  going  to  be  any  different. 
Indeed,  we  may  have  more  changes  than  we’ve 
had  in  the  past.  Organized  medicine  really  of- 
fers us  the  only  hope  of  maintaining  some 
semblance  of  medical  practice  as  we  have  had 
in  the  past.  It  is  very  important  for  each  of  us  to 
participate  as  much  as  we  possibly  can  in  the 
workings  of  organized  medicine,  particularly 


to  follow  in  his  footsteps  by  increasing  pa- 
tients’ access  to  care,  which  at  the  present  time 
is  inadequate,  particularly  in  the  metropolitan 
areas  of  our  state.  I also  hope  we  can  reduce  the 
number  of  denied  claims  and  further  refine  the 
filing  processes  for  reimbursement. 

I appreciate  the  physicians  of  Kershaw,  Lan- 
caster, Chester,  Fairfield  and  York  counties 
allowing  me  the  honor  of  representing  them  on 
the  Board  of  Trustees  and  look  forward  to  the 
coming  year. 

Respectfully  submitted, 

Roger  A.  Gaddy,  M.D.,  Trustee 
Fifth  District 


in  our  county  medical  societies,  the  SCMA  and 
the  AMA. 

The  next  ten  years  I hope  will  be  as  reward- 
ing, and  I know  will  be  as  challenging  as  the 
past  ten  years.  I feel  like  our  organization  is 
being  very  well  managed  by  Bill  Mahon,  and  I 
think  that  we  should  feel  very  fortunate  that 
the  SCMA  has  an  Executive  Vice  President  as 
capable  and  knowledgeable  as  Bill. 

I have  not  been  able  to  attend  as  many  of  my 
component  county  medical  society  meetings 
as  I would  have  liked,  due  to  the  fact  that  I’m  in 
solo  pediatric  practice  and  have  a wife  and 
three  children.  However,  with  the  addition  of 
an  associate  this  July,  I hope  that  will  free  me 
to  visit  the  county  medical  societies  more  fre- 
quently. Again,  I have  enjoyed  serving  the  phy- 
sicians of  the  Sixth  District  for  the  past  two 
years  as  their  representative  on  the  Board  of 
Trustees.  If  I can  be  of  any  assistance  to  any  of 
the  members,  please  do  not  hesitate  to  contact 
me. 

Respectfully  submitted, 

J.  M.  Lindsey,  M.D.,  Trustee, 
Sixth  District 
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SIXTH  MEDICAL  DISTRICT 

1989  was  a busy  year  for  the  Board  of  Trust- 
ees of  the  SCMA.  I was  able  to  make  every 
meeting. 

In  particular,  I was  impressed  in  the  early 
part  of  the  year  with  how  well  we  worked  with 
the  legislators  on  our  positive  agenda  and  also 
in  protecting  the  interests  of  our  patients  and 
members  from  unfriendly  outside  forces. 

I believe  over  the  last  three  to  four  years  we 
have  achieved  an  ever-better  relationship  with 
our  legislators,  both  in  Columbia  and  on  the 
local  level  as  individual  physicians.  We  are 
becoming  more  conscientious  and  adept  at 
dealing  with  local  legislators. 

I have  enjoyed  meeting  with  my  component 
societies.  As  you  might  expect,  much  of  the 
interest  has  been  about  Medicare  issues. 

All  in  all,  I suppose  we  are  now  in  a lull. 

However,  we  cannot  afford  to  be  compla- 
cent. I believe  the  1990’s  will  be  difficult  as  we 
face  opportunities  and  challenges,  particularly 
in  the  area  of  medical  health  care  costs.  What 
was  once  the  realm  of  concern  for  bureaucratic 
and  legislative  idealists  has  now  become  of 
great  concern  to  large  and  small  businessmen 
alike. 

For  that  reason,  I believe  that  the  recom- 
mendations of  the  Health  Care  2000  Commit- 
tee need  to  be  given  serious  consideration.  It  is 
my  own  personal  hope  that  this  committee  will 
continue  to  work  in  the  years  ahead;  these 
issues  are  not  one-time  issues,  but  ones  need- 
ing constant  monitoring,  vigilance  and  posi- 
tive solutions. 

Respectfully  submitted, 

Stephen  A.  Imbeau,  M.D.,  Trustee, 
Sixth  District 


TRUSTEE,  EIGHTH  MEDICAL 
DISTRICT 

Serving  as  your  trustee  for  the  past  year  has 
been  a privilege.  It  has  been  rewarding  and 
enlightening,  but  also  disturbing. 

The  future  of  medicine  depends  on  involve- 
ment by  the  physicians.  I was  pleased  to  see  the 
determination  and  dedication  of  so  many  phy- 
sicians in  the  SCMA.  Only  with  a unified  effort 
of  all  physicians  in  SC  (and  the  US)  can  we 
hope  to  maintain  medicine  as  the  most  re- 
spected profession. 

It  is  difficult  to  understand  why  so  many 
physicians  do  not  belong  to  the  SCMA  or  AMA 
but  readily  accept  the  fruits  of  labor  of  these 
dedicated  physician  organizations  without 
even  a second  thought. 

I realize  that  I alone  bring  very  little  to  our 
organization.  I believe,  however,  if  all  physi- 
cians in  the  Eighth  District  would  join  the 
SCMA  and  AMA,  the  impact  would  be  far- 
reaching.  If  all  SC  physicians  participated,  we 
would  be  the  role  model  of  the  nation.  I ask  all 
physicians  to  join  and  participate  in  shaping 
their  own  destiny — a destiny  that  must  pre- 
serve and  rejuvenate  the  practice  of  medicine. 

The  untiring  efforts  of  our  SCMA  staff  have 
been  applauded  in  the  past — but  not  nearly 
enough!  Accolades  to  every  member. 

Thank  you  for  allowing  me  this  opportunity 
to  contribute  to  our  future.  I hope  my  efforts 
have  met  your  expectations  and  I look  forward 
to  continuing  to  serve  you. 

Respectfully  submitted, 

Dallas  W.  Lovelace,  III,  M.D.,  Trustee, 
Eighth  District 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 

offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
choose  1,  2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 

at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
1835  ASSEMBLY  STREET,  RM  575,  COLUMBIA,  SC  29201-2430 
OR  CALL:  (803)  765-5696  COLLECT 


COMMITTEE  REPORTS 

ADVISORY  COMMITTEE  TO  THE  SOUTH  CAROLINA  DEPARTMENT 
OF  VOCATIONAL  REHABILITATION 


The  South  Carolina  Medical  Association 
Advisory  Committee  to  the  SC  Department  of 
Vocational  Rehabilitation  met  on  Tuesday, 
February  21,  1990  at  the  Sheraton  in  Colum- 
bia, South  Carolina.  Dr.  Ben  N.  Miller,  Chair- 
man, presided.  Members  of  the  committee 
present  were:  Dr.  Alec  Brown,  Columbia;  Dr. 
Robert  C.  Lindemann,  Rock  Hill;  Dr.  Braxton 
B.  Wannamaker,  Charleston;  and  Dr.  James  E. 
Padgett,  Jr.,  Columbia,  representing  the 
Department  of  Health  and  Environmental 
Control. 

Vocational  Rehabilitation  was  represented 
by  Mr.  Joe  S.  Dusenbury,  Commissioner;  Mr. 
Preston  Coleman,  Assistant  Commissioner — 
Administrative  Services;  Mr.  Walter  J.  House, 
Client  Services  Consultant;  Dr.  Paul  G. 
Knight,  Assistant  Commissioner;  Mr.  Pete 
Howell,  Assistant  Commissioner;  Mr.  Charles 
LaRosa,  Assistant  Commissioner;  Mr.  Tony 
Langton,  Project  Supervisor;  Mr.  David  Lever, 
Assistant  Commissioner;  Mr.  Greg  McGrew, 
Engineering  Associate;  Mr.  Houston  McMil- 
lian,  Director,  Staff  Development  and  Train- 
ing; Mr.  Larry  Tracthman,  Technology 
Resources  Coordinator;  Mr.  Richard  Van- 
diver, Director,  Disability  Determination  Di- 
vision; Mr.  Wayne  Nance,  Quality  Assurance 
Analyst;  Dr.  Jim  Weston,  Physician,  Disability 
Determination  Division;  and  Mr.  Tom  Leahy, 
representing  Social  Security,  Atlanta,  Georgia. 

Dr.  Ben  N.  Miller  welcomed  the  members  of 
the  Advisory  Committee  and  stated  that  this 
committee  serves  as  liaison  between  South 
Carolina  Medical  Association  and  the  Re- 
habilitation Agency.  Dr.  Miller  said  that  the 
committee  had  been  a great  source  of  help  to 
the  Rehabilitation  Agency  and  he  appreciated 
their  continued  interest  and  support  of  the 
handicapped  population  of  the  state. 

Mr.  Joe  Dusenbury,  Commissioner  of  South 
Carolina  Vocational  Rehabilitation,  was  intro- 
duced and  stated  that  he  thought  the  program 
would  be  of  interest  and  would  give  new  in- 
sight into  some  of  the  things  Vocational  Re- 
habilitation is  trying  to  do  in  South  Carolina. 


The  rehabilitation  program  has  had  some  real 
changes  in  the  past  few  years  due  to  certain 
federal  regulations.  A number  of  people  Voca- 
tional Rehabilitation  has  originally  served  had 
physical  disabilities  and  are  still  being  served 
by  the  agency  to  some  extent.  The  department 
is  being  encouraged  to  do  more  in  the  area 
dealing  with  mental  disabilities.  Over  half  of 
the  people  now  served  by  Vocational  Re- 
habilitation are  people  that  have  handicaps 
other  than  physical  disabilities  as  reasons  for 
Vocational  Rehabilitation  working  with  them. 
Special  effort  in  South  Carolina  has  been  made 
to  extend  and  expand  the  services  of  rehabilita- 
tion. In  conclusion,  it  was  emphasized  that 
more  and  more  interest  is  being  placed  on 
adaptive  devices  and  rehabilitation  engineer- 
ing for  the  handicapped. 

Dr.  Miller  asked  that  the  committee  accept 
this  as  a report  from  the  rehabilitation  agency 
and  that  a rebuttal  and  discussion  period 
would  be  offered  later  in  the  meeting. 

Mr.  Tony  Langton,  Project  Supervisor, 
stated  that  the  purpose  of  the  program  was  to 
develop  assistive  technology  with  a broad 
range  of  persons  which  is  much  broader  than 
the  typical  rehabilitation  program.  He  stated 
that  funding  was  a very  vital  part  of  how  ser- 
vices are  provided  in  the  state.  There  is  much 
to  be  done  in  obtaining  and  improving  the 
necessary  funding  for  assistive  technology. 
The  program  is  involved  in  developing  mate- 
rial and  providing  training  and  technical  as- 
sistance. The  program  is  not  designed  as  a 
service  provider  but  as  a mechanism  by  which 
to  work  along  with  the  Vocational  Rehabilita- 
tion Department  and  other  agencies  providing 
services  to  individuals. 

Mr.  Larry  Trachtman,  Technology  Re- 
sources Coordinator,  was  introduced  and 
stated  that  the  main  function  was  to  serve  as  a 
network  for  statewide  technology  services  with 
regional  service  areas  in  the  Piedmont,  Mid- 
lands, Pee  Dee  and  the  Low  Country.  The  pro- 
gram will  also  serve  as  user  assistance  centers 
and  community  resource  contracts  throughout 
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the  state  for  various  organizations  and  disabled 
individuals. 

Mr.  Greg  McGrew,  Engineering  Associate, 
was  introduced  and  stated  that  he  worked  with 
Vocational  Rehabilitation  clients  only  to  pro- 
vide rehab  engineering  technology  services  in 
three  areas:  job  accommodation,  home  ac- 
cessibility and  adaptive  seating.  He  demon- 
strated the  adaptive  seating  to  the  committee 
and  stated  that  he  would  be  happy  to  answer 
any  questions  after  the  meeting. 

Mr.  Richard  Vandiver,  Director,  Disability 
Determination  Division,  was  introduced  and 
stated  that  when  the  disability  program  began 
in  the  mid  1 950s,  the  definition  used  for  deter- 
mining disability  was  that  a person  had  to  be 
unable  to  engage  in  any  substantial  gainful 
activity.  Congress  has  expressed  an  expecta- 
tion that  the  physician  in  the  community  be 
heavily  involved  in  the  disability  evaluation 
process.  First,  the  individual’s  treating  source 
should  be  contacted  to  find  out  how  he  or  she 
viewed  the  person’s  condition  and  how  im- 
paired functionally  and  mentally  the  indi- 
vidual was.  Second,  when  there  was  not 
enough  evidence  from  the  treating  source  then 
examination  had  to  be  purchased.  Since  then 
there  have  been  many  changes  in  the  program. 
Legislation  has  made  it  clear  that  Congress 
expects  the  Disability  Determination  Division 
to  involve  the  treating  sources  in  the  process  of 
making  the  disability  determination  decisions. 


Mr.  Vandiver  expressed  his  appreciation  to  the 
medical  community  for  their  assistance  in 
working  with  the  department  and  help  in  mak- 
ing the  decisions  for  disability  claims  and  indi- 
cated that  their  continued  support  was  needed. 

At  this  point  Dr.  Miller  asked  each  member 
to  introduce  themselves  and  give  their 
thoughts  on  the  meeting  thus  far.  Dr.  Robert 
Lindemann  indicated  that  in  the  discussion  of 
assistive  devices  there  was  no  mention  of  as- 
sistance for  the  diabetic  patient.  He  wanted  to 
know  if  there  were  provisions  for  the  diabetic 
patient  to  have  devices  such  as  the  various 
types  of  pumps  or  other  type  devices  for  indi- 
viduals who  may  not  have  the  resources  to 
provide  the  needed  equipment.  He  stated  that 
there  was  discrimination  against  the  diabetic 
in  the  workplace  and  wanted  to  know  if  there 
was  some  way  of  helping  the  patient  control  the 
diabetes  and  making  him  more  functional,  as 
diabetes  can  lead  to  many  disabling  conditions 
such  as  blindness  and  amputations.  Several 
minor  concerns  were  expressed  and  these  were 
answered  or  taken  under  advisement  for  future 
consideration. 

At  this  point  the  meeting  was  adjourned  for 
dinner  with  continued  comments  and  ques- 
tions. There  being  no  further  discussion  or 
business,  the  meeting  was  adjourned. 

Respectfully  submitted, 

Ben  N.  Miller,  M.D.,  Chairman 


CONSTITUTION  AND  BYLAWS  COMMITTEE 


The  Constitution  and  Bylaws  Committee 
recommends  to  the  House  of  Delegates  that  the 
following  amendments  to  the  Bylaws  be  con- 
sidered for  adoption. 

Due  to  the  implementation  of  the  Health 
Care  Quality  Improvement  Act  (PL  99-660) 
the  committee  recommends  that  the  following 
changes  be  approved: 

EbO  DISCIPLINE  OE  MEMBERS.  The 


of  three  fourths  (8/4)  of  its  voting 


membership,  may  censure,  suspend, 
of  expel  a member  from  Association 
membership  for  an  infraction  of  the 
Constitution  and  Bylaws  and / or  for  a 


violation  of  the  Principles  of  Medical 
Ethics,  fn  addition  to  the  disciplinary 
action  set  forth  in  the  Bylaws,  mem 
hers  may  be  subject  to  the  following 
disciplinary  actions; 

At  Aetions  onder  the 


Br 


Gt 


' SOC1 
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eiety  te  which  a member  belongs 
for  the  Association  to  take  disci 
plinary  action; 

component  society  to  which  the 
member  belongs  to  consent  to  the 
disciplinary  proceedings  by  the 
Association. 
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1.60 


PROCEDURE.  The  disciplinary  ae- 
by  written  petition  el  any  member  el 
societies  signed  and:  delivered  te  the 

Chairman,  explaining  the  reasons  for 
discipline.  Once  the  Chairman  el  the 
Board  el  Trustees  has  received  the 

then  refer  the  entire  matter  te  the 

gate  grounds  ler  discipline  and.  in 
turn-,  make  a recommendation  te  the 
Chairman  el  the  Board  te  carry 
through  with  ene  el  the  following 
actions: 

At  Dismiss  the  allegation  brought 
forth, 

■Bt  Begin  actual  proceedings  for  the 
hearing  en  disciplinary  action  in- 
volving the  member  m question. 
DUE  PROCESS:  Throughout  the  en- 
tire removal  proceedings,  the  subject 
must  receive  the  following: 

At  A reasonable  notice  el  the  charges 
against  the  physician; 

Bt  A lair  notice  el  the  hearing  upon 
them; 

I \ I a i v t~\  y\  /—v  y 4~  i i t->  if  x - t E /">  A v tl^^ 
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denee  and  confront  and  cross  ex- 
amine witnesses  against  him  ■ her; 
Dr  A lair  opportunity  te  refute  the 
charges;  and 


el  the  Board  el  Trustees. 
CHAIRMAN:  The  Chairman  shall 

TTTTT  TTTivvT  TTctTT  TTT  till  V vTTTTT 

discipline  el  a member. 

a component  society  against  a member 

ccs  of  the  Association  en  questions  el 
law  and  procedure  only,  but  net  en 
questions  el  fact. 

DISCIPLINE  OF  MEMBERS.  Any 
complaint  which  may  involve  possible 
disciplinary  action  shall  immediately 
be  forwarded  to  the  Executive  Commit- 
tee for  action.  Grounds  for  such  disci- 
plinary action  shall  be  a violation  of  the 


Constitution  and  Bylaws  and/or  a vio- 
lation of  the  Principles  of  Medical  Eth- 
ics of  the  SCMA. 

1.61  PROCEDURE;  DUE  PROCESS.  Upon 
receipt  of  the  complaint,  the  Executive 
Committee  shall  appoint  a hearing 
panel,  composed  of  five  physicians  not 
in  economic  competition  with  the  re- 
spondent physician(s),  who  shall  hear 
the  complaint.  As  soon  as  practicable,  a 
hearing  date  will  be  established  and  all 
parties  concerned  will  be  given,  in  writ- 
ing, at  least  30  days  notice  of  the  date  of 
the  hearing.  The  Notice  of  the  hearing 
shall  clearly  set  forth  the  grounds  of  the 
complaint  and  the  specific  violation 
which  may  have  occurred,  including  a 
statement  identifying  the  nature  of  the 
violation  and  the  facts  which  support 
the  finding  of  an  apparent  violation. 
The  Notice  should  also  clearly  identify 
the  following  rights  of  the  respondent 
physician(s):  a)  the  right  to  be  repre- 
sented by  an  attorney  or  any  other  per- 
son of  the  physician  ‘ s choice; 

b)  the  right  to  present  evidence  the  hear- 
ing panel  decides  is  relevant,  without 
regard  to  the  rules  of  evidence; 

c)  the  right  to  call  and  examine  his  own 
witnesses  and  the  right  to  cross-exam- 
ine adverse  witnesses; 

d)  the  right  to  submit  a written  state- 
ment at  the  close  of  the  hearing; 

e)  the  right  to  have  a record  made  of  the 
proceedings; 

f)  the  right  to  obtain  a copy  of  the  tran- 
script of  the  proceedings  upon  payment 
in  advance  of  a reasonable  sum  for 
preparation  of  the  transcript. 

The  hearing  panel  shall  have  the  same 
rights  as  the  respondent  physician(s). 
At  the  hearing,  the  panel  will  first  con- 
sider the  evidence  showing  why  disci- 
plinary action  may  be  needed.  Follow- 
ing this  presentation,  the  respondent 
shall  have  an  opportunity  to  put  forth 
rebuttal  evidence.  Each  party  will  have 
the  right  to  cross-examine  witnesses 
produced  by  the  other.  At  the  conclusion 
of  the  presentation  of  evidence,  both 
parties  will  have  the  right  to  present  a 
final  statement  with  regard  to  their 
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position. 

After  all  evidence  has  been  received  and 
final  summations  heard,  the  hearing 
panel  shall  determine  if  disciplinary  ac- 
tion is  appropriate.  -If  such  action  is  not 
appropriate,  all  parties,  including  the 
Executive  Committee,  will  be  promptly 
notified  in  writing  of  the  panel’s  de- 
cision. 

If  disciplinary  action  is  deemed  appro- 
priate, the  panel,  by  a unanimous  vote, 
shall  determine  the  appropriate  action 
to  be  taken  regarding  the  respondent. 
The  hearing  panel  shall  have  the  au- 
thority to  suspend,  or  expel  any  mem- 
ber from  the  Association  subject  to 
appeal  pursuant  to  1.62. 

All  parties,  including  the  Executive 
Committee,  shall  be  promptly  notified 
of  the  panel’s  decision. 

1.62  APPEALS.  Any  decision  made  by  a 
special  hearing  panel  appointed  by  the 
Executive  Committee  involving  disci- 
plinary action  may  be  appealed  directly 
to  the  Board  of  Trustees  for  review.  The 
party  desiring  to  appeal  must  send  writ- 
ten notice  to  the  Board  of  Trustees  of 
this  intention  to  appeal  within  30  days 
of  receipt  of  the  hearing  panel’s  de- 
cision. 

On  appeal,  The  Board  of  Trustees  shall 
review  the  record  of  the  evidence  pre- 
sented to  the  hearing  panel  to  deter- 
mine if  the  decision  of  the  panel  is 
supported  by  substantial  evidence.  The 
Board  of  Trustees  shall  also  review  the 
appropriateness  of  the  panel’s  action 
imposed.  The  Board  shall  have  the 
power  to  approve  the  decision  of  the 
hearing  panel  or  modify  the  decision  of 
the  hearing  panel  in  any  manner  the 
Board  deems  justified  in  the  interests  of 
the  Constitution,  Bylaws,  or  Principles 
of  Ethics  adopted  by  the  SCMA.  Such 
approval  or  modification  shall  require  a 
vote  of  a majority  of  the  members  of  the 
Board  of  Trustees  who  are  qualified  to 
vote  under  the  Constitution  and  Bylaws 
of  the  SCMA. 

The  Board  of  Trustees  shall  promptly 
notify,  in  writing,  all  parties  of  its  deci- 
sion with  reference  to  the  appeal,  and 


shall  clearly  set  forth  the  facts  from  the 
record  which  support  its  position. 

1.63  CONFLICTS  OF  INTEREST.  Any 
member  of  any  panel  established  under 
these  guidelines  who  has  any  conflict  of 
interest  with  a party  involved  in  the 
matter  before  him,  or,  who  for  any  rea- 
son feels  he  cannot  be  an  impartial  par- 
ticipant in  the  proceedings,  should 
immediately  withdraw  from  the  panel 
by  notifying  the  chairman  of  the  panel 
of  his  desire  to  not  participate.  Specific 
reasons  establishing  the  conflict  of  in- 
terest need  not  be  revealed. 

The  committee  also  recommends  that  the 
word  Housestaffbe  replaced  by  the  word  Resi- 
dent throughout  the  Constitution  and  Bylaws. 

The  committee  recommends  that  the  refer- 
ence to  the  Committee  on  Alcohol,  Drug 
Abuse  and  Impaired  Physicians  in  Section 
3.95 1 be  changed  to  Physicians’  Advocacy  and 
Assistance  Committee. 

The  committee  reviewed  Bylaws  proposed 
by  the  Resident  Physician’s  Section  of  the 
SCMA  for  governing  the  activities  of  the  Sec- 
tion. We  submit  the  following  for  your  ap- 
proval: 

1 .00  RESIDENT  PHYSICIANS  SECTION. 
There  shall  be  a special  section  for  resi- 
dent physicians. 

1.01  The  purpose  of  this  Section  shall  be: 

A.  To  promote  and  maintain  the  Prin- 
ciples of  Medical  Ethics; 

B.  To  provide  a forum  within  orga- 
nized medicine  for  the  exchange  of 
information  among  resident  physi- 
cians in  South  Carolina  and  to  rep- 
resent the  best  interests  of  resident 
physicians  within  the  South  Caro- 
lina Medical  Association  (here- 
inafter referred  to  as  “SCMA”) 
through  active  participation  in 
their  proceedings; 

C.  To  promote  the  art  and  science  of 
medicine;  and 

D.  To  preserve  and  promote  the  pub- 
lic health. 

1.02  MEMBERSHIP 
QUALIFICATIONS  OF  MEMBER- 
SHIP. Any  licensed  physician  in  train- 
ing in  an  accredited  post-graduate 
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training  program  in  South  Carolina 
shall  be  eligible  to  join  the  Section  as  an 
active  member. 

1.021  CATEGORIES 

A.  Active  Membership.  An  active 
member  shall  be  any  resident  phy- 
sician who  meets  the  qualifications 
for  membership  and  who  has  paid 
dues  for  the  current  year. 

B.  Affiliate  Membership.  An  affiliate 
membership  may  be  extended  to 
any  licensed  physician  in  training 
in  an  approved  post-graduate 
training  program  outside  of  South 
Carolina  and  who  has  paid  dues  for 
the  current  year.  An  Affiliate  Mem- 
ber may  attend  and  speak  at  any 
meeting  of  the  Section.  The  right  to 
hold  any  office  or  vote  is  denied  to 
Affiliate  Members. 

1 .03  DUES  AND  ASSESSMENTS 

The  annual  dues  for  active  member- 
ship in  the  Section  shall  be  determined 
by  the  Board  of  Trustees  of  the  SCMA 
and  paid  to  the  Treasurer  of  the  SCMA 
at  the  time  of  application  for  member- 
ship. 

1.04  GOVERNING  COUNCIL.  There 
shall  be  a Governing  Council  of  the 
Resident  physicians  to  direct  the  pro- 
grams and  activities  of  the  Section. 

1.041  MEMBERS.  There  shall  be 
nine  (9)  voting  members  of  the 
Governing  council  consisting 
of  the  Chairman,  Chairman- 
Elect,  Secretary-Treasurer,  two 
(2)  SCMA/AMA  Delegates, 
two  (2)  SCMA/AMA  Alternate 
Delegates,  and  two  (2)  At  Large 
members.  Governing  Council 
members  shall  be  elected  by 
majority  from  the  floor  of  the 
annual  meeting. 

1.042  APPORTIONMENT.  The 
Governing  Council  would  ide- 
ally consist  of  one  Association 
member  from  each  of  the  post- 
graduate institutions.  Not 
more  than  three  (3)  should 
come  from  any  single  insti- 
tution. 

1.043  OFFICERS.  The  officers  of  the  Sec- 


tion will  have  the  following  duties  and 
responsibilities. 

1.0431  Chairman:  The  Chairman  will 
preside  at  the  business  meet- 
ings and  meetings  of  the  Gov- 
erning Council. 

1.0432  Chairman-Elect:  The  Chair- 
man-Elect shall  assist  the 
Chairman  and  preside  in  the 
absence  of  the  Chairman. 

1.0433  Secretary-Treasurer:  The  Sec- 
retary-Treasurer shall  main- 
tain such  records  as  may  be 
necessary  or  advisable  for  the 
conduct  of  the  activities  of  this 
Section. 

1.0434  Two  Delegates  and  Alternate 
Delegates  to  the  SCMA/AMA 
Resident  Physicians  Section: 
The  SCMA/  AMA  Delegates 
and  Alternate  Delegates  shall 
represent  the  members  of  the 
Section  in  the  AMA  Resident 
Physicians  Section.  The  Dele- 
gates and  Alternate  Delegates 
shall  also  represent  the  Resi- 
dent Physicians  Section  in  the 
House  of  Delegates  of  the 
SCMA.  The  Delegates/Alter- 
nate delegates  must  be  mem- 
bers of  both  the  AMA  and 
SCMA. 

1.0435  Two  (2)  At  Large  Members: 
The  Members  At  Large  will 
participate  in  all  deliberations 
of  the  Governing  Council  and 
will  perform  other  duties  as 
directed  by  the  Governing 
Council. 

1.044  Terms.  Governing  Council  members, 
including  Delegates  and  Alternate  Del- 
egates, shall  serve  a term  of  one  year 
beginning  at  the  conclusion  of  the  an- 
nual meeting  at  which  they  are  elected 
and  ending  at  the  conclusion  of  the 
next  annual  meeting.  Tenure  for  each 
office  shall  not  exceed  two  (2)  con- 
secutive terms. 

1 .045  Vacancies.  Any  vacancy  occurring  on 
the  Governing  Council  will  be  filled  at 
the  next  business  meeting  of  the 
Section. 
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1.046 


1.05 


Meetings.  The  Governing  Council 
shall  meet  at  least  once  yearly  under 
the  direction  of  the  Chairman.  A quo- 
rum for  the  meeting  shall  be  a majority 
of  the  members  of  the  Governing 
Council. 

SECTION  MEETINGS.  There  shall 
be  an  annual  Section  Meeting  of  the 
members  of  the  Section  held  at  the  call 
of  the  Chairman. 

1.051  Voting  Membership.  The  vot- 
ing membership  shall  consist 
of  all  resident  physician  mem- 
bers of  the  SCMA  who  qualify 
for  membership  in  the  Section. 

1.052  Purpose.  The  purpose  of  the 
business  meetings  of  the  Sec- 
tion shall  be: 

(a)  to  hear  such  reports  as  may 
be  appropriate; 

(b)  to  consider  and  vote  upon 
such  matters  as  may  prop- 
erly come  before  the  meet- 
ing; 

(c)  to  elect,  at  the  annual  busi- 
ness meeting,  the  mem- 
bers of  the  Governing 
Council;  and 

(d)  to  conduct  such  other  busi- 
ness as  may  properly  come 
before  the  meeting. 

1.053  Quorum.  One-tenth  of  the 
voting  members  must  be  pres- 
ent at  any  meeting  to  con- 
stitute a quorum. 

1.054  Reference  Committee.  The 
Governing  Council,  at  its  dis- 
cretion shall  have  the  author- 
ity to  form  reference  commit- 
tees to  receive  testimony  on 


business  before  the  meeting,  to 
report  to  the  floor  on  the  con- 
tent of  the  testimony  and  to 
introduce  recommendations 
to  the  floor  of  the  Section 
Meeting. 

1.055  Rules  of  Order.  The  rules  of 
order  for  conduct  of  business 
shall  be  the  rules  of  order  of  the 
House  of  Delegates  of  the 
SCMA. 

1.0551  Voting  and  Voice.  Any  mem- 
ber of  the  Section  may  attend, 
introduce  resolutions  or  re- 
ports, debate  issues,  and  vote 
in  the  business  meeting  of  the 
Section.  Any  member  of  the 
SCMA  may  be  permitted  voice 
in  the  Section  at  the  discretion 
of  the  Chairman. 

1.0552  Notice.  Notice  of  the  meeting 
to  be  held  shall  be  provided  to 
the  membership  of  the  Section 
at  least  thirty  (30)  days  prior  to 
the  meeting. 

1 .056  FINANCIAL  RESPONSIBIL- 
ITY. Funding  of  the  Resident 
Physicians  Section  will  be 
based  on  the  number  of  SCMA 
resident  physician  members  at 
the  end  of  each  membership 
year.  The  SCMA  will  provide 
$10  per  member  per  year. 

1.057  AMENDMENTS.  Amend- 
ments to  the  Bylaws  must  be 
submitted  to  the  SCMA  Board 
of  Trustees  for  approval  prior  to 
final  adoption  by  the  Section. 

Respectfully  submitted, 

William  H.  Hester,  M.D.,  Chairman 
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THE  CONTINUING  MEDICAL 
EDUCATION  COMMITTEE 

What  follows  is  the  Annual  Report  of  the 
Continuing  Medical  Education  Committee.  In 
the  last  year  the  CME  Committee  has  been 
very  busy  fulfilling  its  responsibilities.  We 
have  placed  great  emphasis  on  attempting  to 
maintain  the  high  standards  set  under  the  very 
able  leadership  of  Dr.  O’Neill  Barrett.  We  have 
some  new  members  on  the  committee,  and  I 
wish  to  say  that  none  of  our  accomplishments 
could  have  been  achieved  without  the  hard 
work  and  participation  of  all  of  the  committee 
members. 

One  of  the  principal  responsibilities  of  the 
CME  Committee  is  to  provide  for  the  CME 
Program  at  the  Annual  Meeting  in  Charleston. 
To  that  goal,  the  committee  worked  long  and 
hard  at  debating  and  selecting  choices  for  top- 
ics and  speakers.  It  should  be  noted  that  we  are 
very  pleased  with  the  offerings  for  the  1990 
meeting  as  we  believe  these  sessions  will  pro- 
vide many  excellent  learning  opportunities  for 
all  attendees.  The  House  of  Delegates  should 
note  with  gratitude  the  hard  work,  preparation 
and  dedication  put  in  by  Joy  Drennen  to  coor- 
dinate this  meeting.  Much  of  the  success  rests 
on  her  competent  work. 

In  the  fall  the  committee  was  represented  at 
the  October  meeting  of  the  Accreditation 
Council  for  Continuing  Medical  Education 
which  was  held  in  Chicago.  As  you  know,  the 
SCMA  is  now  fully  accredited  and  is  in  the 
middle  of  the  three-year  period  for  certifying 
intrastate  sponsors  of  CME  in  South  Carolina. 
At  this  meeting  there  was  a significant  amount 
of  discussion  concerning  other  state  boards  of 
medical  examiners  requiring  CME  for  con- 
tinued licensure.  Apparently  some  22  states 
now  require  CME.  As  yet  this  does  not  affect  us 
in  South  Carolina. 

Cooperation  of  the  staff  and  the  committee 
members  has  made  chairing  this  committee  a 
very  easy  task  and  to  all  of  those  individuals  I 
owe  much  gratitude  and  look  for  their  con- 
tinued support. 

Respectfully  submitted, 

Gerard  C.  Jebaily,  M.D.,  Chairman 


THE  LEGISLATIVE  ACTIVITIES 
COMMITTEE 

Mr.  Speaker,  members  of  the  House  of  Dele- 
gates, SCMA  members  and  guests,  it  is  my 
privilege  to  report  to  you  on  the  activities  of 
the  Legislative  Activities  Committee  this  past 
year. 

The  committee’s  primary  function  is  to  re- 
view proposed  legislation  and  recommend  a 
position  to  the  Board  of  Trustees  of  the  Asso- 
ciation. Prior  to  the  opening  of  the  current 
legislative  session,  the  committee  met  and  con- 
sidered legislation  to  be  introduced  by  the 
SCMA  as  well  as  issues  expected  to  be  intro- 
duced by  others.  The  committee  met  in  August 
and  November  of  1989. 

The  committee  recommended  the  following 
legislation  to  be  introduced:  1)  to  require 
DHEC  to  regulate  tanning  bed  facilities;  2)  to 
continue  to  lobby  for  the  passing  of  the  Utiliza- 
tion Review  Bill;  3)  a bill  to  repeal  certification 
of  x-ray  technicians;  4)  a bill  to  make  sample 
prescriptions  exempt  from  the  labeling  law; 
and  5)  a bill  to  make  copying  charges  for 
medical  records  uniform  (workers’  compensa- 
tion = auto  insurance  bill),  $10.00  minimum 
or  $.50  per  page. 

The  committee  discussed  various  legislative 
efforts  expected  by  others.  The  committee  rec- 
ommended opposing  bills  in  the  following 
areas:  1)  independent  practice  of  physical 
therapists;  2)  mandated  insurance  benefits  for 
chiropractors;  3)  licensing  of  dieticians/nutri- 
tionists; 4)  retention  of  graduates  of  S.  C.  med- 
ical schools  to  South  Carolina  for  a five-year 
period  (or  repay  state  medical  school  costs). 

The  SCMA  Doctor  of  the  Day  program  con- 
tinues to  be  a valuable  service  to  the  Legisla- 
ture and  to  SCMA.  The  committee  is  grateful 
to  those  of  you  who  donate  your  time  to  serve. 

On  behalf  of  committee  members  and  my- 
self, I would  like  to  thank  you  for  the  op- 
portunity to  serve  on  this  very  important 
committee. 

Respectfully  submitted, 

James  R.  Pruitt,  M.D.,  Chairman 
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THE  MATERNAL,  INFANT  AND 
CHILD  HEALTH  COMMITTEE 

Significant  attention  has  been  given  to  the 
high  rate  of  infant  mortality  in  our  state  during 
the  past  year.  The  SCMA  was  involved  in  the 
Governor’s  “Caring  for  Tomorrow’s  Chil- 
dren” program,  which  will  encourage  pregnant 
women  to  seek  early  and  continuous  prenatal 
care  and  care  of  their  infants  under  age  one. 

The  SCMA  also  provided  input  into 
DHEC’s  OB,  Pediatric  and  Family  Practice 
task  forces,  which  were  convened  by  Commis- 
sioner Mike  Jarrett  in  order  to  obtain  input 
from  physicians  regarding  maternal,  infant 
and  child  health  issues. 

Coordinated  efforts  are  proceeding  to  im- 
prove the  Medicaid  program.  These  efforts  are 
shortening  the  amount  of  time  needed  for  a 
patient  to  obtain  Medicaid  eligibility;  improv- 
ing the  transportation  and  case  management 
system,  which  should  improve  Medicaid  pa- 
tients’ appointment-keeping  rates;  physician 
reimbursement,  audits,  and  claims  processing 
have  also  been  greatly  improved. 

Medicaid  is  still  not  perfect  and  we  encour- 
age physicians  to  inform  our  committee,  Bar- 
bara Whittaker  of  the  SCMA  staff,  and/or  your 
program  manager  at  the  Finance  Commission 
of  any  problems  you  encounter.  Please  let  us 
know  before  something  becomes  critical  to 
you — we  can  help! 

Our  committee  has  been  fortunate  to  have 
Bill  Sappenfield,  M.D.,  an  epidemiologist  on 
loan  to  DHEC  from  the  CDC,  visit  with  us 
each  meeting  to  discuss  trends  in  infant  mor- 
tality. The  rate  of  women  receiving  an  ade- 
quate number  of  prenatal  visits  is  still  much 
lower  for  South  Carolina  than  the  U.  S.  rate. 

On  a positive  note,  no  maternal  deaths  ne- 
cessitated our  review.  We  are  cooperating  with 
DHEC  to  implement  fetal  and  infant  death 
review  through  our  local  county  medical  so- 
cieties. This  should  further  identify  social  and 
other  problems  which  continue  to  contribute 
to  our  state’s  high  infant  mortality  rate. 

In  order  to  be  more  responsive  to  our  fellow 
practicing  physicians,  we  have  included  a new 
agenda  item  each  meeting  where  we  ask  the 


family  practice,  OB  and  pediatric  represen- 
tative of  each  geographic  area  to  report  on 
input  he/she  has  received  from  local  physi- 
cians. We  encourage  you  to  contact  your  local 
representative  with  suggestions  for  our 
committee. 

As  a result  of  one  suggestion,  our  committee 
met  with  a representative  of  the  S.  C.  Alcohol 
and  Drug  Commission  and  the  Department  of 
Social  Services  in  order  to  learn  what  resources 
are  available  and  what  actions  are  required 
when  we  identify  mothers  who  are  cocaine 
abusers.  This  information  will  be  published  in 
the  newsletter  section  of  The  Journal  of  the 
South  Carolina  Medical  Association  after  it  is 
finalized  by  the  Department  of  Social  Services. 

Respectfully  submitted, 

Alexander  R.  Smythe,  II,  M.D., 
Co-Chairman 
B.  C.  Pendarvis,  Jr.,  M.D., 
Co-Chairman 

THE  MEDIATION  COMMITTEE 

The  Mediation  Committee  of  the  SCMA 
met  in  November  to  review  the  pending  com- 
plaints filed  with  the  committee. 

Twenty-two  complaints  came  to  the  Media- 
tion Committee  from  April  1 989  to  April  1 990. 
Of  this  number,  two  were  non-members  of  the 
SCMA;  (The  committee  has  no  jurisdiction  in 
these  cases,  but  urged  the  physicians  to  join 
SCMA.  If  they  join  or  consent  to  the  review, 
the  committee  proceeds  with  the  case);  two  are 
pending  at  the  local  level;  and  seven  were  re- 
solved by  local  grievance  committees.  The  re- 
mainder were  resolved  by  the  Mediation 
Committee. 

The  committee  complements  the  very  effi- 
cient and  active  grievance  committees  of  the 
component  medical  societies  who  capably 
handle  complaints  within  their  jurisdiction. 

I wish  to  thank  the  committee  members  and 
SCMA  staff  for  their  support  this  past  year. 

Respectfully  submitted, 

Albert  G.  LeRoy,  Jr.,  M.D.,  Chairman 
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MEDICAL  ASPECTS  OF  SPORTS  COMMITTEE 


During  the  1989-90  year,  the  committee  on 
the  Medical  Aspects  of  Sports  held  meetings  as 
well  as  its  annual  seminar  during  the  state 
association  meeting.  At  the  meeting  of  April 
28,  1989,  attendance  reached  an  all  time  high, 
and  active  participation  was  provided  by 
members  of  the  SCMA  from  throughout  the 
state.  Our  guest  speakers  at  that  meeting  were 
Pete  Ayoub,  Director  of  the  South  Carolina 
High  School  League;  J.  D.  Simpson,  Athletic 
Director  of  the  Charleston  County  Schools; 
and  Joe  Kenny,  President  of  the  Athletic 
Trainers  Association  of  South  Carolina.  The 
purpose  of  this  meeting  was  to  discuss  the 
requirements  for  participation  in  athletics  in 
South  Carolina  high  schools  in  regard  to  par- 
ticipation exams  and  health  questionnaires.  At 
this  same  time,  input  was  received  from  Pete 
Ayoub  which  indicated  that  upon  acceptance 
this  would  be  instituted  as  a statewide  require- 
ment for  participation  in  athletics.  Each  ath- 
letic training  program  was  discussed.  The 
Charleston  experience  was  related  by  Dr.  Reed 
and  by  Mr.  J.  D.  Simpson.  Input  was  received 
from  Joe  Kenny  in  regards  to  the  requirements 
for  certification  of  an  athletic  trainer  and  how 
this  could  coincide  with  a teacher  athletic 
training  program. 

A report  was  given  on  the  meeting  held  with 
the  North  Carolina  Committee  on  Sports  Med- 
icine during  the  weekend  of  July  4,  1988.  This 
was  considered  a meeting  of  the  committee 
and  encouragement  for  participation  was 
made.  Thad  Bell,  M.D.,  gave  a brief  discussion 
of  the  Governor’s  Office  plans  to  reinstate  the 
Governor’s  Council  on  Physical  Fitness  and, 
though  he  sought  no  endorsement  at  this  time, 
this  was  to  be  considered  at  a future  date. 

The  Annual  Meeting  had  as  its  guest,  Dr. 
John  Bergfield  of  the  Cleveland  Clinic,  who 
presented  a symposium  on  the  afternoon  of 
April  28,  1989,  which  was  directed  at  primary 
care  physicians  with  discussion  of  common 
injuries  and  the  examination  and  evaluation  of 
the  knee.  A separate  reception  was  held  for  Dr. 
Bergfield  and  members  of  the  state  association, 
as  well  as  local  orthopedists. 

The  next  meeting  was  held  in  conjunction 
with  the  North  Carolina  Sports  Medicine 


Committee  during  the  July  4,  1989  weekend. 
Dr.  Sam  Seastrunk  and  Dr.  Frederick  Reed 
attended.  The  seminar  provided  a resource  for 
future  planning,  and  several  issues  common  to 
the  two  states  were  discussed  in  regards  to  such 
activities  as  helmet  laws,  drug  screening  and 
proper  certification  of  trainers. 

The  last  meeting  held  in  1989  was  Novem- 
ber 1.  This  was  a planning  session  held  at  the 
association  office  and  attendance  once  again 
was  excellent.  At  this  time,  Ray  Geddings,  who 
is  the  Accreditation  Supervisor  of  the  Office  of 
School  District  Accreditation  and  Assessment 
of  the  State  Department  of  Education,  was 
present  to  discuss  the  relationship  which  his 
office  would  like  to  establish  with  the  state 
medical  association  in  regards  to  planning  and 
implementing  programs  for  high  school  ath- 
letes. His  support  was  warmly  received.  Plans 
are  made  to  continue  an  ongoing  relationship 
much  as  is  done  in  the  North  Carolina  Depart- 
ment of  Public  Instruction  through  Mr.  Rob- 
bie Lester.  Robbie  Lester  has  offered  to  act  as  a 
consultant  to  the  Sports  Medicine  Committee. 
The  teacher/athletic  trainer  program  was  dis- 
cussed again.  Topics  for  the  upcoming  meeting 
were  discussed.  The  plan  was  for  a broad  pro- 
gram which  would  be  directed  by  Dick  Ward 
and  consist  of  an  “Update  on  Risk  Manage- 
ment in  Sports,”  by  Attorney  Robert  Hood; 
“Preparticipation  Exam  Summary,”  by 
Robert  Belding,  M.D.;  “Problems  Seen  in  Col- 
legiate Freshman  Athletics  Often  Missed  or 
Mistreated,”  by  Melissa  Martin;  “Teacher 
Athletic  Trainers,”  by  Frederick  Reed,  M.D.; 
and  “Equipment  for  the  Sports  Trainer,”  by 
Dick  Ward,  M.D.  This  program  will  be  pre- 
sented on  April  27.  The  discussion  was  given 
by  Melissa  Martin  during  the  November  1 
meeting  which  led  the  committee  to  recognize 
the  problems  associated  with  examinations 
carried  out  apart  from  an  organized  screening 
program.  Their  concern  has  been  that  without 
organization,  many  potential  problems  for  ath- 
letic participation  have  been  missed.  This  will 
be  the  theme  of  her  discussion  at  the  April  27 
meeting. 

The  committee  unanimously  supported  its 
previous  resolution  for  preparticipation  exam- 
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inations.  There  was  no  dissent  as  to  the  format. 
This  should  be  on  a yearly  basis.  However, 
consideration  of  a single  examination  can  be 
made  in  the  future  after  the  program  is  in- 
stituted. It  was  felt,  however,  that  to  initiate 
this  program  with  a single  exam  would  be  de- 
structive to  the  intent;  therefore,  the  resolution 
was  returned  unchanged  with  the  exception  of 
wording  making  it  clear  that  there  had  been 
previous  preparticipation  exams,  but  there  had 
not  been  previous  preparticipation  history 
questionnaires.  The  next  meeting  to  be  held 
will  be  in  conjunction  with  the  state  associa- 
tion meeting. 

Respectfully  submitted, 

Frederick  E.  Reed,  M.D.,  Chairman 


THE  MEDICAL  ETHICS 
COMMITTEE 

The  Medical  Ethics  Committee  of  the 
SCMA  continues  to  be  quite  active,  meeting 
nearly  every  month.  The  committee  continues 
to  enjoy  the  assistance  of  the  following  non- 
physician medical  ethicists:  Nora  Bell.  Ph.D., 
Albert  Keller,  Ph.D.,  Stuart  Sprague,  Ph.D., 
and  Douglas  MacDonald,  Ph.D. 

At  this  year’s  Annual  Meeting,  the  Medical 
Ethics  Committee  and  SCIMER  have  arranged 
for  Julia  Connelley,  M.D.,  to  be  the  Leonard 
Douglas  Memorial  speaker  and  a workshop 
leader. 

The  “Principles  of  Medical  Ethics  of  the 
South  Carolina  Medical  Association,”  adopted 
by  the  House  of  Delegates  in  1 988,  continue  to 
be  applied  by  the  committee  in  defining  ethical 
issues  referred  to  the  committee.  This  year,  the 
committee  has  considered  the  ethics  of  ex  parte 
communications  in  civil  lawsuits,  the  ethics  of 
experimental  use  of  non-experimental  drugs 
and  the  ethics  of  the  physician  as  a expert 
witness.  In  addition,  the  committee  has  begun 
a discussion  of  the  ethics  of  organ  and  tissue 
donation.  Committee  member  Robert  M. 
Sade,  M.D.,  has  authored  an  article  concerning 
the  SCMA’s  “Principles  of  Medical  Ethics” 
which  was  printed  in  the  March  issue  of  The 
Journal. 

In  the  area  of  ethics  education,  members  of 
the  committee  participated  in  the  annual 


Trustees,  Administrators,  and  Physicians 
(TAP)  Conference  at  Hilton  Head  Island  and 
the  annual  SCMA  Leadership  Conference  held 
in  Columbia. 

The  committee  continues  to  monitor  the 
most  recent  opinions  from  the  AMA’s  Council 
on  Ethical  and  Judicial  Affairs,  as  well  as  arti- 
cles regarding  medical  ethics  produced  by  such 
entities  as  the  Hastings  Institute. 

The  committee  continues  to  welcome  sug- 
gestions from  the  SCMA  membership  regard- 
ing other  topics  for  the  committee’s  study. 

Respectfully  submitted, 

John  M.  Roberts,  M.D.,  Chairman 


THE  MEMORIAL  COMMITTEE 

Each  year  at  this  time  we  pause  in  our  meet- 
ing to  pay  honor  and  tribute  to  our  fellow 
physicians  who  have  completed  their  journey 
in  this  world  and  now  rest  from  their  labors. 

These  practitioners  of  medicine  served  their 
fellow  man  with  distinction.  They  enjoyed 
honor  and  respect  in  their  communities. 

By  combining  hard  work,  good  humor  and 
compassion,  they  ministered  well  to  the 
bodies,  minds  and  spirits  of  those  who  trusted 
their  well-being  to  them.  By  their  commitment 
to  high  ethical  standards,  they  upheld  the  in- 
tegrity of  our  profession  and  represented  their 
fellow  physicians  well  before  the  world. 

Through  their  dedication  to  the  healing  arts 
and  their  love  of  people,  these  noble  men  and 
women  have  left  this  world  a better  place  in 
which  to  live. 

After  their  names  have  been  read  we  will 
stand  for  a moment  of  silence:  M.  Rodney 
Culler,  M.D.,  Orangeburg;  Alexis  B.  Calder, 
M.D.,  Sumter;  Joseph  H.  King,  M.D.,  Man- 
ning; William  B.  Ardrey,  III,  M.D..  Rock  Hill; 
William  H.  Prioleau,  Sr.,  M.D.,  Charleston; 
Frederick  F.  Adams,  Jr.,  M.D.,  Spartanburg; 
Sally  B.  McCants,  M.D..  Columbia;  Gerald  W. 
Scurry,  M.D.,  Columbia;  Thomas  E.  Jenkins, 
Sr.,  M.D.,  Laurens;  G.  D.  Stowe,  M.D..  Spar- 
tanburg; John  M.  Fewell,  M.D..  Greenville; 
John  C.  Buchanan,  Jr.,  M.D.,  Winnsboro; 
James  B.  Pressly,  M.D.,  Greenville;  James  N. 
Holtzclaw,  M.D.,  Greenville;  John  S.  Floyd. 
Ill,  M.D.,  Newberry;  William  T.  Bonner. 
M.D.,  Spartanburg;  William  W.  Simmons. 
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M.D.,  Greenville;  James  H.  Suhrer,  Sr.,  M.D., 
Aiken;  Finley  A.  Kennedy,  M.D.,  Aiken; 
Arthur  S.  Woodward,  M.D.,  Myrtle  Beach; 
Frank  R.  Wrenn,  M.D.,  Greenville;  Kirby  D. 
Shealy,  Sr.,  M.D.,  Columbia;  Richard  B.  Max- 
well, Jr.,  M.D.,  Johns  Island;  and  Montague 
Brantley,  Sr.,  M.D.,  Sumter. 

Respectfully  submitted, 

W.  Rion  Dixon,  M.D.,  Chairman 


THE  OCCUPATIONAL 
MEDICINE  COMMITTEE 

The  SCMA  Committee  on  Occupational 
Medicine  held  quarterly  meetings  during  1 989. 
The  Schedule  of  Fees  for  Physicians  and  Sur- 
geons for  Services  Rendered  under  the  South 
Carolina  Workers’  Compensation  Law  was  re- 
vised and  reprinting  is  expected  to  be  com- 
pleted in  the  spring  of  1990.  Many  hours  were 
contributed  to  this  effort  by  all  members  of  the 
committee. 

Physicians’  fees  which  seemed  inappropri- 
ate to  the  Medical  Department  of  the  Indus- 
trial Commission  were  reviewed  at  each  meet- 
ing, and  recommendations  were  made  to  the 
commission  on  an  individual  case  basis. 

The  committee  hosted  a dinner  meeting 
with  the  commission  during  the  year.  As  usual, 
this  meeting  prompted  very  frank  and  very 
productive  discussions  of  our  mutual  prob- 
lems and  concerns  relating  to  providing  the 
best  possible  medical  care  for  South  Carolina’s 
injured  workers  at  the  lowest  possible  cost.  The 
commission  requested  we  add  a psychiatrist 
and  an  infectious  disease  physician  to  our  com- 
mittee. This  request  stems  from  the  fact  that 
the  SCWCC  is  now  seeing  stress  related  work- 
ers’ compensation  cases.  They  also  would  like 
help  from  our  committee  should  a claim  be 
presented  from  an  AIDS  related  work  injury. 

Another  concern  of  the  commissioners  are 
physicians  who  do  not  accept  workers’  com- 
pensation cases.  I would  like  to  urge  all  South 
Carolina  physicians  to  treat  injured  workers. 

Mr.  Mike  LeFever,  Executive  Director  of  the 
South  Carolina  Workers’  Compensation  Com- 
mission, and  I are  presently  working  on  an 
article  to  be  printed  in  The  Journal  of  the  South 
Carolina  Medical  Association.  Our  article  will 


relay  to  the  physicians  of  South  Carolina  some 
of  the  problems  encountered  by  the  commis- 
sion and  physicians  who  treat  injured  workers. 

We  are  also  discussing  ideas  for  a panel  dis- 
cussion between  the  South  Carolina  Workers’ 
Compensation  Commission  commissioners 
and  physicians  during  the  1 99 1 SCMA  Annual 
Meeting. 

The  South  Carolina  Workers’  Compensa- 
tion Commission,  in  conjunction  with  the 
SCMA,  will  hold  the  11th  Annual  Medical 
Seminar.  This  will  be  held  May  4-6,  1990,  at 
the  Myrtle  Beach  Hilton.  I urge  all  physicians 
to  attend  this  important  meeting. 

In  summary,  1 989  was  another  busy  year  for 
the  committee  in  fulfilling  its  role  as  liaison 
between  the  South  Carolina  Medical  Associa- 
tion and  the  South  Carolina  Workers’  Com- 
pensation Commission,  as  well  as  a resource 
group  to  the  commission  as  it  attempts  to  fairly 
administer  the  Workers’  Compensation  Law 
of  the  State  of  South  Carolina. 

I would  like  to  thank  all  committee  mem- 
bers, SCMA  staff  and  SCWCC  staff  for  their 
hard  work  this  past  year. 

Respectfully  submitted, 

Marion  F.  McFarland,  III,  M.D.,  Chairman 

THE  PEER  REVIEW  COMMITTEE 

The  SCMA’s  Peer  Review  Committee  is  re- 
sponsible for:  (1)  quality  review;  (2)  physician 
adviser  monitoring;  (3)  insurance  peer  review; 
and  (4)  criteria  development  review  and 
revision. 

Because  the  SCMA’s  subsidiary  corpora- 
tion, the  South  Carolina  Medical  Care  Foun- 
dation, has  performed  all  insurance  peer 
review  during  the  last  few  years,  the  SCMA’s 
Peer  Review  Committee  has  evolved  into  a 
quality  review  committee  which  is  available 
on  an  as-needed  basis. 

During  the  last  year  our  committee  assisted 
two  SCMA  members  who  requested  that  we 
review  an  aspect  of  their  practice  which  had 
been  questioned  by  their  hospital’s  executive 
committee.  Representatives  of  our  committee 
reviewed  several  of  the  physicians’  medical 
records,  obtained  input  from  the  SCMA’s 
Medical  Ethics  Committee,  and  then  issued 
our  review  determinations  to  the  physicians. 
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The  assistance  of  Dr.  Angus  Baker  in  our  re- 
view was  greatly  appreciated.  Our  committee 
stands  ready  to  provide  this  type  of  review  for 
other  SCMA  members. 

Respectfully  submitted, 

Charles  Sasser,  M.D.,  Chairman 


THE  PHYSICIANS’  ADVOCACY 
AND  ASSISTANCE  COMMITTEE 

The  committee  has  been  quite  active  this 
past  year.  There  have  been  a number  of  con- 
tracts with  physicians  with  impaired  function 
and  a number  of  interventions  by  committee 
members  resulting  in  treatment  and  contrac- 
tual arrangements  with  impaired  physicians.  A 
significant  number  of  physicians  who  have 
been  under  contract  and  monitored  by  the 
committee  have  completed  their  term  of  su- 
pervision and  have  had  their  contracts  closed 
by  the  committee.  Some  of  the  physicians  who 
have  completed  their  contracts  have  become 
active  members  of  the  Physicians’  Advocacy 
and  Assistance  Committee.  The  committee 
has  also  been  instrumental  in  influencing  some 
of  the  physicians  with  whom  we  have  been 
working  to  become  members  of  the  SCMA. 

The  chairman  met  with  the  Board  of  Trust- 
ees at  their  January  20,  1990  meeting  for  the 
purpose  of  informing  the  board  of  the  activities 
of  the  committee.  The  board  once  again  ap- 
proved a budget  for  the  committee. 

The  committee  now  uses  two  new  lab  profes- 
sionals. Both  are  doing  an  outstanding  job. 

The  regional  treatment  teams  continue  to  be 
very  active  and  continue  to  work  with  their 
peers  as  advocates.  There  are  active  Caduceus 
Club  physician  groups  in  Charleston,  Green- 
ville-Spartanburg,  Florence  and  the  Columbia 
areas. 

The  chairman  and  the  committee  were  in- 
strumental in  the  Members’  Insurance  Trust 
providing  coverage  for  outpatient  substance 
abuse  rehabilitation  treatment.  The  chairman 
met  with  the  MIT  Board  and  requested  that  the 
same  guidelines  developed  by  the  PAAC  for 
inpatient  substance  abuse  treatment  be  used 
for  outpatient  treatment.  PAAC  chairman  and 
committee  members  believe  the  new  outpa- 
tient benefits  could  be  a cost  saving  measure 


for  the  MIT.  The  chairman  also  requested  that 
any  physician  receiving  treatment  for  sub- 
stance abuse  be  sent  a letter  from  the  MIT 
offering  the  help  of  the  PAAC. 

With  help  from  the  SCMA  legal  staff,  the 
committee  has  instituted  a new  Aftercare  Con- 
tract. The  terms  of  the  contract  have  been 
increased  from  24  to  60  months  or  the  duration 
of  any  State  Board  of  Medical  Examiners’ 
order.  Each  treatment  team  is  now  in  the  pro- 
cess of  having  members  sign  new  contracts. 

During  the  past  year,  chairman  and  commit- 
tee members  have  met  with  auxiliary  groups 
and  others  to  speak  on  the  “Impaired 
Physician.” 

The  committee  is  very  proud  of  the  special 
issue  of  The  Journal,  January  1990,  on  Alco- 
holism and  Other  Drug  Abuse — The  South 
Carolina  Story.  Special  thanks  go  to  committee 
members  Greg  Phelps,  M.D.,  and  N.  Peter 
Johnson,  Ph.D.,  who  were  guest  editors  and 
who  dedicated  many  hours  to  this  project. 
Thanks  also  go  to  all  committee  members  and 
others  who  contributed  by  writing  articles  and 
to  those  institutions  whose  contributions  per- 
mitted publication  of  this  special  issue. 

The  committee  lost  two  faithful  members 
this  year,  Fred  Adams,  Jr.,  M.D.,  and  John  S. 
Floyd,  III,  M.D.  Our  sympathy  goes  out  to 
their  families. 

I wish  to  thank  the  Board  of  Trustees,  the 
committee  members  and  the  SCMA  staff  for 
their  support  and  work  this  past  year. 

Respectfully  submitted, 

Hugh  V.  Coleman,  M.D.,  Chairman 


THE  PRIMARY  CARE/MEDICAID 
AND  INDIGENT  CARE 
COMMITTEE 

The  Health  and  Human  Services  Finance 
Commission  has  continued  to  improve  the  ad- 
ministration of  the  Medicaid  program.  Reim- 
bursement rates  are  much  better  than  ever 
before  and  claims  processing  appears  to  be 
much  quicker  and  less  burdensome.  A review 
of  rejected  claims  by  the  Finance  Commission 
found  that  most  errors  were  a lack  of  patient 
Medicaid  number  and,  secondly,  an  incorrect 
provider  number.  This  should  remind  all  of  us 
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of  the  need  to  train  and  supervise  our  own 
office  personnel. 

Our  committee  has  met  three  times  since  the 
1989  Annual  Meeting.  In  each  month’s  news- 
letter section  of  The  Journal  of  the  South  Caro- 
lina Medical  Association,  we  have  provided 
timely  hints  and  pertinent  information  about 
Medicaid,  including  explanations  of  new  reim- 
bursement rates  and  reimbursement  codes  of 
which  most  physicians  are  unaware  (such  as 
reimbursement  for  responding  to  telephone 
calls  from  home  health  nurses). 

Our  committee  has  been  educated  about 
Health  Manpower  Shortage  areas  and  learned 
that  staff  at  the  Finance  Commission  can  assist 
physicians  in  obtaining  a redesignation  of  their 
areas.  It  is  important  to  notify  the  Finance 
Commission  of  a reduction  of  physicians  in 
your  area  so  an  updated  designation  can  be 
obtained;  areas  classified  as  HMSA  1 and  2 
receive  a 5%  Medicare  reimbursement  supple- 
ment. 

At  the  request  of  the  SCMA’s  Executive 
Committee,  our  committee  developed  a pro- 
posal to  attempt  to  increase  the  number  of 
physicians  treating  Medicaid  patients.  Our 
goal  is  to  have  each  county  medical  society 
implement  a method  to  assure  that  all  physi- 
cians see  their  fair  share  of  Medicaid  patients. 

Although  our  committee  is  pleased  with  the 
improvement  in  the  South  Carolina  Medicaid 
program,  we  have  continued  in  our  watchdog 
role  and  have  notified  the  Finance  Commis- 
sion, DSS,  and  the  State  Legislature  through 
their  mandated  Medicaid  eligibility  study  of 
our  concerns  with  Medicaid  Third  Party  Lia- 
bility (TPL),  audits,  and  eligibility.  Progress 
has  been  made  in  each  area.  Of  special  note  is 
the  fact  that  Medicaid  audits  are  no  longer 
generated  as  a result  of  a large  number  of 
claims,  but  rather  in  response  to  practice  pa- 
rameters established  by  specialty. 

Respectfully  submitted, 
Benjamin  E.  Nicholson,  M.D., 
Chairman 


REPORT  OF  THE  SCMA  AD  HOC 
TASK  FORCE  ON  AIDS 

The  SCMA  AIDS  Task  Force  at  its  inception 
was  called  to  meet  on  an  as  needed  basis  and  to 
serve  in  an  advisory  capacity  to  SCMA  or 
outside  groups.  The  committee  felt  its  work 
thus  far  this  year  could  be  handled  without 
holding  a meeting  and  conducted  its  business 
in  this  manner.  Members  have  been  kept  up- 
to-date  via  mailings  from  the  SCMA  and 
through  the  “SCMA  Newsletter.” 

Members  of  the  task  force  as  well  as  SCMA 
staff  continue  in  their  liaison  activities  with 
state  agencies,  such  as  the  Department  of 
Health  and  Environmental  Control,  Health 
and  Human  Services  Finance  Commission, 
Department  of  Social  Services,  and  Depart- 
ment of  Corrections.  Continuous  interaction  is 
maintained  with  other  organizations  such  as 
church  groups,  the  USC  School  of  Public 
Health,  local  health  agencies,  etc. 

For  the  fourth  consecutive  year,  the  SCMA 
is  offering  a workshop  on  AIDS  at  its  Annual 
Meeting,  entitled  “AIDS/OSHA  and  The  Of- 
fice Practice.” 

Moreover,  all  county  medical  societies  were 
offered  by  the  SCMA  to  have  a speaker  address 
the  AIDS  related  topic(s)  of  their  choice  at  one 
of  their  meetings. 

The  task  force  members  continue  to  strive  to 
represent  the  SCMA  on  all  fronts  and  to  stay 
abreast  of  activities  and  issues  concerning  or- 
ganized medicine  and  HIV  infection/AIDS. 

The  SCMA  AIDS  Task  Force  members  wel- 
come your  comments  and  concerns  and  are 
certainly  interested  in  addressing  your  needs 
on  the  local  level.  Please  feel  free  to  contact 
committee  members  or  staff  if  we  may  be  of 
assistance. 

Respectfully  submitted, 

Charles  S.  Bryan,  M.D.,  Chairman 
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THE  PUBLIC  RELATIONS  COMMITTEE 


Public  relations  activities  were  carried  out 
during  1989-90  based  on  the  committee  and 
SCMA  Board  of  Trustees  approved  annual 
public  relations  plan.  Highlights  of  activities 
conducted  this  year  include  the  following:  (1) 
cooperative  efforts  of  public  and  private  sec- 
tors— for  example,  Governor  Campbell’s  cou- 
pon program  designed  to  combat  infant 
mortality  in  SC  by  encouraging  early  and  con- 
tinuous prenatal  care;  (2)  continued  publicity 
of  the  Health  Education  Van,  both  on  a state- 
wide and  national  level;  (3)  media  relations;  (4) 
public  service  announcements;  (5)  the  devel- 
opment of  a new  membership  recruitment 
poster;  and  (6)  the  development  of  a slide  pre- 
sentation on  the  SCMA. 

Staff  has  worked  on  a regular  basis  with  the 
media  throughout  this  past  year  on  health  care 
topics  such  as  Medicare,  Medicaid,  indigent 
care,  national  health  care  initiatives,  teenage 
pregnancy,  infant  mortality  and  many  other 
issues  impacting  our  current  health  care 
environment. 

The  “SCMA  Newsletter”  continues  to  be  a 
primary  source  of  timely  information  regard- 
ing issues  of  concern  to  the  membership.  Reg- 
ular features  of  the  newsletter  include  updates 
on  SCMA  Board  of  Trustees  activities,  Medi- 
care, Medicaid  and  SC  PRO. 

The  SCMA  Library  continues  to  be  ex- 
panded, including  the  audio/video  loan  ser- 
vice, thus  providing  a convenient  resource  of 
information  to  our  members. 

Response  from  physicians  wishing  to  serve 
as  media  contacts  has  been  overwhelming.  A 
computerized  list  of  contacts  will  be  generated 
in  the  near  future  and  updated  periodically. 


Staff  continues  to  provide  support  to  county 
medical  societies,  specialty  societies  and  the 
auxiliary  in  their  PR  activities. 

News  clips  on  topics  of  interest  and  concern 
to  organized  medicine  have  been  regularly  dis- 
tributed to  board  members.  House  of  Dele- 
gates, Board  of  Trustees,  and  Executive 
Committee  position  statements  since  1972 
have  been  compiled  and  are  updated  on  a reg- 
ular basis. 

The  committee  continues  to  offer  annual 
awards  for  journalists  exemplifying  outstand- 
ing reporting  in  the  field  of  medicine.  An 
award  is  presented  in  each  category  of  print, 
radio  and  television  media. 

A community  service  award  will  be  pre- 
sented for  the  first  time  this  year  to  a deserving 
county  medical  society.  We  acknowledge  the 
tremendous  amount  of  quality  community 
service  activities  being  conducted  on  the  local 
level  and  wish  to  recognize  publicly  the  efforts 
of  county  societies  excelling  in  such  commu- 
nity based  projects. 

The  Public  Relations  Committee  is  pleased 
with  the  quantity  and  widespread  distribution 
of  interest  in  association  activities  from  media 
throughout  South  Carolina.  We  expect  to  con- 
tinue with  our  proactive  relationship  with  the 
media  and  look  forward  to  good  things  hap- 
pening in  the  future.  The  committee  encour- 
ages SCMA  members  to  consult  our  public 
relations  staff  for  advice  and  assistance  in  con- 
ducting PR  activities  on  the  local  level.  Your 
comments  and  recommendations  are  wel- 
comed by  staff. 

Respectfully  submitted, 

Daniel  W.  Brake,  M.D.,  Chairman 
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THE  SCMA/JUA  PHYSICIANS 
RISK  MANAGEMENT  COMMITTEE 


This  committee  has  been  quite  active  this 
year.  A number  of  programs  have  been  pre- 
sented in  different  areas  of  the  state.  We  have 
had  a very  fine  response  to  our  request  for 
additional  physicians  to  help  in  defending 
those  who  have  had  a suit  filed  against  them. 
We  can  readily  see  that  our  motto,  “South 
Carolina  Physicians  Helping  Physicians,”  is 
much  more  than  words  because  it  actually 
takes  place  every  day. 

That  is  the  basis  for  the  improvement  we  see 
in  the  professional  liability  situation  in  our 
state.  Significant  reductions  in  insurance  pre- 
mium rates  for  both  the  Joint  Underwriters 
Association  (JUA)  and  Patients’  Compensa- 
tion Fund  (PCF)  are  effective  this  spring.  We 
also  see  improvement  in  less  tangible  ways. 

I want  to  express  appreciation  to  committee 
members,  Drs.  Bart  Barone,  John  Hunt, 
Danny  Paysinger,  Roy  Skinner,  John  Brown 
and  Billy  Fairey  who  give  so  much  of  their  time 
to  the  success  of  our  program  throughout  the 
state.  Special  thanks  also  go  to  Drs.  Frank 
Shealy,  John  Molnar,  Birnie  Johnson,  Bill 
James  and  others  for  their  invaluable  help. 

Dr.  Bill  Cantey  is  no  longer  involved  in  the 
program  after  many  years  of  dedicated  service. 
We  are  forever  grateful  to  Bill  for  all  the  ways 

REPORT  OF  THE  EDITOR  OF  THE 

This  year  marks  the  85th  anniversary  of  con- 
tinuous publication  of  The  Journal  of  the  South 
Carolina  Medical  Association.  On  our  agenda 
for  discussion  at  the  Annual  Meeting  will  be 
the  desirability  of  a formal  mission  statement 
for  the  benefit  of  those  whom  we  serve:  (1) 
authors;  (2)  readers;  (3)  the  SCMA;  and  (4)  the 
people  of  South  Carolina. 

In  1900,  the  president  of  the  SCMA  urged  at 
our  Annual  Meeting:  “Let  us  no  longer  bear  the 
stigma  of  leaving  no  record  of  our  deeds.”  The 
Journal  became  reality  in  1 905  primarily  as  a 
forum  for  the  observations  of  practicing  physi- 
cians. Many  factors — most  notably  the  growth 
of  medical  school  faculties — discourage  to- 
day’s practicing  physicians  from  attempting  to 
publish  their  observations.  We  feel  strongly 


he  was  of  service  to  our  program  and  to  South 
Carolina  physicians. 

We  continue  to  have  the  full  support  of  Mr. 
Cal  Stewart  of  the  JUA  and  PCF.  His  help  and 
advice  are  essential  to  continued  success  of  the 
risk  management  program  and  to  the  improve- 
ment in  the  professional  liability  situation  in 
our  state. 

The  person  who  keeps  us  on  schedule  and  on 
the  ball  is  Ms.  Joy  Drennen  of  the  South  Caro- 
lina Medical  Association  staff.  She  continues 
to  be  the  support  that  we  need  to  keep  the 
program  functioning  well  and  well  organized. 

We  look  forward  to  having  a continuing  and 
effective  risk  management  program  during  the 
coming  year.  The  committee  is  available  to 
help  with  programs  for  medical  societies,  spe- 
cialty societies  and  other  groups. 

Our  guest  for  the  Annual  Meeting  will  be 
Robert  S.  Brittain,  M.D.,  of  Colorado,  who  is  a 
specialist  in  risk  prevention  matters.  He  will 
speak  on  Friday  morning,  April  27. 

I continue  to  appreciate  the  opportunity  to 
work  with  this  committee  and  with  all  South 
Carolina  physicians. 

Respectfully  submitted, 

Euta  M.  Colvin,  M.D.,  Chairman 


JOURNAL 

that  a major  purpose  of  The  Journal  is  to  en- 
courage scholarship  by  practicing  physicians. 

Special  symposium  issues  have  become  in- 
creasingly popular  with  our  readership.  We 
welcome  proposals  for  new  topics.  Recently, 
our  editorial  board  has  approved  a set  of  guide- 
lines for  guest  editors  of  symposium  issues.  We 
feel  that  such  issues  should  promote  coopera- 
tion and  goodwill  throughout  South  Carolina, 
and  should  therefore  be  inclusive  of  all  poten- 
tial contributors  and/or  groups  of  contributors 
whenever  possible. 

The  association’s  decision  to  distribute  the 
Legislative  Update,  SCMA  Newsletter,  and 
CME  Calendar  through  The  Journal  has,  we 
think,  also  enhanced  readership  appeal.  We 
operate  on  a limited  budget  and  are  fortunate 
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to  have  a number  of  loyal  advertisers.  Let  us  all 
say  “thank  you.”  Joy  Drennen,  our  Managing 
Editor,  has  continued  to  spearhead  our  adver- 
tising campaigns  in  addition  to  her  many  other 
responsibilities. 

Finally,  we  strive  to  keep  in  mind  that  ours  is 
a uniquely  South  Carolina  journal — by  and  for 
South  Carolinians.  As  a matter  of  policy,  we 
nearly  always  decline  submissions  from  out- 
of-state.  We  believe  that  state  medical  journals 
such  as  ours  have  a unique  ecologic  niche  in 
the  landscape  of  medical  publishing.  Our  con- 
tinuing goal  is  to  define  that  niche  more 


clearly,  and  we  always  welcome  the  suggestions 
and  criticisms  of  SCMA  members.  Our  imme- 
diate goals  are  to  promote  scholarship,  cooper- 
ation and  goodwill,  but  our  overriding  purpose 
is  to  promote  health  care  delivery  for  all  South 
Carolinians. 

I thank  the  members  of  the  Editorial  Board 
for  their  support  and  guidance,  and  the  SCMA 
membership  for  the  privilege  of  serving  you  as 
editor. 

Respectfully  submitted. 

Charles  S.  Bryan,  M.D.,  Editor 


THE  YOUNG  PHYSICIANS’  SECTION  REPORT 


The  SCMA  Young  Physicians’  Section  held 
its  annual  section  meeting  during  the  SCMA 
Annual  Meeting  in  April  ’89.  We  set  several 
objectives  for  the  upcoming  year. 

When  the  section  first  became  organized,  we 
conducted  a young  physician  survey.  We  have 
addressed  several  of  the  concerns  of  young 
physicians,  including  placing  quite  a number 
of  them  on  SCMA  committees.  One  of  the 
services  requested  by  the  young  physicians  was 
a Financial  and/or  Tax  Planning  seminar.  This 
has  been  included  on  the  agenda  for  the  1990 
Annual  Meeting. 

The  section  sent  a delegate  and  alternate 
delegate  to  the  AM  A Young  Physicians’  meet- 
ing in  June  ’89  and  the  AMA  Interim  Meeting 
in  December  ’89. 

The  section  was  formed  to  include  young 
physicians  in  organized  medicine,  since  about 
32%  of  South  Carolina  physicians  are  defined 
as  young  physicians.  To  qualify  for  the  section, 
physicians  must  be  under  forty  (40)  years  old 
or  in  their  first  five  (5)  years  of  practice. 

One  of  the  section’s  greatest  accomplish- 
ments was  having  our  former  chairman,  Roger 
A.  Gaddy,  M.D.,  elected  to  the  SCMA  Board  of 
Trustees. 

We  have  an  excellent  group  of  leaders  with 
Dr.  Dan  Brake  as  our  President  and  with  the 
outstanding  management  of  the  Board  of 
Trustees  of  the  SCMA.  I have  encouraged  all 
young  physicians  in  South  Carolina  to  become 
actively  involved  with  the  SCMA  at  every  level 
and  to  express  any  suggestions  or  comments 


they  might  have  to  their  board  Trustee.  I have 
also  encouraged  young  physicians  to  assume 
leadership  roles  in  the  communities  of  South 
Carolina.  As  physicians,  we  are  among  the 
most  highly  educated  and  highly  visible  mem- 
bers of  each  of  our  communities  and  have 
excellent  opportunities  to  represent  the  profes- 
sion favorably. 

While  it  is  understood  that  such  voluntary 
activities  as  SCMA  involvement  and  commu- 
nity involvement  will  take  away  from  time  to 
actually  practice  medicine,  I think  on  a larger 
scale,  such  activities  help  the  practice  of  medi- 
cine favorably  over  a longer  period  of  time.  An 
investment  of  time  now  will  surely  yield  better 
returns  in  the  future.  I think  we,  as  young 
physicians,  should  make  our  elective  represen- 
tatives at  every  level  aware  of  our  concerns 
with  third  party  interventions  in  medicine,  in- 
cluding government  laws  involving  Medicare 
and  Medicaid,  as  well  as  possible  restrictions 
on  access  to  care  as  a result  of  intervention  by 
other  third  parties.  I do  believe  that  our  gov- 
ernment officials  are  responsive  to  their  con- 
stituents; I also  believe  their  constituents  have 
to  make  themselves  heard. 

I also  further  challenge  every  young  physi- 
cian to  become  well  versed  in  legislation  and 
regulations  affecting  the  practice  of  medicine 
in  all  types  of  health  care  settings.  I think  it  is 
our  responsibilty  to  understand  the  current 
HCFA  interpretations  of  Medicare  regulations 
which  have  the  effect  of  Federal  Law  and  to 
understand  how  this  type  of  legislation  affects 
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our  hospitals  in  our  communities  as  well  as  our 
individual  practices.  We  tend  at  times  to  be  so 
caught  up,  and  perhaps  rightfully  so,  in  our 
individual  practices  of  medicine  and  our  inter- 
ests for  each  patient’s  well  being,  that  we  might 
overlook  a rather  large  forest  while  concentrat- 
ing on  some  trees. 

The  decade  of  the  1980’s  and  medicine  was 
recently  reviewed  rather  thoroughly  in  the 
American  Medical  News  in  the  January  5,  1 990 
issue.  The  comments  of  58  physicians  who 
entered  practice  in  the  past  decade  were  pub- 
lished. Forty-six  of  these  physicians  expressed 

REPORT  OF  THE  EXECUTIVE  VICE 

The  year  1989  has  been  a good  one  for  the 
South  Carolina  Medical  Association.  The 
membership  has  continued  to  increase  and 
with  the  support  of  the  majority  of  the  state’s 
physicians  the  influence  of  the  SCMA  has 
grown.  The  membership  year  ended  with  a 
total  of  3,014  members  (as  compared  to  2.872 
in  1988),  and  286  honorary  members,  for  a 
grand  total  of  3,300!  There  were  also  163  resi- 
dent and  319  student  members. 

Our  political  action  committee,  SOCPAC, 
grew  slightly,  and  for  the  second  year  in  a row, 
we  exceeded  1.000  PAC  members.  At  the  na- 
tional level  South  Carolina  had  a higher  per- 
centage of  AMPAC  sustaining  members  than 
any  other  PAC  in  the  country.  There  was  not  a 
general  election  in  1989.  but  SOCPAC  did  par- 
ticipate in  the  special  elections  that  were  held 
and  backed  the  winning  candidates  in  all  but 
one  race. 

The  1989  legislative  session  went  well  for 
South  Carolina’s  physicians,  and  I make  this 
distinction  between  physicians  and  SCMA 
members  since  all  physicians  benefit  from  our 
legislative  activity.  A number  of  bills  were 
signed  into  law  that  were  of  particular  interest 
to  the  SCMA.  One  bill  created  a statewide 
Health  Insurance  Pool  that  gives  anyone  who 
has  their  insurance  terminated  for  any  reason 
other  than  non-payment  of  premiums  the  op- 
portunity to  obtain  coverage.  The  issue  of  in- 
fectious waste  was  addressed,  and  SCMA  was 
successful  in  obtaining  an  exemption  from 
most  of  the  requirements  of  the  bill  for  persons 
that  generate  fifty  pounds  or  less  of  infectious 


negativism  about  their  medical  practices.  We 
must  attempt  to  change  this. 

I would  hope  that  when  the  decade  of  the 
1990’s  is  reviewed  by  the  news  media,  we  will 
have  a larger  percentage  of  positive  letters  from 
interviewees. 

The  officers  of  the  Young  Physicians’  Sec- 
tion will  continue  to  urge  young  physicians  to 
become  involved  in  medicine,  by  joining  at  the 
local,  state  and  national  levels. 

Respectfully  submitted, 

Gerald  E.  Harmon,  M.D.,  Chairman 

PRESIDENT 

waste.  In  response  to  numerous  complaints  by 
the  membership,  the  SCMA  introduced  a bill 
that  would  have  required  any  physician  doing 
review  in  South  Carolina  to  hold  a South  Caro- 
lina license.  This  approach  got  the  attention  of 
lawmakers  and  a compromise  bill  was  signed 
by  the  Governor  on  January  31,  1990  which 
gives  the  Insurance  Commissioner  broad 
powers  over  the  many  out  of  state  review  com- 
panies that  currently  operate  in  South  Caro- 
lina. In  coordination  with  the  Board  of  Medi- 
cal Examiners  and  the  Hospital  Association, 
we  passed  legislation  which  relaxed  the  re- 
quirements for  licensure  in  the  state  to  relieve 
some  of  the  difficulties  hospitals  were  having 
in  recruiting  physicians.  We  were  again  suc- 
cessful in  keeping  all  the  bills  we  opposed  in 
committee  or  were  successful  in  reaching  a 
compromise  that  was  satisfactory  to  the 
SCMA. 

Hurricane  Hugo  created  opportunities  for 
the  SCMA  to  be  of  greater  service  to  the  mem- 
bership. Following  the  storm,  the  SCMA  estab- 
lished an  interest  free  loan  fund  for  physicians 
who  needed  money  to  operate  their  office  or  to 
make  repairs.  I went  to  Chicago  and  appeared 
before  the  Board  of  Trustees  of  the  American 
Medical  Association  to  request  that  they  par- 
ticipate in  our  loan  fund  and  as  a result  a joint 
fund  was  established.  A total  of  $126,850.00 
was  loaned  to  members  of  the  SCMA  to  assist 
in  their  recovery  from  the  storm.  In  addition, 
the  SCMA  made  a plea  to  physicians  across  the 
country  for  contributions  to  assist  areas  of  par- 
ticular need  in  the  state.  The  result  was  a fund 


April  1990 


247 


EVP  REPORTS 


of  $37,500.00  contributed  from  all  over  the 
country  by  the  medical  community. 

SCMA  staff  worked  with  the  Health  and 
Human  Services  Finance  Commission  and 
DHEC  to  expand  and  improve  the  delivery  of 
care  to  the  medically  indigent  of  our  state. 
Eligibility  criteria  were  expanded  and  reim- 
bursement levels  increased  with  the  result  be- 
ing more  care  being  delivered  to  more  people. 

We  have  attempted  to  keep  you  informed  of 
the  numerous  changes  in  the  Medicare  system 
and  of  the  impact  they  will  have  on  the  delivery 
system.  Most  of  the  changes  have  resulted  in  a 
negative  impact  for  both  patient  and  physician 
and  no  relief  is  in  sight.  Both  the  SCMA  and 
the  AMA  are  working  with  the  Congress  by 
keeping  them  informed  of  the  negative  impact 
Medicare  changes  are  having  on  health  de- 
livery. 

Following  this  meeting,  the  SCMA  will  be- 
gin the  process  of  assessing  how  far  we  have 
come  in  the  past  six  years  and  developing  a 
plan  for  where  we  should  be  going.  To  accom- 
plish this  task  we  have  retained  McManis  As- 
sociates to  assist  us.  This,  you  may  recall,  is  the 
firm  that  provided  assistance  in  1983-84  when 
we  reorganized  the  SCMA  and  developed  a 
five-year  plan  for  the  organization. 

On  January  1,  1989  the  SCMA-Members’ 
Insurance  Trust  installed  a computer  and  the 
necessary  software  to  process  the  health  claims 
for  the  MIT  in-house.  The  MIT  is  now  totally 
self-sufficient  with  the  exception  of  rein- 
surance which  is  provided  by  Lloyds  of 
London.  The  claims  processing  system  is 
working  great  as  I am  sure  any  of  the  almost 
6,000  people  who  are  insured  by  the  system 
will  confirm.  If  you  have  not  looked  at  the 
health  policies  provided  by  the  MIT,  I recom- 
mend that  you  do.  In  other  areas  of  insurance 
we  have  had  tremendous  response  to  the  dis- 
ability program  endorsed  by  the  SCMA  and  we 
anticipate  that  the  new  life  insurance  program 
will  be  of  as  much  benefit  to  our  members. 

Two  years  ago,  following  the  passage  of  the 
Tort  Reform  legislation,  the  House  directed 
that  I provide  an  annual  report  on  the  impact 
of  the  law.  Last  year  in  a separate  report  I told 
you  that  the  premiums  for  the  JUA  were  not 


being  increased  and  felt  this  was  due  mainly  to 
tort  reform  and  our  aggressive  risk  manage- 
ment program.  This  year  I am  including  my 
report  on  tort  reform  in  this  report  and  it  is 
very  concise.  The  JUA  has  voted  to  reduce 
premiums  to  physicians  this  year  by  20%.  In 
addition  the  Patients’  Compensation  Fund  has 
reduced  the  contribution  from  30%  to  20%  for 
physicians  who  have  been  in  the  program  four 
years  or  more.  I again  credit  primarily  the  tort 
reform  bill  and  the  risk  management  activities 
of  the  SCMA  for  these  changes.  When  consid- 
ering these  changes  keep  in  mind  that  the  re- 
duced JUA  premium  automaticaly  reduces  all 
the  PCF  payments  and  compounds  the  impact 
of  the  10%  cut.  Our  liability  climate  is  improv- 
ing and  may  be  the  best  in  the  country. 

The  SCMA  received  two  awards  from 
AMPAC  last  year;  one  for  the  most  contribu- 
tions per  member  and  another  for  first  place  in 
all  AMPAC  activities.  For  the  fourth  year  in  a 
row  we  have  received  an  AMA  award  for  in- 
creasing membership,  and  our  Young  Physi- 
cians Section  received  an  award  for  an 
outstanding  outreach  program  which  recruited 
73  new  members. 

As  reported  in  the  Report  of  the  Treasurer, 
the  SCMA  is  in  sound  financial  shape  as  are  the 
subsidiaries.  It  appears  that  the  first  phase  of 
the  dues  increase  has  been  implemented  with 
no  negative  impact  on  membership  at  all.  I 
hope  this  is  an  indication  that  you  are  satisfied 
with  the  results  the  SCMA  is  achieving  on  your 
behalf. 

I want  to  take  this  opportunity  to  thank  the 
county  medical  societies  that  I had  the  good 
fortune  of  visiting  for  their  hospitality  and  for 
affording  me  the  opportunity  of  meeting  with 
them. 

Finally,  on  behalf  of  the  staff  and  myself,  I 
want  to  express  our  appreciation  to  the  lead- 
ership and  the  membership  for  the  support  we 
have  received  this  past  year.  Thank  you  very 
much. 

Respectfully  submitted, 
William  F.  Mahon , 
Executive  Vice  President 
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REPORT  OF  THE  SCMA  DELEGATION  TO  THE  AMA 


This  year,  in  order  to  have  them  appear  in 
the  earliest  possible  issues  of  The  Journal,  the 
reports  of  the  SCMA  Delegation  to  the  AMA 
on  each  AMA  meeting  have  been  published  as 
special  inserts.  The  Annual  Meeting  report  ap- 
peared in  the  July  issue  and  the  Interim  Meet- 
ing report  in  the  January  issue.  In  addition,  for 
the  Interim  Meeting  I initiated  the  idea,  when  I 
reported  briefly  on  particular  items,  of  refer- 
ring to  the  specific  page  of  the  issue  of  the  AM 
News  where  a more  detailed  report  could  read- 
ily be  found.  I hope  that  this  format  has  been 
helpful,  and  meets  with  the  approval  of  our 
membership. 

As  follow-up  of  the  SCMA  Resolution  No. 
96  (A-90)  about  violations  of  Section  1801  of 
PL  89-97,  the  original  Medicare  law,  which  was 
referred  to  the  AMA  Board  of  Trustees,  we 
have  received  the  following  report: 

The  Board  VOTED  that  the  AMA  Office  of 
the  General  Counsel  and  the  Division  of  Legis- 
lative Activities  monitor  amendments  to  the 
Medicare  law  and  regulations  promulgated  to 
implement  provisions  in  the  Medicare  law  to 
determine  if  any  provisions  impose  “supervi- 
sion and  control”  over  the  practice  of  medicine 
or  impose  onerous  burdens  on  physicians  or 
impermissibly  interfere  with  the  physician-pa- 
tient relationship  in  violation  of  Section  1801 
or  constitutionally  protected  rights  of  Medi- 
care beneficiaries  to  make  important  medical 
treatment  decisions  in  consultation  with  their 
physicians,  and  file  litigation  in  appropriate 
cases  when  violations  are  found  that  have  not 
been  corrected  in  response  to  AMA  testimony 
or  written  comments. 

At  its  January  meeting  the  SCMA  Board  of 
Trustees  considered  a summary'  report  from 
the  Delegation,  originally  scheduled  for  discus- 
sion at  the  Board  Retreat  in  September  which 
was  cancelled  by  Hugo.  This  included  back- 
ground information  on  the  organization  of  the 
Delegation,  changes  considered  in  past  years, 
including  some  recommended  in  the  McManis 
Report,  and  some  suggestions  of  possible 
changes  for  the  future.  The  Board  felt  that  no 
changes  should  be  made  at  this  time  in  the 
terms  of  office  and  number  of  terms  for  alter- 
nate delegates  and  delegates,  or  in  the  modus 


operandi  of  the  Delegation. 

The  Delegation  has  been  particularly  aware 
of  the  need  to  curtail  expenditures  as  much  as 
possible,  and  will  continue  to  be  diligent  in 
exercising  fiscal  restraint.  At  the  Interim  Meet- 
ing in  Honolulu,  the  Saturday  night  open  re- 
ception which  has  become  a customary  feature 
in  recent  years  was  omitted. 

The  Delegation  has  recommended,  and  the 
Board  has  concurred  that  the  Special  Sections 
of  the  SCMA  and  AMA — Medical  Students, 
Resident  Physicians,  and  Young  Physicians — 
should  be  strongly  supported  and  should  be 
given  separate  budgets.  They  are  the  FUTURE 
of  MEDICINE. 

Some  unfavorable  reports  in  the  media,  and 
the  recent  administrative  changes  in  the  AMA 
have  led  some  physicians  to  question  the  effec- 
tiveness, stability,  and  even  the  viability  of  the 
AMA.  Your  Delegation  members  feel  that  the 
AMA  is  in  excellent  shape,  and  that  its  influ- 
ence will  continue  to  increase.  We  are  pleased 
that  Dr.  Alan  R.  Nelson,  AMA  President,  will 
attend  our  Annual  Meeting,  and  we  look  for- 
ward to  his  report  on  the  current  status  of  the 
AMA.  The  strength  of  the  SCMA  and  the  AMA 
lies  in  Membership.  Both  organizations  need 
to  have  every  eligible  physician  as  members.  In 
view  of  the  recent  favorable  changes  in  the 
medical  liability  insurance  rates  of  both  the 
JUA  and  the  PCF,  which  will  accrue  to  the 
benefit  of  every  practicing  physician  in  South 
Carolina,  there  can  be  no  excuse  for  any  physi- 
cian to  cite  the  cost  of  membership  as  a reason 
for  failure  to  join.  We  urge  every7  physician  in 
South  Carolina  to  join  both  the  SCMA  and  the 
AMA! 

Each  member  of  your  Delegation  is  deeply 
grateful  for  the  privilege  of  representing  the 
SCMA  at  the  meetings  of  the  AMA;  we  hope 
that  our  representation  will  continue  to  meet 
with  the  aproval  of  the  membership. 

We  solicit  once  more  your  input  to  us,  so 
that  we  may  better  represent  the  needs  and  the 
opinions  of  all  of  you.  We  express  again  our 
appreciation  and  our  admiration  for  the  work 
of  our  Auxiliary,  both  here  at  home  and  at  the 
AMA  level.  Indeed  they  “do  us  proud!” 

This  will  be  my  last  report  to  the  House  of 
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Delegates  as  I do  not  intend  to  run  for  re- 
election,  and  will  step  down  at  the  end  of  my 
current  term,  which  will  actually  be  December 
31.1  will,  of  course,  attend  the  Annual  and  the 
Interim  Meetings  of  the  AMA  this  year.  It  has 
been  a distinct  privilege  and  high  honor  to 
represent  the  SCMA  at  the  AMA  House  of 
Delegates,  and  I am  deeply  grateful  to  every 
member  for  affording  me  this  opportunity. 

John  C.  Hawk,  Jr.,  M.D. 


REPORT  OF  THE  SCMA 
MEMBERS’  INSURANCE  TRUST 

The  SCMA  Members’  Insurance  Trust 
(MIT)  completed  the  last  fiscal  year  with  a 
surplus  of  $227,373.00  in  income  over  ex- 
penses. Enrollment  in  the  MIT  at  the  end  of  the 
year  stood  at  2310  and  this  is  a 25%  increase 
over  the  previous  year.  In  addition  to  the  2310 
physicians  and  their  employees,  we  also  cover 
3404  dependents.  This  is  the  second  year  in  a 
row  that  our  growth  exceeded  20%. 

Effective  December  15,  1989  we  increased 
our  premiums  by  17%  after  a period  of  22 
months  with  no  increase  in  premiums.  The 
MIT  expects  to  pay  claims  in  excess  of 
$5,000,000.00  this  fiscal  year.  We  currently 
have  stop  loss  insurance  both  for  individuals 
and  for  the  group  through  Lloyds  of  London. 

We  completed  our  first  year  of  in-house 
claims  processing  and  the  new  system  func- 
tioned very  efficiently.  This  year  we  hope  to 
begin  marketing  our  claims  processing  services 
to  other  self-insured  plans  to  offset  the  admin- 
istrative costs  of  the  MIT  to  our  own  plan. 

In  summary,  I am  pleased  to  report  that  the 
Members’  Insurance  Trust  is  in  excellent  shape 
and  we  anticipate  that  it  will  remain  fiscally 
sound  in  the  future. 

I would  like  to  express  my  sincere  apprecia- 
tion to  the  members  of  the  Board  and  to  the 
SCMA  staff  for  their  hard  work  this  past  year. 

Respectfully  submitted, 

Gerald  Wilson,  M.D.,  President 


SCIMER  REPORT 

A total  of  15  scholarship  awards  will  be 
granted  by  SCIMER  at  the  1990  Annual  Meet- 
ing of  the  South  Carolina  Medical  Association 
in  April.  There  will  be  ten  scholarships 
awarded  jointly  with  the  South  Carolina  Medi- 
cal Association  Auxiliary — five  to  each  of  two 
medical  schools  in  South  Carolina.  The  others 
awarded  are  the  Stuckey  Scholarship  funded 
by  a provision  in  Dr.  Stuckey’s  will,  two  schol- 
arships provided  by  donations  from  an  upstate 
group  of  physicians  and  one  from  funds  do- 
nated by  an  anonymous  donor.  The  last  award 
will  be  presented  to  the  medical  student  whose 
essay  on  the  topic  of  medical  ethics  or  a medi- 
cal economics  subject  is  judged  the  best. 

The  speaker  for  the  Leonard  Douglas  Me- 
morial Lecture  will  again  speak  on  a medical 
ethics  topic.  We  have  had  the  cooperation  of 
the  Medical  Ethics  Committee  of  the  Associa- 
tion in  securing  this  speaker. 

We  are  appreciative  of  all  the  donations  to 
SCIMER  this  year.  The  contributions  received 
from  the  annual  dues  billing  have  been  quite 
significant.  This  allows  us  to  continue  the 
scholarship  awards  and  to  look  forward  toward 
other  worthwhile  activities.  Contributions 
such  as  memorials  are  welcomed  and  most 
appreciated. 

The  SCIMER  Board  is  grateful  for  SCMA 
staff  help  from  Bill  Mahon  and  Ann  DePalma. 
We  are  also  very  appreciative  of  the  service  of 
those  members  whose  terms  on  the  board  ex- 
pire this  year.  We  look  forward  to  welcoming 
the  new  members  of  the  board. 

I am  grateful  for  the  opportunity  to  again 
serve  as  President  of  the  SCIMER  Board  as  I 
have  for  a number  of  years.  It  will  be  my 
request  that  the  board  select  someone  else  for 
this  position  when  officers  are  selected  in 
April. 

Thanks  to  all  for  the  many  expressions  of 
friendship  and  support  last  year  which  were 
and  are  very  meaningful  to  me. 

Respectfully  submitted, 

Euta  M.  Colvin,  M.D.,  President 
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REPORT  OF  THE  SOUTH 
CAROLINA  POLITICAL 
ACTION  COMMITTEE 

The  South  Carolina  Political  Action  Com- 
mittee has  completed  the  1 990  year  with  a total 
of  1018  members. 

In  the  fall  of  1989  there  were  three  special 
elections  held.  SOCPAC  participated  in  all 
three  races.  Holly  Cork  of  Beaufort  and  “Son” 
Kinon  of  Dillon  were  elected  and  were  sup- 
ported by  SOCPAC.  The  only  loss  was  that  of 
Leone  Castles  (wife  of  Dr.  Guy  Castles)  to  Jim 
Harrison  in  the  primary. 

November,  1990  is  election  year  for  the 
House  of  Representatives,  the  Governor  and 
the  Lt.  Governor.  We  encourage  SCMA  mem- 
bers to  participate  in  local  campaigns  and  ac- 
tively support  the  candidates  of  their  choice. 

The  SCMA  would  like  to  commend  Dr. 
Randolph  Smoak  on  an  outstanding  job  as 
Chairman  of  AMPAC. 

Our  1990  SOCPAC  luncheon  speaker  is 
Congressman  J.  Roy  Rowland,  Jr.,  M.D.,  from 
Georgia. 

On  behalf  of  the  SOCPAC  Board,  I wish  to 
thank  you  for  giving  us  the  opportunity  to 
serve  on  this  critically  important  committee. 

Respectfully  submitted, 

William  M.  Hull,  Jr.,  M.D.,  Chairman 


REPORT  OF  THE  SOUTH 
CAROLINA  MEDICAL  CARE 
FOUNDATION 

A meeting  of  the  Board  of  the  Medical  Care 
Foundation  is  planned  for  April  at  the  Annual 
Meeting  in  Charleston.  The  Medical  Care 
Foundation  has  been  relatively  inactive  for  the 
last  several  years  since  the  PRO  was  awarded 
to  Metrolina.  The  South  Carolina  PRO  now  is 
in  the  hands  of  Carolina  Medical  Review,  the 
South  Carolina  PRO  and  a subsidiary  of  North 
Carolina  Medical  Review.  As  many  already 
know,  Dr.  John  Rheney  of  Orangeburg  has 
recently  accepted  the  position  as  Medical  Di- 
rector of  Carolina  Medical  Review. 

There  has  been  very  little,  if  any,  productive 
activity  within  the  framework  of  the  Medical 
Care  Foundation.  It  is  planned  that  we  will 
make  some  decision  and  effort  to  place  the 
Foundation  on  an  inactive  status  at  our  Board 
Meeting  in  Charleston  in  April.  There  is  a 
remote  possibility  of  the  need  for  reactivation 
at  some  point  in  time  and,  since  the  MCF 
mechanism  is  already  in  place,  it  would  be  best 
to  not  completely  disband. 

Respectfully  submittted, 

W.  J.  Goudelock,  M.D.,  President 
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The  State  Health  and  Human  Services  Fi- 
nance Commission  is  responsible  for  securing 
adequate  access  to  quality  medical  care  for  its 
clients  through  a partnership  of  public  funded 
agencies  and  private  physicians  and  organiza- 
tions. This  is  done  by  establishing  a range  of 
medical  benefits  for  Medicaid  recipients  and 
using  federal  and  state  monies  earmarked  for 
the  South  Carolina  Medicaid  program  to  reim- 
burse physicians  and  other  medical  services 
providers  for  rendering  care  to  those  recip- 
ients. For  the  most  part,  this  system  works. 
The  public  agencies  are  doing  all  they  can  to 
support  the  Medicaid  program  and  there  are 
many  fine  private  physicians  throughout  the 
state  more  than  willing  to  treat  Medicaid  recip- 
ients, but  when  it  is  taken  into  consideration 
that: 

• One-third  of  the  50,000  babies  born  in 
South  Carolina  in  1989  were  on  Medicaid; 

• One  in  ten  hospital  admissions  statewide 
were  patients  claiming  Medicaid  as  their  only 
source  of  insurance; 

• Almost  all  persons  diagnosed  as  being 
HIV  positive  will  eventually  be  Medicaid  re- 
cipients; and 

• Recent  expansion  of  maternal  and  child 
health  programs  offer  Medicaid  coverage  to 
persons  with  an  income  considered  at  185%  of 
poverty,  it  becomes  obvious  that  more  private 
physicians  are  needed  to  help  carry  the  load. 

In  1989  75%  of  the  licensed  physicians  in 
South  Carolina  were  enrolled  in  the  Medicaid 
program  but  only  39%  treated  over  25  recip- 
ients during  the  year.  The  Finance  Commis- 
sion knows  that  at  one  time  there  were  valid 
reasons  for  this  low  percentage.  In  years  past, 
physicians  have  been  asked  to  serve  Medicaid 
recipients,  who  are  non-compliant  and  diffi- 
cult to  treat,  for  reimbursement  well  below 
their  operating  costs.  They  were  also  asked  to 
complete  complex  paperwork  to  receive  that 
payment.  Physicians  showed  their  displeasure 
with  that  system  by  dropping  out  of  the  Medic- 
aid program,  or  reducing  their  participation. 
The  Finance  Commission  realized  at  that 
point  that  adjustments  had  to  be  made,  and 
some  have  been  made. 


• In  the  last  two  years  the  Finance  Commis- 
sion has  greatly  increased  its  reimbursement 
rates  for  most  commonly  performed  pro- 
cedures, some  by  more  than  100%. 

• Many  edits  have  been  taken  off  of  our 
claims  processing  system  to  streamline  Medic- 
aid billing. 

• Reimbursement  rates  for  EPSDT  screen- 
ings have  been  increased  and  those  screenings 
now  follow  the  schedule  recommended  by  the 
American  Academy  of  Pediatrics. 

• Supplemental  procedure  codes  offering 
enhanced  reimbursement  rates  are  available  to 
physicians  performing  additional  services  on 
pregnant  women  and  children. 

• Enhanced  reimbursement  rates  are  also 
available  for  physicians  who  are  willing  to  offer 
services  to  AIDS  patients  on  Medicaid. 

• Healthy  adult  physical  exams  are  now  re- 
imbursable through  the  Medicaid  program. 

• Office  visits  are  now  billable  when  per- 
formed up  to  a date  of  surgery. 

Obviously,  the  present  administration  at  the 
State  Health  and  Human  Services  Finance 
Commission  is  sympathetic  to  the  problems  of 
the  private  physician.  In  fact,  in  many  ways, 
communication  with  the  private  physician  has 
become  job  one  for  the  Finance  Commission 
in  1990  as: 

• Representatives  from  the  Finance  Com- 
mission have  served  on  the  three  physician 
Task  Force  Committees  sponsored  by  DHEC 
and  have  been  commended  by  the  physicians 
on  those  committees  for  their  willingness  to 
investigate  suggested  resolutions  to  specific 
physician  concerns; 

• Representatives  from  the  Department  of 
Physician  Services  within  the  Finance  Com- 
mission are  conducting  county  workshops  in 
an  effort  to  educate  physician  billing  staffs  on 
proper  billing  procedures.  These  workshops 
are  informal  affairs  where  questions  are  en- 
couraged and  individual  help  can  be  received; 

• Those  same  representatives  are  also  avail- 
able to  make  on-site  visits  to  private  physi- 
cians’ offices  at  the  physicians’  or  billing  clerks’ 
convenience  to  resolve  Medicaid-related  prob- 
lems; and 
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• Increased  personnel  in  the  Department  of 
Physician  Services  guarantees  that  there  will  be 
someone  available  when  a physician  or  some- 
one from  his  staff  calls  in  with  questions. 

These  changes  have  brought  Medicaid  into 
the  mainstream  so  that  a healthy  partnership 
can  be  established  between  the  Finance  Com- 
mission and  private  physicians,  ensuring  ac- 
cess to  quality  medical  care  for  all  Medicaid 
recipients.  Increased  reimbursement  has  been 


the  number  one  request  of  physicians  and  the 
State  Health  and  Human  Services  Finance 
Commission  has  responded.  Increased  par- 
ticipation is  now  being  asked  of  physicians  to 
assist  in  providing  cost  efficient  and  needed 
health  care  to  the  needy  of  our  state. 

Respectfully  submitted, 
Eugene  A.  Laurent,  Ph.D., 
Executive  Director 


REPORT  OF  THE  SOUTH  CAROLINA  DEPARTMENT  OF  HEALTH 
AND  ENVIRONMENTAL  CONTROL 


Infant  Mortality:  South  Carolina  continues 
to  make  slow  but  steady  improvement  in  re- 
ducing the  infant  mortality  rate.  Although 
South  Carolina  is  above  the  national  rate,  the 
state  is  no  longer  50th  out  of  50  states.  Some 
states  are  experiencing  considerable  increases 
so  our  continued  improvement  is  a significant 
achievement,  which  reflects  the  close  coopera- 
tion between  the  public  and  private  health  care 
sectors.  The  state’s  continuing  efforts  to  reduce 
infant  deaths  include  increased  emphasis  on 
early  and  continuous  prenatal  care;  programs 
aimed  at  improving  pregnancy  outcomes;  and 
the  expanded  Medicaid  program. 

However,  there  is  a serious  concern  about 
the  increase  in  the  number  of  babies  bom  with 
cocaine  in  their  systems  due  to  substance  abuse 
by  the  mother.  More  emphasis  should  be 
placed  on  the  education  of  expectant  mothers 
about  the  dangers  of  substance  abuse  on  the 
unborn  infant.  Under  the  direction  of  the  Ma- 
ternal, Infant  and  Child  Health  Council,  the 
state  is  now  pulling  together  various  agencies, 
interested  parties,  and  leaders  of  the  medical 
profession  to  study  and  make  recommenda- 
tions regarding  the  growing  problem  of  sub- 
stance abuse  in  pregnant  women  and  infants. 

Family  Planning.  During  the  last  year,  the 
Health  and  Human  Service  Finance  Commis- 
sion expanded  the  number  of  services  which 
are  reimbursable  under  family  planning  for 
Medicaid  patients  in  several  areas  not  pre- 
viously funded.  Unfortunately,  Medicaid  cov- 
ers a small  segment  of  reproductive  age  women 
in  need  of  family  planning  services.  Therefore, 
DHEC  has  recommended  additional  state 
funds  be  appropriated  to  substantially  expand 


family  planning  services  in  the  state. 

Obstetrical,  Pediatric  and  Family  Practice 
Task  Force:  The  SC  Obstetrical  Task  Force 
completed  its  work  in  April  of  last  year  and 
presented  several  recommendations  which  are 
currently  being  implemented.  The  recommen- 
dations cover  a broad  spectrum  of  approaches 
to  improving  access  to  perinatal  care.  Both  the 
Pediatric  and  Family  Practice  Task  Forces  are 
reviewing  issues  and  developing  recommenda- 
tions to  improve  coordination  of  care  for  chil- 
dren and  adults.  When  the  recommendations 
are  completed,  they  will  go  to  the  professional 
organizations  and  to  the  SCMA  for  cooper- 
ative implementation. 

Minority  Health  Task  Force:  The  SC  Minor- 
ity Health  Task  Force  completed  its  yearlong 
examination  of  health  and  health  care  services 
in  South  Carolina  and  released  several  recom- 
mendations to  close  the  gap  in  health  status 
between  blacks  and  whites.  The  task  force 
stressed  access,  availability  and  appropri- 
ateness of  health  services  as  cornerstones  in  the 
recommendations. 

Immunization:  The  recent  outbreak  of  mea- 
sles at  Clemson  University  emphasized  the 
shortage  of  funds  for  immunization  programs 
in  South  Carolina.  Fifteen  confirmed  cases  of 
measles  were  reported  in  1989. 

AIDS/Sexually  Transmitted  Diseases: 
While  the  number  of  AIDS  cases  in  South 
Carolina  continues  to  increase  monthly,  we 
have  seen  significant  advancements  in  the 
state’s  AIDS  program.  This  includes  the  offer- 
ing of  T4  lymphocyte  testing,  the  AZT  pro- 
gram for  persons  with  HIV  infections,  and  the 
partner  notification  program.  The  program  is 
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continuing  its  aggressive  program  of  educa- 
tion, counseling  and  testing.  As  of  January  31, 
1990,  871  AIDS  cases  and  3,360  persons  with 
HIV  infection  had  been  confirmed  in  South 
Carolina.  Over  half  of  the  patients  (484)  had 
died. 

There  has  been  about  a 10  percent  increase 
in  syphilis  and  gonorrhea  cases  reported  and 
treated  last  year.  Syphilis  cases  went  from  730 
in  1988  to  874  in  1989.  Gonorrhea  cases  went 
from  14,959  in  1988  to  16,441  in  1989.  Geo- 
graphically, signficant  increases  occurred  in 
York  County,  86  percent  increase;  Florence 
County,  83  percent  increase;  Spartanburg 
County,  79  percent  increase,  and  Williamsburg 
County,  52  percent  increase. 

Another  significant  aspect  of  the  state’s  STD 
program  is  that  there  was  an  almost  70  percent 
increase  in  resistant  gonorrhea  from  1988  to 
1989,  up  from  458  to  776  cases  reported. 

Health  Promotion:  July  1,  1989  marked  the 
beginning  of  the  first  full  year  of  DHEC’s  Cen- 
ter for  Health  Promotion  whose  goal  is  to  pro- 
vide public  and  professional  education, 
community  health  screenings  and  coalition 
building.  A significant  aspect  of  the  center  is 
the  refocusing  of  energies  on  community  ac- 
tivities rather  than  individuals  in  a clinic 
setting. 

A significant  activity  of  the  Center  for 
Health  Promotion  is  the  Florence  Heart-To- 
Heart  Project.  DHEC  was  asked  by  the  na- 
tional Center  for  Disease  Control,  which 
funded  the  five-year  project,  to  develop  a 
model  program  for  the  nation.  It  is  the  only 
such  project  in  the  United  States.  The  commu- 
nity-based program  encourages  people  to  im- 
prove their  lifestyles. 

While  working  extensively  in  local  commu- 
nities, DHEC  and  its  health  districts  and 
county  health  departments  are  fulfilling  a role 
which  is  very  supportive  of  private  physicians 
who  will  be  seeing  patients  who  are  more  aware 
of  the  importance  of  taking  care  of  themselves. 

Hugo  Support:  One  way  DHEC  responded 
to  the  destruction  caused  by  Hurricane  Hugo 
in  September  1989  was  to  form  teams  of 
nurses,  environmental  health  staff  and  social 
workers.  This  team  partnership  was  effective 
in  addressing  rapidly  both  the  health  and  en- 
vironmental problems  affecting  health  in  dis- 
tressed communities.  Hugo  emphasized  the 


necessity  of  having  an  up-to-date  emergency 
plan,  and  the  importance  of  a close  working 
relationship  between  local  and  state  private 
and  public  medical  and  health  sectors. 

Respectfully  submitted, 

Michael  D.  Jarrett,  Commissioner 


DHEC  PHYSICIAN 
HEALTH  DIRECTOR 

The  South  Carolina  Department  of  Health  and 
Environmental  Control  is  seeking  a physician  health 
director  to  supervise  the  public  health  activities  in  its 
Wateree  District  (Sumter,  Clarendon,  Lee,  and  Ker- 
shaw counties). 

This  individual  (with  a management  team  repre- 
senting nursing,  health  education,  nutrition,  admin- 
istration, environmental  health)  supervises  and 
supports  a team  of  230  technical  and  professional 
staff.  Duties  include:  liaison  and  consultant  with 
public/professional  communities,  media  and  other 
agencies  and  management  of  a broad  base  of  public 
health  programs  such  as  Maternal  and  Child  Health, 
Disease  Control,  Environmental  Sanitation,  etc. 

This  person  must  be  able  to  develop  programs  and 
to  plan,  direct  and  coordinate  the  work  of  others.  The 
individual  must  be  a South  Carolina  licensed  physi- 
cian with  specialty  boards  and/or  Master’s  in  Public 
Health  preferred. 

Salary  is  negotiable  and  competitive  with  other 
Southeastern  states.  Medical  School  Department  of 
Family  and  Preventive  Medicine  appointment  is  po- 
tentially available. 

To  discuss  and  for  more  information  call  Dr. 
Harold  Gabel,  South  Carolina  Department  of  Health 
and  Environmental  Control  (803)  737-4000  or  write 
to  above  at  2600  Bull  Street,  Columbia,  SC  29201. 
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REPORT  OF  THE  S.  C.  STATE  BOARD  OF  MEDICAL  EXAMINERS 


This  past  year  has  been  a very  active  and 
effective  year  for  the  board.  This  report  shall 
present  a brief  statistical  summary  and  review 
of  the  past  year. 

LICENSURE:  In  1 989,  the  board  issued  529 
permanent  licenses  to  physicians.  This  com- 
pares to  481  such  licenses  issued  in  1988.  One 
hundred  fifteen  of  these  licenses  were  issued  by 
way  of  the  FLEX  examination.  Four  hundred 
fourteen  were  issued  by  endorsement  of  cre- 
dentials through  the  national  board  or  other 
state  boards.  Of  the  529  permanent  licenses 
issued,  3 1 were  issued  to  graduates  of  foreign 
medical  schools.  By  way  of  comparison,  in 

1988,  graduates  of  foreign  medical  schools  re- 
ceived 20  permanent  licenses.  Of  the  529  per- 
manent licenses  issued,  24  were  issued  to 
Doctors  of  Osteopathy. 

This  board  administered  the  FLEX  exam- 
ination in  June  and  in  December.  In  June,  14 
applicants  took  the  exam;  13  passed  and  one 
failed.  In  December,  a total  of  14  took  the 
exam;  12  passed  and  two  failed. 

The  SPEX  (Special  Purpose  Examination) 
was  administered  in  March,  June,  September 
and  December,  1989.  The  results  were  as  fol- 
lows: March  exam — 20  took  the  exam;  16 
passed  and  four  failed;  June  exam — 10  took 
the  exam;  nine  passed  and  one  failed;  Sep- 
tember exam — six  took  the  exam;  four  passed 
and  two  failed;  and  December  exam — 10  took 
the  exam;  eight  passed  and  two  failed. 

Limited  licenses  are  for  residency  training  or 
other  supervised  practice  environments  ap- 
proved by  the  board.  A limited  license  is  for  a 
one-year  period  (July  1-June  30)  or  a part 
thereof.  A total  of  296  limited  licenses  were 
issued  in  1989.  Limited  licenses  were  issued  to 
241  United  States/Canadian  graduates;  55  lim- 
ited licenses  were  issued  to  graduates  of  foreign 
medical  schools. 

Seven  new  physicians’  assistants  were  cer- 
tified by  the  board  in  the  past  year.  There  are 
58  physicians’  assistants  certified  in  South 
Carolina. 

The  Medical  Directory  of  physicians  li- 
censed in  South  Carolina  was  again  printed  in 

1989.  In  the  1989-90  directory  there  were  5,479 
physicians  listed  residing  in-state,  and  1,550 


licensed  in  South  Carolina,  but  residing  out-of- 
state. 

INVESTIGATORY  AND  DISCIPLINARY 
ACTIVITIES:  In  1989,  the  board  received  170 
complaints.  This  compares  to  135  received  in 
1988.  Forty-nine  sanctions  were  levied  by  the 
board  in  1989.  These  resulted  in  three  revoca- 
tions; 12  voluntary  surrenders;  seven  suspen- 
sions; five  indefinite  periods  of  probation;  one 
public  reprimand  and  2 1 agreements  with  con- 
ditions. In  1989,  144  complaints  were  dis- 
missed for  lack  of  evidence  of  a violation  of  the 
Medical  Practice  Act. 

LEGISLATIVE  CHANGES:  In  1989,  the 
Legislature  approved  changes  in  the  board’s 
FLEX  and  SPEX  requirements.  The  board  was 
granted  discretion  to  accept  certain  FLEX 
scores  if  the  applicant  was  board  certified.  An 
applicant  for  licensure  was  exempted  from  the 
SPEX  requirements  if  he  was  board  certified  or 
recertified  within  the  last  ten  years. 

BOARD  MEMBERSHIP:  Two  board  mem- 
bers were  re-elected  to  the  board:  J.  Ernest 
Lathem,  M.D.,  of  Greenville,  representing  the 
Fourth  Congressional  District,  and  Vernon  E. 
Merchant,  M.D.,  representing  the  Third  Con- 
gressional District.  Elected  to  the  board  from 
the  State-At-Large  was  Roy  J.  Ellison,  M.D.,  of 
Greenville. 

Current  officers  and  members  of  the  board 
are:  J.  Ernest  Lathem,  M.D.,  President  (re- 
elected as  President  1/90);  R.  Patten  Watson, 
M.D.,  (elected  as  Vice  President  1/90);  James 

C.  Holler,  Jr.,  M.D.,  (elected  as  Secretary  1 /90); 
Vernon  E.  Merchant,  Jr.,  M.D.;  C.  Drayton 
Riddle,  Jr.,  M.D.;  Mrs.  Esther  H.  Tecklenburg; 
James  S.  Garner,  Jr.,  M.D.;  James  R.  Edinger, 

D. O;  Stephen  I.  Schabel,  M.D,;  and  Roy  J. 
Ellison,  Jr.,  M.D. 

Current  members  of  the  Medical  Disciplin- 
ary Commission  are:  Alan  W.  Fogle,  M.D.; 
Charles  J.  Owens,  M.D.;  John  A.  Ouzts,  III, 
M.D.;  Bryan  L.  Walker,  M.D.;  Boyce  M.  Law- 
ton,  Jr.,  M.D.;  C.  Alden  Sweatman,  Jr.,  M.D.; 
James  M.  Rainey,  M.D.;  Martin  H.  Zwerling, 
M.D.;  Frederick  G.  Douglas,  M.D.;  W.  Wal- 
lace Fridy,  Jr.,  M.D.;  Donald  G.  Gregg,  M.D.; 
Jack  A.  Evans,  Jr.,  M.D.;  James  L.  Maynard, 
M.D.;  Ronald  P.  Hargrave,  M.D.;  Robert  E. 
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Lee,  M.D.;  Theodore  E.  Gagliano,  M.D.; 
Daniel  M.  Ervin,  M.D.;  and  Joseph  W.  Dun- 
lap, Jr.,  M.D. 

Respectfully  submitted, 

Stephen  S.  Seeling,  Executive  Director 


RESOLUTIONS 


SUBMITTED  BY:  Charleston  County 
Medical  Society 

SUBJECT:  STATEWIDE 

EMERGENCY 
RESPONSE  TEAM 

WHEREAS,  Hurricane  Hugo  in  September 
1 989  caused  significant  destruction;  and 
WHEREAS,  The  Charleston  County  medi- 
cal community  was  capable  of  responding  to 
the  medical  needs  of  the  area  with  significant 
assistance  from  other  sources;  and 

WHEREAS,  Had  the  storm  occurred  30 
miles  south,  the  devastation  would  have  been 
much  more  severe  and  the  Charleston  medical 
community  would  not  have  been  able  to  re- 
spond adequately;  and 

WHEREAS,  There  are  other  urban  areas 
along  the  southeast  coast  that  could  similarly 
be  devastated;  and 

WHEREAS,  Other  disasters  might  paralyze 
other  urban  areas  of  the  state;  therefore,  be  it 
RESOL  VED;  That  the  South  Carolina  Med- 
ical Association  consider  the  establishment  of 
a statewide  emergency  response  capability. 


FOR  FREE  INFORMATION 
ABOUT  SERVICES  FOR 
HANDICAPPED  PERSONS 


In  Columbia,  please  call  777-5732 


SUBMITTED  BY:  Kenneth  R.  Warrick,  M.D. 
SUBJECT:  ESTABLISHMENT  OF 

A NEW  POSITION 
ON  SCMA  BOARD 
OF  TRUSTEES 

WHEREAS,  Between  meetings  of  the 
SCMA  House  of  Delegates,  the  Board  of  Trust- 
ees carries  out  the  policies  of  the  House  of 
Delegates  and  sets  other  policies  as  necessary: 
and 

WHEREAS,  State  and  federal  legislation, 
third  party  payors,  and  other  issues  impact  the 
various  medical  specialties  in  different  ways; 
and 

WHEREAS,  The  SCMA  has  recognized  the 
great  need  for  input  to  the  House  of  Delegates 
from  delegates  representing  the  various  spe- 
cialty societies  in  addition  to  representation  of 
SCMA  members  on  a by  district  basis;  and 
WHEREAS,  This  specialty  society  represen- 
tation constitutes  approximately  11%  of  the 
overall  House  of  Delegates;  and 

WHEREAS,  The  Board  of  Trustees  should 
receive  the  same  input  from  the  various  spe- 
cialty societies  for  its  continued  operation 
throughout  the  year;  therefore,  be  it 
RESOLVED,  That  the  SCMA  bylaws  be 
amended  to  establish  a new  member  position 
on  the  Board  of  Trustees  for  a Trustee  repre- 
sentative of  the  Specialty  Society  Caucus. 
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AMA  SPECIAL  GUEST:  ALAN  R.  NELSON,  M.D. 
PRESIDENT,  AMERICAN  MEDICAL  ASSOCIATION 


Alan  R.  Nelson,  M.D.,  President  of  the 
American  Medical  Association  since  June, 
1989,  will  address  the  SCMA  House  of  Dele- 
gates on  Sunday  morning,  April  29,  1990. 

Dr.  Nelson,  a private  practitioner  of  Internal 
Medicine  and  Endocrinology  in  Salt  Lake  City, 
was  first  elected  as  an  AMA  Trustee  in  1980. 
From  1986  to  1988,  he  served  as  Chairman  of 
the  Board  of  Trustees.  Before  service  on  the 
Board,  Dr.  Nelson  had  been  a member  of  the 
AMA’s  Council  on  Legislation  and  President 
of  the  Utah  Medical  Association. 

A graduate  of  Northwestern  University 
School  of  Medicine,  Dr.  Nelson  interned  at 
Highland-Alameda  County  Hospital  in  Oak- 
land, California,  and  took  residency  training 
there  and  at  the  University  of  Utah  Affiliated 
Hospitals.  Following  his  training,  he  served  in 
the  U.  S.  Air  Force  as  Chief  of  Medical  Services 
at  George  Air  Force  Base  in  California.  He  has 
practiced  at  Memorial  Medical  Center  in  Salt 
Lake  City  since  1964  and  is  on  the  staff  of 
Latter  Day  Saints  Hospital. 

Dr.  Nelson  is  a Fellow  of  the  American  Col- 
lege of  Physicians  and  a member  of  the  Endo- 
crine Society.  He  is  also  active  in  clinical 
teaching  and  is  Clinical  Professor  of  Medicine 
at  the  University  of  Utah  School  of  Medicine. 

Throughout  much  of  his  career,  Dr.  Nelson 
has  been  involved  in  medical  peer  review  and 
quality  assurance.  In  1975,  he  was  elected  to 
the  Institute  of  Medicine  and  served  on  its 
Governing  Council  from  1984  to  1987.  He  was 
also  a commissioner  of  the  Joint  Commission 
on  Accreditation  of  Healthcare  Organizations, 
and  has  authored  numerous  papers  and  several 


book  chapters  on  medical  peer  review. 

Dr.  Nelson  has  been  an  AMA  spokesman  at 
congressional  hearings  on  national  health  in- 
surance, peer  review  organizations,  vaccine  in- 
jury compensation  and  physician  payment.  He 
has  also  represented  the  AMA  at  hearings  of 
the  President’s  AIDS  Commission  and  the 
Food  and  Drug  Administration. 

He  and  his  wife,  Gwen,  have  three  children, 
John,  Shannon  and  Alan  L.  For  recreation,  he 
enjoys  skiing,  tennis  and  backpacking  in  the 
western  wilderness  areas. 
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FEATURED  SPEAKER:  PRESIDENT’S  INAUGURAL  BANQUET 
FERROL  SAMS,  M.D. 

Ferrol  Sams,  M.D.,  is  the  special  speaker  at 
the  President’s  Inaugural  Banquet  on  Saturday 
evening,  April  28.  He  is  the  author  of  two 
novels,  Run  with  the  Horsemen  (1982)  and  its 
sequel,  The  Whisper  of  the  River  (1984),  and 
two  collections  of  stories  entitled  The  Widow’s 
Mite  (1987)  and  The  Passing:  Perspectives  of 
Rural  America  (1988).  His  works  have  been 
regional  bestsellers  and  have  sold  more  than 
350,000  copies  in  hardcover  and  paperback. 

A graduate  of  Mercer  University  and  the 
Emory  University  School  of  Medicine,  Sams 
now  lives  in  Fayetteville,  Georgia,  where  his 
family  has  lived  for  generations.  He  has  been  a 
practicing  physician  in  Fayetteville  since  1951, 
and  is  currently  Medical  Director  of  the 
Fayette  Medical  Clinic. 

Sams  and  his  wife,  Helen,  have  four  children 
and  ten  grandchildren. 

SOCPAC  LUNCHEON  SPEAKER 
CONGRESSMAN  J.  ROY  ROWLAND,  JR.,  M.D. 

tatives,  representing  Georgia’s  eighth  Congres- 
sional District. 

Following  his  graduation  with  honors  from 
the  Medical  College  of  Georgia  in  1952,  Dr. 
Rowland  practiced  as  a family  physician  in 
middle  Georgia  for  28  years,  became  a com- 
munity and  state  leader  in  organized  medicine 
and  served  three  terms  in  the  Georgia  House  of 
Representatives. 

A native  of  Wrightsville,  Georgia,  Dr. 
Rowland  is  one  of  only  two  medical  doctors  in 
Congress  today.  From  1985  through  1988,  he 
was  the  sole  physician  serving  in  Congress,  the 
only  period  in  history  when  Congress  had  just 
one  M.D.  in  its  ranks. 

Congressman  Rowland  entered  public  life  in 
1974  when  he  created  an  organization  to  help 
inform  Georgia  physicians  about  issues  of  con- 
cern to  medicine.  This  experience,  he  says, 
convinced  him  that  more  physicians  should 
participate  in  the  governmental  process. 

He  is  married  to  the  former  Luella  Price  and 
she  has  played  an  active  role  in  the  Con- 
gressman’s political  and  governmental  career. 
The  Rowlands  have  three  grown  children. 


The  Honorable  J.  Roy  Rowland,  Jr.,  M.D., 
will  be  the  featured  speaker  at  the  1 990  Annual 
Meeting  SOCPAC  luncheon  on  Saturday, 
April  28,  1990  at  12:45  p.m.  Congressman 
Rowland  has  had  a long  and  impressive  career 
as  a politician  and  is  currently  serving  his 
fourth  term  in  the  U.  S.  House  of  Represen- 
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THE  V-WORD  AND  THE  FOUR  C’S 


My  wife  nearly  always  beats  me  at  Trivial 
Pursuit — on  the  entertainment  questions,  I’m 
helpless.  Although  I usually  accept  defeat 
gracefully,  a recent  game  was  played  under 
protest.  The  question  in  dispute:  “Name  the 
cardinal  virtues.” 

I knew  the  answer  cold.  There  are  four  car- 
dinal virtues:  prudence,  justice,  temperance, 
and  fortitude  (courage).1  First  mentioned  as 
such  in  Plato’s  Republic,  these  have  been  the 
cardinal  virtues  ever  since.  I also  knew  that 
Trivial  Pursuit  would  probably  give  a different 
answer.  It  did:  faith,  hope,  and  charity  (love). 
For  the  record,  these  are  not  the  cardinal  vir- 
tues, but  rather  the  so-called  “theological  vir- 
tues” mentioned  a single  time  in  the  New 
Testament  (1  Corinthians  13:13).  But  who  was 
I to  argue  with  Trivial  Pursuit?  Point,  set, 
match. 

I forgive  the  authors  of  Trivial  Pursuit  for 
their  error.  One  seldom  hears  “virtue” — the  V- 
word — in  today’s  polite  conversation.  Hardly 
anybody  teaches  “virtue”  in  the  schools  any- 
more. Even  moral  philosophers  concede  that 
constructing  a virtue-based  ethics  (as  opposed 
to  goal-based,  duty-based,  or  rights-based  eth- 
ics) has  become  a dubious  enterprise.  Follow- 
ing the  lead  of  Alisdair  MacIntyre,2  they  tell  us 
that  it’s  now  “after-virtue  time.”  We  can  no 
longer  even  name  the  virtues,  much  less  know 
what  they  are  all  about  or  how  to  teach  them. 

In  the  February  issue  of  The  Journal,  the 
Rev.  Joe  Baroody  of  Florence  offered  us  an 
excellent  list  of  ABC’s  for  improving  our  rela- 
tionship with  our  patients.  The  essence  of  the 
Rev.  Baroody’ s message  was  that  in  our  age  of 
sophisticated  technology  we  must  remember 
to  be  compassionate.  Reflecting  on  his  article 
in  my  editorial,  I promised  to  provide  some 
further  thoughts  on  the  following  question: 
which  matters  more,  our  competence  or  our 
compassion?  Here  goes. 

As  a serious  issue,  this  question  first  struck 
me  late  one  night  during  my  residency.  The 
patient  was  a frail,  elderly  woman  with  an 


acute  myocardial  infarction.  She  was  going 
into  shock,  and  we  called  a cardiologist.  Enter- 
ing the  intensive  care  unit,  having  never  seen 
the  patient  before,  the  cardiologist  abruptly 
announced:  “Mrs.  Jones,  I’m  Dr.  Smith,  and 
I’m  going  to  put  this  catheter  in  your  heart.” 

Now  I suppose  that  many  persons  would 
criticize  Dr.  Smith  (not  his  real  name)  on  the 
grounds  that  this  approach  to  the  patient  epito- 
mizes our  profession’s  present-day  shortcom- 
ings. Namely,  we’ve  made  great  strides  in 
technical  proficiency  but  along  the  way  we’ve 
lost  our  human  touch.  Surely,  Dr.  Smith 
should  have  talked  quietly  with  the  patient, 
offered  a reassuring  pat  on  the  shoulder,  and 
sought  out  her  relatives  in  the  waiting  room 
prior  to  inserting  the  catheter. 

I felt  that  way  for  a while,  but  I now  disagree. 
I now  feel  strongly  that  Dr.  Smith’s  first  obliga- 
tion to  Mrs.  Jones  was  to  insert  the  catheter 
safely  and  competently.  I now  feel  strongly  that 
he  would  have  done  Mrs.  Jones  a disservice 
had  any  attempts  to  be  “compassionate”  taken 
away  from  his  ability  to  rivet  his  attention  on 
the  technical  problems  at  hand.  I now  feel,  in 
retrospect,  that  it  is  best  for  me  to  assume  that 
he  was  just  as  tired  as  I was  late  that  night,  and 
that  he  was  wise  to  conserve  his  energies.  The 
rest  of  us  could  reassure  Mrs.  Jones  and  talk  to 
the  family.  That  was  our  job. 

This  may  seem  harsh.  However,  I submit 
that  this  opinion  is  not  only  consistent  with 
good  medicine  but  is  also  consistent  with  the 
concept  of  “virtue”  as  applied  to  medicine. 
Namely,  our  first  obligation  to  our  patients  is 
to  perform  competently  that  which  we  allow 
others  to  pay  us  to  do.  This  may  vary  according 
to  the  nature  of  our  specialty. 

At  one  extreme,  those  reimbursed  primarily 
for  procedures  do  their  patients  a disservice  to 
the  extent  to  which  “compassion”  detracts 
from  competent  performance  of  those  pro- 
cedures. At  the  other  extreme,  those  reim- 
bursed primarily  for  rendering  compassion 
(such  as  pastoral  care-givers)  do  patients  a dis- 
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service  to  the  extent  to  which  fascination  with 
technology  detracts  from  their  ability  to  render 
compassion.  The  truly  wonderful  thing  about 
medicine  is  that  most  of  us  can  do  both.  But  in 
striking  a balance,  we  should  always  strive  to 
do  well  that  which  we  are  actually  paid  to  do. 

The  Four  C’s?  I would  rank  them  in  this 
order:  (1)  courage  (which  makes  everything 
possible);  (2)  competence  (which  establishes 
credibility);  (3)  consistency  (which  ensures 
that  competence  will  become  reality);  and  (4) 
compassion.  On  the  one  hand,  “compassion” 
without  competence  at  what  one  claims  to  be 
able  to  do  is  fraud.  Robert  M.  Veatch  notes: 
“Naked  virtue  can  produce  a messianic  com- 
plex in  those  who  are  not  really  messiahs.”3  On 
the  other  hand,  I submit  that  the  consistent 
application  of  competence  is  compassion.4 

As  we  gather  for  our  annual  meeting,  we 


continue  to  hear  criticisms  of  our  profession 
from  various  quarters.  Let  us  be  positive.  The 
secret  of  caring  for  the  patient  is  to  be  able  to  do 
something  for  the  patient,  and  to  do  it  well. 
And  never  before  has  it  been  possible  to  do  so 
much  for  so  many. 

— CSB 
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4.  I would  also  hold  that  compassion  is  a facilitating  virtue 
for  courage  and  a motivating  virtue  for  achieving  com- 
petence. Hence,  we  have  a feedback  loop.  Or  to  quote 
Groucho  Marx:  “These  are  my  principles . . . and  if  you 
don’t  like’em.  I’ve  got  others.” 
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LeGRAND  GUERRY,  M.D.,  1873-1947 
PRESIDENT,  SCMA,  1908 

Dr.  Guerry  was  born  in  Florence,  received 
his  early  education  in  Summerville  and  later 
attended  the  University  of  the  South  at  Se  wan- 
nee,  Tennessee.  He  graduated  with  highest 
honors  from  the  Medical  Department  of  the 
University  of  Georgia  in  1896,  married  Annie 
Elizabeth  Hawkins  of  Newberry  County  and, 
in  1899,  settled  in  Columbia. 

Because  Dr.  Guerry  lived  and  worked  in  the 
age  of  the  greatest  development  in  American 
surgery,  he  exerted  a powerful  influence  on 
surgical  thought  and  practice.  For  almost  half  a 
century  the  best  of  surgical  practice  of  the  time 
was  demonstrated  in  his  surgery  and  in  his 
writings.  He  was  a charter  member  of  the 
American  College  of  Surgeons  and  a Charter 
Diplomate  of  the  American  Board  of  Surgery. 

He  held  memberships  in  the  American  Sur- 
gical Association,  Southern  Surgical  Associa- 
tion, AMA,  SCMA  and  the  Columbia  Medical 
Society,  and  held  positions  of  authority  in 
most.  Among  the  honorary  degrees  conferred 
on  him  were  Doctor  of  Civil  Law,  L.L.D.,  and 
Sc.D.  He  was  nationally  recognized  for  his 
innovative  techniques  in  appendectomies  and 
abdominal  gunshot  wounds. 

According  to  one  report,  Dr.  Guerry’s  life- 
saving practice  of  delaying  surgery  on  a rup- 
tured appendix  was  a direct  result  of  his 
widespread  reputation.  He  was  often  called  for 
surgery  in  distant  parts  of  the  state  and  made 
his  “house  calls”  by  train  and  buggy.  Several 
days  usually  elapsed  between  the  call  for  help 
and  his  arrival  at  the  bedside.  He  noted  while 
looking  over  his  records  one  day  that  most  of 
the  ruptured  appendix  patients  on  his  road 
trips  survived  while  most  of  those  who  had 


COLUMBIA  HOSPITAL:  1895 


immediate  surgery  died.  His  research  into  this 
startling  discovery  led  to  his  technique  of  de- 
layed surgery  which,  in  the  days  before  the 
advent  of  wonder  drugs,  saved  countless  lives. 

He  played  a major  role  in  the  development 
of  the  Columbia  Hospital  [now  Richland  Me- 
morial] which  grew  from  an  eight  bed  structure 
to  a modern  institution  of  500  beds.  In  1947,  a 
wing  of  this  hospital  was  dedicated  to  Dr.  Guerry 
with  these  words: 

For  nearly  half  a century,  Dr.  Guerry,  by 
unfailing  loyalty  and  patronage,  has  given 
all  of  his  support  to  this  institution.  It  is  a 
living  monument  to  him. . . . This  institu- 
tion is  the  child  of  his  heart. 

Dr.  LeGrand  Guerry  died  at  the  Columbia 
Hospital  at  11:30  a.m.,  August  14,  1947.  He 
was  74  years  old. 

Betty  Newsom 

The  Waring  Historical  Library 
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BOOTH 


COMPANY  NAME 

NUMBER(S) 

Abbott  Laboratories 

1,2 

Alumni  Affairs,  MUSC 
American  Heart 

34 

Association  SC  Affiliate 
BFI  Medical  Waste 

10 

Systems 

74 

Budget  Rent  A Car 
Burroughs  Wellcome 

53 

Company 

50 

C&S  National  Bank 

46 

Caremark  Home  Care 
Carolina  Autotransfusion, 

31 

Inc. 

58 

Carolina  Medical  Review 
Carolina  Physicians 

63 

Advisory  Service 
Charleston  Magnetic 

21 

Imaging 

66 

Charter  Rivers  Hospital 

14 

Ciba  Pharmaceuticals 
Colleton  Regional 

57 

Hospital 

30 

Companion  Technologies 

71,  72 

CompuSystems,  Inc. 
DHEC  Office  of  Public 

76,  77,  78 

Affairs 

DHEC  Vital  Records  and 

60 

Public  Health  Statistics 
Disability  Determination 
Division,  S.  C.  Dept,  of 

61 

Vocational  Rehabilitation 

67 

Dupont  Pharmaceuticals 

24 

Fenwick  Hall  Hospital 

33 

Fisons  Pharmaceuticals 

12 

The  G Geisler  Group 

35,  36 

Genetech,  Inc. 
Genesis  Osteothermal 

25 

Designs  Corp. 

49 

Glaxo,  Inc. 

3 

ICI  Pharma 

41 

I.  C.  Systems,  Inc. 

7 

Incendere,  Inc. 

52 

Janssen  Pharmaceutica 

17 

Key  Pharmaceuticals 

29 

Lederle  Laboratories 

15 

BOOTH 

COMPANY  NAME  NUMBER(S) 

Marion  Laboratories  13 

McNeil  Consumer 

Products  Company  47 

Mead  Johnson 

Nutritionals  40 

The  Medical  Protective 
Company  20 

Merck,  Sharp  & Dohme  37 

Merrill  Dow/Smokefree 
Lowcountry  5 1 

Miles,  Inc., 

Pharmaceutical  Division  59 

National  Health 

Laboratories,  Inc.  68 

Parke-Davis  38 

Pfizer  Laboratories  23 

PSS  Physician  Services  32 

Raggio  Associates  73 

Roche  Biomedical  Labs, 

Inc.  6 

Roerig-Pfizer  43 

Roper  Hospital  75 

S.  C.  AHEC  26 

S.  C.  Medicaid  44 

S.  C.  WIC  Program  62 

Sandoz  Pharmaceuticals  4 

G.  D.  Searle  & Company  8 

Smith  Kline  & French 
Laboratories  48 

Southeastern  Hospital 
Supply  Corp.  1 1 

Southern  National  Bank  27 

Summit  Pharmaceuticals  39 

Syntex  Laboratories,  Inc.  9 

The  Upjohn  Company  5 

U.  S.  Air  Force  54 

U.  S.  Army  Medical 
Department  45 

USC  School  of  Medicine  65 

Waddell  & Reed  28 

Wallace  Laboratories  19 

Winchester  Surgical 

Supply  Company  69,  70 

Wyeth-Ayerst 

Laboratories  1 8 
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INTRODUCTION 

GUEST  EDITOR:  FREDERICK  L.  GREENE,  M.D  * 


It  is  an  honor  and  pleasure  to  serve  as  the 
Guest  Editor  for  this  special  edition  of  The 
Journal  of  the  South  Carolina  Medical  Associa- 
tion dedicated  to  Oncology  and  specifically  to 
issues  regarding  cancer  in  South  Carolina. 
Since  our  last  special  edition  three  years  ago, 
monumental  strides  have  occurred  which  are 
now  filtering  from  the  areas  of  bench  research 
to  daily  patient  care  and  affect  all  of  us  in  our 
management  of  the  cancer  patient.  Specifi- 
cally, issues  regarding  oncogenes,  monoclonal 
antibodies,  adoptive  immunotherapy,  imaging 
techniques  for  early  cancer  detection  and  the 
use  of  adjuvant  chemotherapy  are  only  a few  of 
the  exciting  concepts  in  oncology  for  the  1 990s. 

According  to  the  American  Cancer  Society, 
over  13,000  new  cases  of  cancer  will  occur  in 
South  Carolina  in  1990  resulting  in  approx- 
imately 6,500  deaths.  Of  these  totals,  breast 
cancer,  colon  and  rectal,  and  lung  cancer  will 
prove  again  to  be  the  greatest  killers  of  our 
populace.  The  presentations  in  this  special  edi- 
tion of  The  Journal  reflect  the  interest  in  these 
specific  tumor  sites  as  well  as  others  that  may 
be  equally  significant  for  all  South  Carolinians. 
To  our  fellow  South  Carolinians  who  will  be 
diagnosed  with  cancer  in  1990  and  to  all  those 
physicians  who  work  feverishly  in  the  labora- 
tory and  clinical  setting  to  combat  this  dread 
disease — we  dedicate  this  special  issue.  □ 


* Department  of  Surgery,  University  of  South  Carolina 
School  of  Medicine,  Two  Richland  Medical  Park,  Suite 
402,  Columbia,  S.  C.  29203. 


The  Guest  Editor  and  the  Editorial 
Board  of  The  Journal  express  their  ap- 
preciation to  the  following  organiza- 
tions whose  contributions  permitted 
publication  of  this  expanded  issue  on 
Cancer  in  South  Carolina. 


Adria  Laboratories 
Fujisawa  Pharmaceuticals 
Glaxo,  Inc. 

Reed  & Carnick 
Roerig-Pfizer 

The  American  Cancer  Society, 
S.  C.  Division 

The  South  Carolina  Oncology 
Society 
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CHEMOTHERAPY  FOR  NON-SMALL-CELL 
LUNG  CANCER— NEW  HORIZONS* 


CAROLYN  E.  REED,  M.D. 
LETA  S.  CARLSON,  M.D. 
RON  D.  SCHIFF,  M.D.,  PH.D. 
CATHY  H.  SEYMORE,  M.D. 
KEITH  A.  THOMPSON,  M.D. 


INTRODUCTION 

The  use  of  chemotherapy  in  non-small  cell 
lung  cancer  (NSCLC)  has  been  fraught  with 
pessimism.  In  fact,  when  physicians  have  been 
surveyed  and  asked  if  they  as  patients  would 
accept  chemotherapy,  the  answer  has  most 
often  been  negative.  This  is  hardly  surprising 
when  one  considers  that  there  has  been  no 
single  agent  that  has  increased  survival,  objec- 
tive tumor  responses  are  usually  brief,  and 
complete  responses  are  rare.  Only  a small 
number  of  single  drugs  has  shown  activity 
greater  than  1 5 percent  in  multiple  trials  (Table 
I).  However,  with  the  advent  of  cisplatin,  the 
use  of  combinations  of  drugs,  and  the  use  of 
agents  for  selected  groups  of  patients  (i.e.,  lo- 
cally advanced  disease  versus  metastatic  dis- 
ease), there  emerge  more  hope  and  enthusiasm 
for  using  this  modality  in  the  treatment  of  lung 
cancer. 

At  the  Medical  University  of  South  Carolina 
(MUSC),  we  have  been  evolving  an  approach 
to  the  use  of  chemotherapy  in  lung  cancer  that 
is  based  on  the  results  of  current  studies,  the 
stage  of  the  disease,  and  the  setting  in  which 
chemotherapy  is  used  (i.e.,  preoperative,  post- 
operative, nonoperative).  A summary  of  im- 
portant studies,  a review  of  our  results,  and  our 
rationale  for  future  investigation  follow. 

COMBINATION  DRUG  REGIMENS 
WITH  EFFICACY  IN  NSCLC 

Since  the  addition  of  cisplatin  to  the  chemo- 
therapeutic armamentarium,  three  basic  cis- 


* From  the  Divisions  of  Cardiothoracic  Surgery  (Doctor 
Reed)  and  Hematology/Oncology  (Doctors  Schiff  and 
Thompson)  and  the  Department  of  Radiation  Oncology 
(Doctors  Carlson  and  Seymore),  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
29425.  Address  correspondence  to  Dr.  Reed. 


platin — containing  combinations  have  been 
used  in  trials  testing  results  in  metastatic 
NSCLC:  (1)  cisplatin  and  doxorubicin  and/or 
an  alkylating  agent  (usually  cyclophos- 
phamide), (2)  cisplatin  and  a vinca  alkaloid 
(vindesine  or  vinblastine)  with  or  without 
mitomycin-C,  and  (3)  cisplatin  and  etoposide 
(VP- 16).  Table  II  illustrates  the  results  of  sev- 
eral studies. 

LOCALLY  ADVANCED  DISEASE 
It  is  evident  that  patients  with  advanced 
lung  cancer  confined  to  one  hemithorax  will 
respond  to  chemotherapy  at  twice  the  response 
rate  of  patients  with  extrathoracic  disease  (ap- 
proximately 50  versus  25  percent).1  In  the  re- 
vised staging  system,  patients  with  Stage  III 
lung  cancer  are  now  divided  into  Stage  IIIA 


TABLE  I 

SINGLE-AGENT  CHEMOTHERAPY  FOR 
NON-SMALL-CELL  LUNG  CANCER* 


Drug 

Response  Rate  (%) 

Cisplatin 

16 

Ifosfamide 

27 

Mitomycin-C 

17 

Vinblastine 

27 

Vindesine 

16 

Etoposide  (VP- 16) 

18 

* From  Kris  M,  Cohen  E,  Gralla  R:  An  analysis  of  1 34 
Phase  II  trials  in  non-small-cell  lung  cancer  (NSCLC). 
Proc  IV  World  Conference  on  Lung  Cancer,  Toronto 
1985. 
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TABLE  II 

COMBINATION  CHEMOTHERAPY 
WITH  CISPLATIN  IN  NSCLC* 


No.  of  No.  of  Pooled  Response 
Regimen  Patients  Trials  Rate  (%) 


CAP 

432 

5 

29 

VDA-P 

426 

9 

35 

VP-P 

384 

5 

29 

MVP 

362 

7 

49 

* From  Gralla  RJ:  Issues  and  agents  in  chemotherapy  of 
non-small-cell  lung  cancer.  Mediguide  Oncol  5:15, 1985. 

CAP  = cyclophosphamide,  doxorubicin,  cisplatin; 
VDA-P  = vindesine,  cisplatin:  VP-P  = etoposide, 
cisplatin;  MVP  = mitomycin-C.  vinblastine  or  vin- 
desine,  cisplatin 


and  IIIB  in  an  attempt  to  better  characterize  a 
very  diverse  group  of  patients.  Those  patients 
with  Stage  IIIB  T4  tumors  (tumors  involving 
the  mediastinum,  heart,  great  vessels,  trachea, 
esophagus,  vertebral  body  or  carina  or  having  a 
malignant  pleural  effusion)  are  outside  the 
realm  of  surgical  therapy.  Those  patients  with 
clinical  Stage  IIIA  disease  by  virture  of  radio- 
logic  or  endoscopic  evidence  of  N2  (ipsilateral 
mediastinal  lymph  node)  disease  have  a poor 
response  to  surgery  alone  although  they  are 
potentially  resectable.  A third  category  of  pa- 
tients are  those  who  are  discovered  to  have  N2 
disease  only  after  complete  surgical  resection. 
Future  trials  using  combination  chemotherapy 
must  carefully  distinguish  these  groups  of 
patients. 

Neoadjuvant  Studies 

Perhaps  one  of  the  most  exciting  uses  of 
chemotherapy  is  in  its  application  in  the  pre- 
operative or  neoadjuvant  setting  with  or  with- 
out radiotherapy,  followed  by  attempted  sur- 
gical resection.  In  an  important  study  by  Mar- 
tini and  coworkers2  at  the  Memorial  Sloan 
Kettering  Cancer  Center,  41  patients  with 
clinical  and  histologically  confirmed  N2  dis- 
ease were  treated  with  two  or  three  cycles  of 
high-dose  cisplatin  and  either  vindesine  or  vin- 
blastine, with  mitomycin-C  added  in  33  pa- 
tients (MVP  regimen).  A major  response 


(complete  in  seven  and  partial  in  23)  was  seen 
in  30  patients  (73  percent).  Twenty-eight  of 
these  patients  wTent  to  surgery,  and  2 1 under- 
went complete  resection  (70  percent  of  the 
major  responders).  Eight  patients  had  no  re- 
sidual disease,  two  wrere  downstaged  to  Stage  I, 
and  tw7o  were  downstaged  to  Stage  II.  The 
overall  actuarial  survival  was  34  percent  at 
three  years  for  the  4 1 patients  who  entered  the 
trial  and  54  percent  for  the  21  patients  wTlo 
underwent  complete  resection.  This  ex- 
perience with  MVP  in  Stage  IIIA  has  been  cor- 
roborated by  the  Toronto  group  (personal 
communication). 

Faber  et  al3  used  preoperative  chemotherapy 
consisting  of  either  cisplatin  and  5-fluorouracil 
(5-FU),  or  cisplatin,  5-FU  and  VP- 16  and  si- 
multaneous irradiation  (4000  rads)  in  a neoad- 
juvant program  for  Stage  III  NSCLC.  This 
group  was  more  heterogenous  as  it  included  1 8 
patients  with  T3N0  disease  and  five  patients 
with  T4  disease.  Of  62  patients  with  clinical  N2 
disease.  41  underwent  complete  resection. 
Eleven  patients  had  no  residual  disease  and  10 
were  downstaged  to  Stage  I. 

Enthusiasm  for  neoadjuvant  therapy  of 
NSCLC  must  remain  tempered  until  five-year 
results  are  available.  It  is  very  important  that 
data  continue  to  be  collected  in  rigorous  trials. 
Histologic  proof  of  IIIA  status  must  be  ob- 
tained. At  MUSC  we  will  continue  to  place 
each  clinical  N2  Stage  IIIA  patient  into  a neo- 
adjuvant trial  of  MVP  after  a careful  meta- 
static survey  and  histologic  confirmation  of  N2 
status.  Major  responders  will  undergo  surgical 
exploration.  If  the  tumor  progresses,  show’s 
minimal  response,  or  proves  unresectable,  ra- 
diation therapy  will  be  added  at  increased  dos- 
age (5000-6000  rads).  A hyperfractionation 
schedule  is  now  being  considered. 

MUSC  Preliminary  Study 

Over  a tw^o-year  time  period  12  patients  with 
locally  advanced  NSCLC  at  MUSC  underwent 
initial  therapy  with  tw^o  or  three  cycles  of 
mitomycin-C,  vinblastine,  and  cisplatin 
(MVP).  Our  goal  was  to  see  if  we  could  repro- 
duce results  obtained  by  others.  The  dose  reg- 
imen consisted  of  cisplatin  120  mg/M2  on  days 
one,  29,  and  57;  vinblastine  3 mg/M2  on  days 
one,  1 5, 29,  and  43;  and  mitomycin-C  8 mg/M2 
on  days  one,  29,  and  57.  .All  patients  were 
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evaluated  with  a history  and  physical  examina- 
tion, CXR,  CBC,  SMA-12,  bone  scan  if  al- 
kaline phosphatase  was  elevated,  CT  of  chest 
and  upper  abdomen,  CT  of  head,  and  pulmon- 
ary function  tests.  Following  chemotherapy, 
those  patients  with  Stage  IIIA  disease  were  re- 
evaluated for  potential  operability.  If  not  oper- 
able or  if  surgery  was  refused  and  in  those 
patients  with  Stage  IIIB  disease,  radiation  ther- 
apy was  then  given  (4500  rads  in  25  fractions) 
to  the  tumor  bed  and  mediastinum. 

There  was  a 50  percent  major  response  rate 
in  the  entire  group.  One  patient  had  no  re- 
sponse, one  patient  had  a minor  response, 
three  patients  progressed  on  treatment,  and 
one  patient  died  from  sepsis  secondary  to  treat- 
ment. Four  of  the  six  patients  with  a major 
response  were  potentially  resectable  after 
chemotherapy  and  re-evaluation.  Two  pa- 
tients underwent  complete  resection  and  the 
other  two  patients  refused  surgery.  Toxicity 
remained  acceptable  (4+  hemotologic  toxicity 
in  two  patients,  2+  in  two,  and  0 in  eight;  3-4  + 
gastrointestinal  toxicity  in  one  patient,  2+  in 
four,  1 + in  four  and  0 in  three;  3 + pulmonary 
toxicity  in  one  patient).  Although  the  numbers 
are  small,  we  confirmed  the  50  percent  re- 
sponse rate  documented  by  others  in  locally 
advanced  NSCLC. 

Postoperative  Adjuvant  Studies 

In  patients  who  have  undergone  surgical  re- 
section and  are  found  by  pathological  exam- 
ination to  have  involvement  of  the  ipsilateral 
peribronchial  or  hilar  nodes  (N,)  and/or  ip- 
silateral mediastinal  nodes  (N2),  the  incidence 
of  recurrent  disease  is  high  (at  least  50  percent 
for  N,  disease  and  approximately  75  percent  in 
N2  disease).  Most  thoracic  oncologists  agree 
that  these  patients  should  receive  additional 
treatment,  but  the  optimum  adjuvant  therapy 
remains  uncertain. 

A report  by  Ferguson,  et  al4  focused  on 
postoperative  adjuvant  therapy  in  a small 
group  of  patients  with  resected  N,  positive 
NSCLC.  They  compared  the  effect  on  survival 
of  surgery  alone,  surgery  followed  by  radi- 
otherapy, and  surgery  followed  by  radiation 
plus  chemotherapy  (cyclophosphamide,  dox- 
orubicin, methotrexate  and  procarbazine). 
Survival  was  significantly  greater  for  those  pa- 
tients receiving  postoperative  adjuvant  ther- 
apy, especially  chemotherapy. 


apy,  especially  chemotherapy. 

The  Lung  Cancer  Study  Group  (LCSG)  pro- 
spectively randomized  patients  with  resected 
Stage  II  or  III  NSCLC  to  receive  either  post- 
operative immunotherapy  or  postoperative 
chemotherapy  with  cyclophosphamide,  dox- 
orubicin and  cisplatin  (CAP).5  Although  this 
study  would  perhaps  have  been  more  mean- 
ingful if  the  first  arm  were  surgery  alone,  other 
studies  have  indicated  no  survival  advantage 
with  the  addition  of  immunotherapy.  This 
LCSG  trial  showed  a significant  decrease  in 
number  of  recurrences  and  cancer  deaths  in  the 
chemotherapy  arm. 

At  MUSC,  we  believe  that  the  biological 
significance  of  N,  and  N2  disease  is  the  same;  it 
is  a marker  of  potential  systemic  spread.  At  the 
present  time,  patients  with  completely  resected 
N,  and  N2  disease  are  offered  two  cycles  of 
postoperative  MVP  chemotherapy  followed 
by  mediastinal  irradiation.  Results  in  trials 
such  as  this  await  minimum  five-year  follow- 
up, assessment  of  toxicity,  and  careful  docu- 
mentation of  sites  of  recurrence. 

Because  the  brain  is  the  most  common  site 
of  recurrence  in  patients  with  completely  re- 
sected NSCLC  with  Nj  or  N2  lymph  node  in- 
volvement,6- 7 the  addition  of  prophylactic 
cranial  irradiation  needs  to  be  considered  in 
these  patients.  Its  safety  and  efficacy  in  re- 
gionally advanced  NSCLC  has  been  recently 
reported.8 

METASTATIC  NSCLC 

The  role  of  chemotherapy  in  patients  with 
widely  disseminated  NSCLC  remains  contro- 
versial, and  certainly  there  is  no  standard  of 
therapy.  The  Eastern  Cooperative  Oncology 
Group  (ECOG)  reported  in  1986  on  a prospec- 
tively randomized  trial  of  four  active  regimens 
for  metastatic  NSCLC.9  These  results  are  sum- 
marized in  Table  III.  In  general,  response  rates 
were  20  to  35  percent  and  were  associated  with 
a survival  time  of  five  to  six  months,  although 
it  should  be  noted  that  the  unexpectedly  poor 
results  with  the  MVP  regimen  may  reflect  the 
use  of  a low  cisplatin  dose  (40  mg/m2)  in  that 
arm  of  the  trial.  Almost  all  studies  show  that 
performance  status  is  a major  determinant  of 
response  to  chemotherapy  and  survival.  Re- 
sponse itself  is  an  important  prognostic  factor. 
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TABLE  III 

COMBINATION  CHEMOTHERAPY 


IN  METASTATIC  NSCLS* 


Regimen 

No.  of 
Patients 

Major 
Response 
Rate  (%) 

Survival 

(Months) 

CAMP 

115 

17.0 

6.25 

MVP 

121 

31.0 

5.5 

VP-P 

124 

20.0 

6.5 

VDA-P 

126 

25.0 

6.5 

* Ref.  9. 

CAMP  = cyclophosphamide,  doxorubicin,  methotrex- 
ate, procarbazine;  MVP  = mitomycin-C,  vinblastine, 
cisplatin;  VP-P  = etoposide,  cisplatin;  VDA-P  = vin- 
desine,  cisplatin 


In  any  chemotherapy  regimen  toxicity  and 
cost  are  important  considerations.  In  our  opin- 
ion, outpatient  regimens  are  preferable. 

The  issue  of  benefit  is  real  and  must 
continue  to  be  carefully  analyzed.  In  a ran- 
domized trial  undertaken  by  the  National  Can- 
cer Institute  of  Canada,  two  chemotherapy 
regimens  [cyclophosphamide/doxorubicin/ 
cisplatin  (CAP)  and  vindesine/cisplatin 
(VDA-P)]  were  compared  to  best  supportive 
care.10  Median  survival  was  significantly 
longer  for  the  chemotherapy  arms  (CAP  = 
24.7  weeks,  VDA-P  = 32.6  weeks)  than  for 
best  supportive  care  ( 1 7 weeks).  One-year  sur- 
vivors were  2 1 percent  in  the  CAP  arm  and  22 
percent  in  the  VDA-P  arm  compared  to  10 
percent  of  those  receiving  best  supportive  care. 
The  differences  in  cost  among  these  three  reg- 
imens were  not  significant. 

New  Drugs 

More  effective  single  agents  for  the  treat- 
ment of  NSCLC  and  better  drug  combinations 
await  discovery.  A promising  new  agent  is  1 0- 
ethyl-10-deaza-aminopterin  (10-EdAM),  a 
classic  antifolate  metabolite.  Administration 
of  10-EdAM  at  a dose  of  80  mg/M2  weekly 
produced  a major  response  rate  of  32  percent 
in  patients  with  advanced  NSCLC.11  Stom- 
atitis was  the  dose-limiting  toxicity.  When  1 0- 
EdAM  was  substituted  for  cisplatin  and  com- 
bined with  mitomycin-C  and  vinblastine,  a 


major  response  rate  of  59  percent  was  achieved 
in  59  patients  with  advanced  disease  (69  per- 
cent Stage  IV).  Two-thirds  of  the  patients 
never  required  hospitalization  and  53  percent 
of  the  patients  were  alive  at  12  months  (per- 
sonal communication). 

As  molecular  biology  continues  to  advance 
and  provide  us  new  insights  into  the  basic 
mechanisms  of  tumor  expression,  other  phar- 
maceutical tools  should  emerge.  The  ability  to 
test  each  patient’s  tumor  in  vitro  against  a 
battery  of  chemotherapeutic  agents  would  help 
us  to  choose  therapy  to  fit  each  patient  and 
maximize  potential  response.  In  the  mean- 
time, new  drugs  and  combinations  should  be 
tested  in  rigorous  clinical  trials  that  determine 
response  rate,  response  duration,  survival,  and 
toxicity. 

MUSC  Participating  in  Multicenter  Trial 

As  a meaningful  step  toward  assessing  the 
role  of  combination  chemotherapy  in  ad- 
vanced NSCLC,  MUSC  will  participate  in  a 
multicenter  trial  comparing  the  combination 
of  10-EdAM,  mitomycin-C  and  vinblastine 
(EMV)  with  the  combination  of  mitomycin-C 
and  vinblastine  (MV).  We  will  solicit  entry  of 
Stage  IIIB  and  Stage  IV  patients  after  consider- 
ation of  each  case  by  a multidisciplinary  thor- 
acic tumor  board.  Both  arms  are  outpatient 
regimens,  and  patients  will  only  be  accepted  if 
their  Karnofsky  performance  status  is  >60 
percent  (requiring  only  occasional  assistance). 
Accrual  of  patients  will  begin  in  January,  1 990. 

CONCLUSION 

Lung  cancer  treatment  may  be  at  the  stage 
where  breast  cancer  treatment  was  many  years 
ago,  before  we  learned  the  circumstances  under 
which  chemotherapy  may  prolong  patients’ 
overall  and  disease-free  survival.  It  is  only 
through  supporting  well-designed  studies  and 
remaining  open-minded  that  progress  will  be 
made.  With  the  caveat  that  the  patient  and  his 
or  her  quality  of  life  must  come  first,  participa- 
tion in  such  studies  should  be  considered  and 
discussed  when  the  diagnosis  of  non-small-cell 
lung  cancer  is  made.  □ 
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HUMAN  PAPILLOMAVIRUSES  AND 
CERVICAL  CANCER 

LUCIA  A.  PIRISI,  M.D.* 


Human  Papillomaviruses  (HPV)  are  small 
DNA  viruses  which  infect  skin  and  mucosae 
producing  benign  tumors  classified  as  warts  or 
condylomata.  More  than  60  different  HPV 
types  have  been  identified  to  date.1  Their  clas- 
sification is  based  on  the  properties  of  the  viral 
DNA  and  the  degree  of  homology  with  known 
HPV  types.  A new  isolate  is  classified  as  a 
subtype  of  a known  HPV  type  if  homology 
between  the  two  is  50  percent  or  more,  and  as  a 
new  HPV  type  if  homology  is  less  than  50 
percent.2  As  summarized  in  Table  I,  different 
HPV  types  infect  different  tissues  and  produce 
lesions  with  different  malignant  potential.1'6 
The  possibility  that  HPV  play  a role  in  the 
genesis  of  various  types  of  human  cancer  was 
first  suggested  by  H.  zur  Hausen  in  1977. 7 
Since  then,  epidemiological  studies  have  pro- 
duced data  which  support  this  hypothesis.  In 
particular,  specific  HPV  types  are  closely  asso- 
ciated with  cervical  cancer:  according  to  some 
studies  up  to  80  percent  of  the  cases  of  cervical 
neoplastic  and  preneoplastic  lesions  (cervical 
intraepithelial  neoplasia,  CIN,  of  various 
grades)  harbor  some  type  of  HPV.  Among 
these,  HPV  16  is  present  in  about  50  percent  of 
the  cases,  HPV  18  in  20  percent,  and  other 
HPV  types  are  present  in  the  remaining  cases.8 
HPV  infection  of  the  genital  area  is  sexually 
transmitted.  In  recent  times  an  increasingly 
high  incidence  of  genital  HPV  infection  has 
been  observed  in  normal  women,  particularly 
in  Europe.  This  has  been  attributed  in  part  to 
more  sensitive  methods  of  detection  of  HPV 
infection,  and  in  part  represents  a real  increase 
in  the  rate  of  transmission.  In  fact,  the  highest 
incidence  of  HPV  infection  is  observed  in 
younger,  sexually  active  women.  In  addition, 
signs  of  HPV  infection  in  very  young  children, 
due  to  perinatal  transmission  of  these  viruses, 
have  been  demonstrated  in  some  cases.9  Per- 
inatal transmission  of  HPV  is  particularly 
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important  for  the  genesis  of  laryngeal  papil- 
lomas, a relatively  rare  but  serious  HPV11- 
induced  disease  which  affects  prevalently 
young  people.9  In  summary7,  HPV  infection  is 
widely  distributed,  can  be  transmitted  not  only 
to  sexual  partners  but  also  to  children,  and  is 
likely  to  affect  growing  numbers  of  people. 

Epidemiological  data  alone  are  not  sufficient 
to  assess  the  role  of  HPV  in  cervical  cancer, 
since  many  different  factors  influence  the  de- 
velopment of  cancer  in  vivo,  and  a direct  cause- 
effect  relationship  for  any  single  carcinogenic 
agent  is  hard  to  assess  in  patients.  HPV  cannot 
be  cultured  in  vitro,  because  viral  replication 
and  the  production  of  viral  particles  require  a 
specific  differentiative  state  of  the  host  cell, 
which  cannot  be  obtained  in  the  most  common 
cell  culture  systems.  Furthermore,  it  is  difficult 
to  isolate  complete  virions  for  most  of  the  HPV 
types  associated  with  malignant  lesions,  be- 
cause these  lesions  produce  very7  low  amounts 
of  viral  particles,  and  viral  DNA  is  invariably 
integrated  into  the  cellular  genome  by  the  time 
an  HPV-induced  lesion  has  evolved  to  cancer. 
In  fact,  most  of  the  potentially  carcinogenic 
HPV  types  have  been  isolated  as  viral  DNA, 
not  as  complete  virions.  Recombinant  DNA 
technology,  however,  has  allowed  us  to  isolate, 
subclone,  and  propagate  the  DNA  of  these 
viruses.  Transfection  of  HPV  DNA  into  hu- 
man cells  has  made  it  possible  to  study  the 
effects  of  the  presence  of  viral  DNA  into  these 
cells,  even  when  the  complete  virion  was  not 
available.  Since  transformation  is  ultimately 
due  to  the  interaction  between  viral  and  cel- 
lular DNA,  in  vitro  model  systems  which  em- 
ploy  transfected  viral  DNA  and  human  epithe- 
lial cells  are  suitable  for  studying  the  car- 
cinogenic potential  of  these  viruses,  even 
though  mechanisms  of  infection  and  viral  pro- 
duction cannot  obviously  be  studied  in  these 
systems.  Both  human  foreskin  keratinocytes 
and  human  cervical  epithelial  cells  have  been 
used  in  these  studies,  in  a variety  of  culture 
systems,  in  a number  of  laboratories.10"15  The 
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TABLE  I. 

Some  HPV  Types  and  Their  Association  With  Human  Lesions 

HPV  Type 

Disease  Association 

Oncogenic  Potential 

1 

common  warts 

benign 

2 

common  warts 

rarely  malignant 

3,4 

common  warts,  juvenile  warts 

mostly  benign 

5 

macular  lesions  in  ev  (epidermodysplasia  verruciformis) 

highly  malignant 

6 

condyloma  acuminatum 

benign 

7 

common  warts  of  meat  handlers 

benign 

8 

macular  lesions  in  ev 

highly  malignant 

9 

macular  lesions  in  ev 

benign 

10 

flat  warts,  rarely  condylomata 

rarely  malignant 

11 

condyloma  acuminatum 
low  grade  cervical  dysplasia 
laryngeal  papillomas 

conjunctival  papillomas 

rarely  malignant 

12-13 

ev 

benign 

14 

ev 

rarely  malignant 

15 

ev 

benign 

16 

low  and  high  grade  cervical  dysplasia 
cervical  carcinoma 
bowenoid  papulosis 

Bowen’s  disease 

malignant 

17 

ev 

rarely  malignant 

18 

cervical  dysplasia 

cervical  cancer 

malignant 

19-25 

ev 

benign,  or  rarely  m. 

26-29 

warts 

benign 

30 

exophytic  condyloma  (detected  in  laryngeal  carcinoma) 

malignant 

31 

mild  cervical  dysplasia 

rarely  malignant 

33 

cervical  intraepithelial  neoplasia 

malignant 

HPV  types  which  are  closely  associated  with 
cervical  malignancies  (HPV  16,  HPV  18, 
HPV31,  HPV33)  cause  invariably  “immor- 
talization” of  human  epithelial  cells  in  vitro.  In 
other  words,  human  epithelial  cells,  which  can 
normally  be  propagated  in  culture  for  no  more 
than  four  to  five  passages  (about  two  months), 
when  transfected  with  the  DNA  from  these 
HPV  types  can  be  propagated  for  years.  For 
example,  in  our  laboratory  none  of  the  human 
epithelial  cell  lines  established  by  transfection 
with  HPV  1 6 died  so  far  (the  oldest  lines  have 
been  in  culture  for  more  than  four  years).  We 
could  also  demonstrate  that  immortalization 
by  HPV  1 6 is  a direct  consequence  of  the  pres- 
ence and  expression  of  viral  sequences  in  these 


cells,  and  occurs  independently  of  any  specific 
genetic  characteristic  of  the  host  cells.11  It  is  of 
interest  to  observe  that  HPV  types  which  are 
not  associated  with  malignant  lesions  failed  to 
immortalize  human  epithelial  cells  in  vitro.15 
With  time  in  culture,  HPV16-immortalized 
human  cells  acquired  other  characteristics  typ- 
ical of  transformed  cells,  such  as  the  ability  to 
produce  their  own  growth  factors,  and  the  lack 
of  response  to  stimuli  that  induce  terminal 
differentiation  in  normal  cells.11  Although 
these  properties  are  important  components  of 
the  phenotype  of  cancer  cells,  we  failed  to  dem- 
onstrate tumorigenicity  of  HPV-immortalized 
human  cells  injected  in  nude  mice.  However  it 
has  been  recently  demonstrated  that  these  cells 
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become  tumorigenic  when  subjected  to  a sec- 
ond transforming  agent,  such  as  an  activated 
ras  oncogene.16  Several  laboratories  are  now 
investigating  this  process  in  detail:  the  viral 
genes  responsible  for  immortalization  have 
been  identified,17’ 18  and  it  has  been  possible  to 
demonstrate  that  their  continuous  expression 
in  transformed  cells  is  required  to  maintain 
continuous  growth.  The  same  viral  genes  are 
constantly  maintained  and  expressed  in  hu- 
man tumors  which  harbor  HPV.19’ 20  Recently 
special  culture  systems  have  been  established, 
which  allow  for  the  “reproduction”  of  a plu- 
ristratified  epithelium  in  vitro  by  cultured 
human  epithelial  cells,  and  more  closely  mimic 
the  architecture  of  a human  epithelium.  In 
these  systems  it  has  been  possible  to  demon- 
strate that  HPV  induce  specific  alterations  of 
the  epithelial  morphology  which  closely  re- 
semble the  morphological  features  of  CIN.21 

The  data  summarized  above  suggest  the  fol- 
lowing interpretation  for  a role  of  HPV  in 
human  cervical  cancer:  HPV  are  not  the  only 
cause  of  cervical  cancer;  however,  they  can 
play  a decisive  role  by  producing  a population 
of  cells  with  altered  growth  and  differentiation 
properties,  which  may  be  an  easy  target  for 
further  transformation  by  other  carcinogenic 
agents  of  various  origin  and  nature.  These 
agents  may  act  by  activating  cellular  oncogenes 
(i.e.  ras)  or  may  carry  their  own  oncogenes  (i.e. 
other  DNA  viruses)  and  contribute  to  the  pro- 
gression of  HPV-infected  cells  to  malignancy. 
Again,  epidemiological  data  support  this  inter- 
pretation: in  fact,  the  latency  of  cancer  in 
women  infected  with  HPV  is  long,  and  only  a 
small  percentage  of  women  infected  with  one 
of  the  “carcinogenic”  HPV  types  will  even- 
tually develop  cervical  cancer.1  Also,  only  a 
fraction  of  the  lower  grade  CIN  lesions,  al- 
though considered  potentially  premalignant, 
will  in  fact  evolve  into  cancer;  many  of  these 
lesions  will  in  fact  regress.22  These  observa- 
tions are  in  complete  agreement  with  the  con- 
cept, unequivocally  established  in  experimen- 
tal systems,  that  cancer  is  a disease  which 
develops  in  many  steps  and  requires  many 
different  factors.23 

Under  a practical  point  of  view,  to  control 
HPV  infection  ultimately  means  to  reduce  a 
risk  factor  for  cervical  cancer.  We  can  reason- 
ably assume  that  women  which  present  infec- 


tion with  one  of  the  “carcinogenic”  HPV  types 
(HPV16,  HPV18,  HPV31,  etc.)  are  at  higher 
risk  of  developing  premalignant  lesions.  It  is 
therefore  desirable  to  know  if  HPV  infection  is 
present  in  all  women  which  routinely  are 
screened  for  cervical  cancer. 

Someone  could  argue:  We  cannot  treat  HPV 
infection  yet,  and  women  with  high  grade  pre- 
malignant lesions  are  going  to  be  treated  any- 
way, so  what  is  the  usefulness  of  knowing  if 
they  have  HPV  or  not?  The  answer  to  this 
question  is  severalfold: 

1.  Women  with  normal  Pap  smear  are  cur- 
rently advised  to  repeat  the  exam  after  one  to 
two  years.  In  the  presence  of  HPV  infection, 
the  exams  could  be  repeated  more  frequently, 
and  therefore  premalignant  lesions,  which  are 
likely  to  occur  in  these  women  more  frequently 
than  in  the  HPV-negative  population,  could  be 
discovered  and  treated  at  early  stages. 

2.  Precautions  could  be  taken  by  people 
with  active  HPV  infection  to  avoid  transmis- 
sion of  these  viruses  to  sexual  partners,  as  well 
as  perinatal  transmission  to  children. 

3.  In  order  to  assess  the  role  of  HPV  as  risk 
factors  in  cervical  cancer  for  a specific  geo- 
graphical area,  we  need  more  epidemiologic 
data.  The  geographical  distribution  of  HPV 
types  varies  greatly  in  different  countries.  Cur- 
rently no  data  are  available  concerning  the 
incidence  of  HPV  infection  and  distribution  of 
various  HPV  types  in  South  Carolina,  which 
has  a high  incidence  of  cervical  cancer.  We  do 
not  know  whether  this  is  associated  with  a high 
incidence  of  HPV  infection  in  the  South  Caro- 
lina population,  or  other  factors  are  more 
important. 

4.  Detection  of  HPV  is  currently  possible  in 
both  cervical  smears,  and  surgical  specimens. 
However,  current  methods  of  detection  are 
based  mostly  on  DNA  hybridization,  and 
screening  of  a large  number  of  specimens  is 
time-consuming  and  costly.  A large  effort,  both 
by  pharmaceutical  companies  and  by  re- 
searchers at  different  institutions  is  being  de- 
voted to  the  collection  of  data  concerning  the 
distribution  of  HPV  infection  in  different  geo- 
graphical areas,  as  well  as  to  the  design  and 
testing  of  improved  methods  of  detection, 
more  suitable  for  routine  large-scale  use.  The 
establishment  of  these  methods  also  requires 
the  analysis  of  large  numbers  of  specimens. 
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In  conclusion,  there  are  many  good  reasons 
for  looking  at  the  incidence  and  distribution  of 
HPV  infection  in  a population  in  which  cer- 
vical cancer  is  present  with  high  frequency.  A 
major  focus  of  a collaborative  research  pro- 
gram between  our  laboratory  and  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the 
University  of  South  Carolina  School  of  Medi- 
cine is  the  development  of  a comprehensive 
study  of  HPV  infection  in  South  Carolina,  and 
how  it  correlates  with  cervical  cancer  in  this 
geographical  area.  □ 
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Just  like  concepts  regarding  appropriate 
therapy  for  women  with  breast  cancer  have 
changed  dramatically  since  the  early  seventies, 
so  have  those  regarding  appropriate  diagnostic 
biopsy  methods.1’ 2 There  has  been  an  increas- 
ing number  of  diagnostic  biopsies,  especially 
for  small  clinically  detected  lesions,  and  for 
occult  ones  found  by  mammography.  This  is 
the  result  of  more  asymptomatic  women  fol- 
lowing the  guidelines  recommended  by  the 
American  Cancer  Society  for  breast  examina- 
tions, both  self  and  health  professional,  and  for 
mammography.3  Modern  women  have  de- 
manded biopsy  procedures  that  result  in  a 
minimal  amount  of  deformity  to  their  breast. 
They  also  want  to  avoid  hospitalization  and 
general  anesthesia  whenever  possible,  a view 
that  is  strongly  supported  by  the  insurance 
carriers  who  are  anxious  to  reduce  costs  as 
well. 

Informal  needle  biopsies,  rather  than  formal 
incisional  or  excisional  ones,  have  become  in- 
creasingly popular  since  the  early  seventies. 
Fine  needle  aspiration  of  cysts  has  become  a 
routine  procedure,  avoiding  many  of  the  un- 
necessary formal  biopsies  of  the  past.4  The 
author  has  a 30-year  follow-up  on  2,213  pa- 
tients treated  for  gross  cystic  disease  by  aspira- 
tion. There  was  an  increased  incidence  of 
cancer  of  2.4  times  the  expected  number.  This 
does  not  mean  that  gross  cysts  are  precan- 
cerous  but  rather  that  a certain  percentage  of 
the  patients  had  lobular  or  ductular  epithelial 
hyperplasia  with  marked  atypia  in  other  parts 
of  their  breast.  Gross  cysts  were  reported  as  not 
being  precancerous  in  the  Consensus  Meeting 
of  the  Cancer  Committee  of  the  College  of 
American  Pathologists.5 

When  a cyst  is  aspirated  the  fluid  should  not 
be  hemorrhagic,  there  should  be  no  residual 
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mass  and  the  mammogram  should  be  negative. 
Otherwise  a formal  biopsy  should  be  per- 
formed. Although  the  aspiration  of  cysts  is  now 
a well  accepted  procedure  there  does  not  seem 
to  be  any  general  agreement  as  to  whether  the 
aspirated  fluid  should  be  discarded  or  submit- 
ted for  cytologic  examination.  Routine  cytolo- 
gy or  even  cell  block  studies,  while  of  great 
reassurance  to  the  patient,  are  seldom  reward- 
ing if  the  fluid  is  not  hemorrhagic.  The  author 
did  combined  cytologic  and  cell  block  studies 
on  the  fluid  from  1 , 7 1 0 aspirated  cysts  in  which 
the  fluid  was  thin,  turbid,  smoky,  yellow  or 
greenish.  Formal  biopsies  were  recommended 
in  27  patients  because  of  abnormal  cells  but 
only  two  had  intracystic  carcinomas.  .Another 
disadvantage  to  just  aspirating  cysts  is  the  high 
percentage  of  recurrences.  Care  must  be  taken 
to  be  sure  that  all  the  fluid  is  aspirated  from  the 
cyst  and  a pressure  dressing  should  be  applied 
for  24  hours.  Pneumocystography,  the  injec- 
tion of  air  after  a cyst  is  aspirated,  and  doing  a 
mammogram  after  this,  has,  in  the  author’s 
experience,  dramatically  reduced  recurrences 
and  it  can  occasionally  show  abnormalities  in 
the  cyst  wall  indicating  a need  for  biopsy. 

Recently  informal  biopsies  of  solid  tumors, 
i.e.,  fine  needle  aspiration  and  needle  core  bi- 
opsies, have  become  increasingly  popular  in 
the  office  and  clinic  enabling  the  physician  to 
tell  the  patient  her  probable  diagnosis  quickly. 
However,  a false  negative  means  nothing  since 
the  lesion  could  have  been  missed  and,  al- 
though rare,  false  positives  do  occur.  Before 
doing  definitive  surgery’  I advise  a formal  bi- 
opsy to  negate  the  possibility  of  a false  positive 
and  to  determine  parameters  as  to  the  ag- 
gressiveness of  the  tumor  so  that  the  most 
appropriate  therapy  can  be  selected. 

The  author  has  performed  fine  needle  aspi- 
rations with  cytologic  examination  on  1,513 
solid  tumors  between  1976  and  1985.  All  pa- 
tients subsequently  underwent  formal  biopsies 
for  confirmation  of  the  diagnosis.  There  were 
7 1 1 primary’  breast  cancers.  Cytologic  exam- 
ination was  indicative  of  cancer  or  suspicious 


May  1990 


281 


BREAST  BIOPSY  CONCEPTS 


for  cancer  in  649  cases  or  91.2  percent.  There 
were  three  false  positives.  These  findings 
correspond  to  reports  from  other  studies.6 

Fine  needle  aspiration  biopsies  offer  only  a 
cytologic  diagnosis.  In  an  analysis  of  fine  nee- 
dle aspirations  by  flow  cytometry  Palmer  et  al7 
reported  that  cancers  produced  aneuploid 
GOGI  peaks  while  benign  tumors  did  not,  of- 
fering a method  for  complementing  the  diag- 
nostic acuity  of  cytology.  Needle  core  biopsies 
require  a drop  of  local  anesthesia  and  a small 
puncture  wound  in  the  skin  but  they  offer  a 
histologic  diagnosis  with  more  information  re- 
garding the  aggressive  nature  of  the  tumor  in- 
cluding estrogen  and  progesterone  receptor 
determinations  by  radioimmune  assays. 

In  1974  in  the  United  States,  formal  biop- 
sies, i.e.,  incisional  or  excisional  depending  on 
the  size  and  type  of  the  lesions,  were  routinely 
done  as  one-step  or  full  consent  procedures, 
with  permission  for  definitive  surgery  based  on 
frozen  section  histologic  examination,  under 
general  anesthesia  on  an  in-patient  basis.  The 
use  of  this  one-step  procedure  steadily  declined 
over  the  next  five  to  six  years.  Now,  in  the 
United  States,  stimulated  by  the  advice  of  the 
NIH  Consensus  Conference  on  the  Primary 
Treatment  of  Breast  Cancer  and  modern 
women’s  demands,  biopsies  are  usually  done 
as  two-step  or  limited  consent  procedures, 
with  removal  of  the  lesion  only,  under  local 
anesthesia,  on  an  out-patient  basis,  or  if  under 
general  anesthesia,  then  on  an  ambulatory  care 
basis  discharging  the  patient  the  same  day  as 
the  surgery. 

The  advantages  of  the  two-step  procedure, 
for  most  patients,  are  well  recognized.  It  allows 
for  detailed  histologic  evaluation  of  multiple 
permanent  sections  and  for  consultative 
pathologic  opinions  if  needed.  It  negates  the 
possibility  of  a false  positive  frozen  section 
diagnosis  and  the  need  to  discuss  definitive 
therapeutic  options  with  the  patient  until  the 
diagnosis  is  firmly  established.  Finally,  it  al- 
lows the  patient  a better  opportunity  to  con- 
sider various  options,  to  have  consultative  or 


second  opinions  if  so  desired,  and  to  give  a 
much  more  knowledgeable  informed  consent. 
There  is  no  statistically  valid  evidence  to  show 
that  a delay  of  10  to  14  days  deleteriously 
influences  the  survival  of  the  patient. 

When  an  occult  lesion  is  found  on  mam- 
mography that  is  too  small  to  be  palpated,  then 
needle  localization,  with  or  without  dye  injec- 
tion, based  on  mammograms  taken  in  two 
projections,  is  the  best  technique  so  that  the 
biopsy  can  be  done  with  a minimal  amount  of 
deformity  to  the  breast.  The  biopsy  specimen 
must  always  be  mammogramed  to  be  sure  the 
area  of  concern  is  on  it.8  The  use  of  stereotatic 
fine  needle  aspiration  cytology  of  a nonpalpa- 
ble  mammographically  detected  lesion  as  an 
aid  in  establishing  diagnosis  is  currently  under 
study  with  recent  reports  indicating  a high  sen- 
sitivity for  diagnosing  cancer.9- 10  □ 
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INTRODUCTION 

Cytotoxicity  resulting  from  treatment  with 
the  fluoropyrimidine  (FP)  drug,  5-fluorouracil 
(FUra),  is  associated  with  drug  action  at  two 
cellular  sites:  RNA  and  the  enzyme,  thymidy- 
late  synthase  (TS).1  Recent  clinical  investiga- 
tions have  revealed  that  the  TS-directed  action 
may  be  of  chemotherapeutic  advantage.  Thus, 
attempts  to  modulate  FUra  action  by  increas- 
ing the  RNA-directed  effects  have  been  associ- 
ated with  increased  toxicity  without  accompa- 
nying therapeutic  benefit.2  In  contrast,  a signif- 
icant improvement  in  objective  response  is 
reported  in  patients  with  carcinoma  receiving 
FUra  in  combination  with  agents  such  as  cal- 
cium leucovorin  (citrovorum  factor,  CF)  that 
increase  TS-directed  cytotoxicity.3  In  fact,  the 
inclusion  of  CF  in  the  protocol  is  associated 
with  objective  response  in  some  patients  ini- 
tially unresponsive  to  FUra.3  CF  is  thought  to 
increase  the  action  of  FUra  at  TS  by  elevating 
the  intracellular  pool  of  reduced  folates,  which, 
in  turn,  stimulate  the  binding  of  the  FP  metab- 
olite, 5-fluorodeoxyuridylate  (FdUMP),  to 
TS.4  The  binding  of  FdUMP  and  the  re- 
duced folate,  5,10-methylenetetrahydrofolate 
(CH2H4PteGlu),  to  TS  precludes  enzyme  ac- 
tivity, resulting  in  dTMP  deprivation  and  ces- 
sation of  DNA  biosynthesis.1 

While  FUra  is  the  major  FP  drug  utilized 
clinically,  it  produces  less  cytotoxicity  in  pre- 
clinical  models  than  the  FP  drugs,  5-fluo- 
rodeoxyuridine  (FdUrd)  and  5-fluorouridine 
(FUrd).1  The  clinical  utility  of  FdUrd  is  lim- 
ited to  regional  therapy  of  hepatic  metastases 
wherein  the  drug  is  infused  directly  to  the  tu- 
mor site.5  Although  TS  is  the  major  target  of 
FdUrd  and  FdUrd  is  50-  to  1,000-fold  more 
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cytotoxic  than  FUra  in  tumor  cells  in  culture,1 
clinical  utilization  of  this  drug  is  restricted  due 
to  its  rapid  hydrolysis  to  FUra  in  vivo.6  Severe 
toxicity  has  limited  the  clinical  utility  of 
FUrd.7  The  toxicity  is  associated  with  the  pro- 
nounced RNA-directed  effects  of  this  FP 
drug.1  Approaches  have  been  designed  to  cir- 
cumvent the  instability  of  FdUrd,  with  the  goal 
of  increasing  its  clinical  utility.8  Thus  far,  ap- 
proaches to  reduce  or  alter  the  systemic  tox- 
icity of  FUrd  have  not  been  forthcoming. 

In-depth  investigations  of  the  actions  of  FP 
drugs  and  of  CF  modulation  of  FP  action  have 
been  conducted  in  the  human  laryngeal  car- 
cinoma cell  line  HEp-2.912  In  these  cells,  CF 
alters  the  site  of  FUra  action  from  RNA  to  TS 
and  increases  FUra  cytotoxicity.11  In  addition, 
CF  increases  the  cytotoxicity  of  FdUrd;  the  site 
of  FdUrd  action  is  TS  regardless  of  the  pres- 
ence of  CF.11  The  effect  of  CF  on  the  site  of 
action  and  cytotoxicity  of  FUrd  has  not  been 
reported  in  these  cells.  Since  CF  has  been 
shown  to  alter  the  site  of  FUra  action  in  HEp-2 
cells  and  to  increase  the  therapeutic  activity  of 
FUra  in  the  clinic,  it  is  possible  that  CF  may 
modify  the  site  of  FUrd  action  and  thus  impact 
upon  FUrd  systemic  toxicity.  This  possibility 
has  been  investigated  by  utilizing  the  HEp-2 
cell  line  as  a model  system. 

MATERIALS  AND  METHODS 

Materials 

[6-3H]  FdUMP  (18  Ci/mmole)  was  pur- 
chased from  Moravek  Biochemicals,  City  of 
Industry,  CA.  [5-3H]  dUMP  (14  Ci/mmole) 
was  purchased  from  Schwarz-Mann,  Or- 
angeburg, NY.  [14C]-Formaldehyde  (56  Ci/ 
mmole)  was  obtained  from  New  England  Nu- 
clear, Boston,  MA.  FUrd,  FdUMP,  dUMP, 
dThd,  CF,  acid-washed  charcoal,  DEAE-cel- 
lulose  microgranular  anion  exchanger,  and 
phosphocellulose  were  purchased  from  Sigma 
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Biochemicals,  St.  Louis,  MO.  Dextran  T-70 
was  obtained  from  Pharmacia  Fine  Chemicals, 
Piscataway,  NJ.  Horse  serum  and  powdered 
RPMI  1640  medium  were  from  Grand  Island 
Biological  Co.,  Grand  Island,  NY. 

The  synthesis  and  purification  of  (R,S) 
CH2H4PteGlu  has  been  described  pre- 
viously.12 Lactobacillus  casei  TS  was  partially 
purified  as  described  previously.12 

Cell  Culture 

The  origin  and  maintenance  of  human 
laryngeal  carcinoma  HEp-2  and  the  FdUrd- 
resistant  HEp-2/500  subline  have  been  de- 
scribed.13’ 14  Cells  were  grown  in  monolayer  in 
RPMI  1640  supplemented  with  five  percent 
horse  serum. 

Growth  Inhibition  Studies 

These  were  carried  out  using  cells  in  mono- 
layer  in  T-15  flasks  as  described  previously.10 
Briefly,  cells  were  exposed  for  three  hours  to 
FUrd,  then  grown  for  five  to  six  days  in  drug- 
free  medium.  Cell  growth  was  measured  by 
protein  determination  as  described  pre- 
viously.10 Rescue  experiments  with  dThd  have 
been  described  previously.10  Briefly,  cells  ex- 
posed to  FUrd  for  three  hours  were  grown  five 
to  six  days  in  drug-free  medium  supplemented 
with  30  iiM  dThd.  Cell  growth  was  determined 
as  described  above.  Studies  on  the  effect  of  CF 
on  growth  inhibition  by  FUrd  were  conducted 
as  described  previously.11  Briefly,  cells  were 
incubated  with  CF  for  24  hours  prior  to  three- 
hour  treatment  with  CF  and  FUrd.  After  drug 
exposure,  the  cells  were  allowed  to  grow  for 
five  to  six  days  in  drug-free  medium.  Growth 
was  assessed  as  described  above. 

Analysis  of  dUMP  and  FdUMP  Levels 

Confluent  monolayers  of  cells  in  T-75  flasks 
were  incubated  with  various  concentrations  of 
FUrd  for  three  hours.  After  medium  removal, 
the  acid-soluble  nucleotides  were  extracted, 
separated  into  dUMP  and  FdUMP  fractions 
by  DEAE-cellulose  chromatography,  and  the 
nucleotide  levels  quantitated  using  Lac- 
tobacillus casei  TS  as  described  previously.12 
Briefly,  dUMP  was  quantitated  in  an  endpoint 
catalytic  assay  as  the  amount  of  [14C]dTMP 
synthesized  from  [14C]CH2H4PteGlu  and 
FdUMP  was  quantitated  in  a radioligand  bind- 
ing assay  utilizing  [6-3H]  FdUMP  and 


CH2H4PteGlu.  Calculation  of  the  molarity  of 
the  nucleotides  from  intracellular  water  data 
has  been  described  previously.10 

TS  Activity  Assay 

Cells  in  late  exponential  phase  were  in- 
cubated for  three  hours  with  various  concen- 
trations of  FUrd.  After  medium  removal,  en- 
zyme activity  was  measured  in  100,000  X g 
cell  extracts  utilizing  [5-3H]dUMP  and 
CH2H4PteGlu  as  described  previously;10  TS 
activity  is  expressed  in  pmoles  of  dTMP  syn- 
thesized per  minute  per  mg  protein. 

RESULTS 

Growth  Inhibition  by  FUrd 

The  effect  of  three-hour  exposure  to  FUrd 
on  cell  growth  is  shown  in  Figure  1.  The  con- 
centration required  to  inhibit  growth  by  50 
percent  (ID50)  was  0.71  n-M.  Since  dThd  can 
rescue  cells  from  growth  inhibition  resulting 
from  TS-directed  action,  dThd  rescue  experi- 
ments indicate  whether  TS  is  the  growth-limit- 
ing site  of  action  of  FUrd.  As  is  shown  in 
Figure  1,  HEp-2  cells  were  not  rescued  from 
FUrd  cytotoxicity  by  dThd;  thus,  TS  is  not  the 
growth-limiting  target  in  HEp-2  after  FUrd.  In 
order  to  verify  that  TS  is  not  the  growth-limit- 
ing target,  growth  studies  were  conducted  with 
HEp-2/500  cells  that  overexpress  TS  by  100- 
fold  relative  to  HEp-2  parental  cells.14  Since  TS 
is  present  in  excess  in  this  subline,  these  cells 
are  resistant  to  TS-directed  drugs.  The  re- 
sponse of  HEp-2  and  HEp-2/500  cells  to  FUrd 


FIGURE  1.  RESCUE  OF  HEp-2  CELLS  WITH  30  nM 
dThd. — Cells  in  monolayer  were  incubated  for  three  hours 
with  various  concentrations  of  FUrd.  After  medium  re- 
moval, the  cells  were  grown  with  (.)  or  without  (o)  dThd  for 
five  or  six  days. 
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TABLE  I.  Effect  of  CF  on  the  Growth  Response  to  FUrd. 

Incubation 

Growth 

FUrd  ID50 

Medium3 

Medium5 

(mM) 

1640 

1640 

0.36  (2)c 

Rescue  Medium 

0.40  (2) 

1640  + 10  ixMC F 

1640 

0.36  (2) 

Rescue  Medium 

0.55 

1640  + 300  nM  CF 

1640 

0.24 

Rescue  Medium 

0.48 

aAfter  24-hour  incubation  in  the  medium  indicated,  the  cells  were  exposed  for  three  hours  to  various  concentrations  of  FUrd 
in  the  same  medium. 

bThe  incubation  medium  was  removed  and  cell  layers  were  rinsed  and  grown  in  the  medium  indicated.  Rescue  medium  was 
1640  supplemented  with  30  nM  dThd. 

cThe  numbers  in  parenthesis  indicate  the  number  of  separate  experiments,  each  in  triplicate. 


was  similar  (data  not  shown).  These  data  sub- 
stantiate the  dThd  rescue  experiments  and  re- 
veal that  TS  is  not  the  site  of  FUrd  action. 

CF  at  10  /xM  concentration  has  been  shown 
to  alter  the  growth-limiting  target  of  FUra  in 
HEp-2  cells  from  RNA  to  TS;11  thus,  HEp-2 
cells  were  exposed  to  FUrd  in  the  presence  of 
10  and  300  nMC F.  As  is  shown  in  Table  I,  CF 
had  essentially  no  effect  on  the  ID50  of  FUrd. 
Cells  exposed  to  CF  and  FUrd  were  only 
slightly  rescued  with  dThd. 

FdUMP  Levels  After  FUrd 

Since  TS  is  not  the  growth-limiting  target  of 
FUrd,  even  in  the  presence  of  CF,  HEp-2  cells 
may  not  convert  FUrd  to  FdUMP,  the  FP 
metabolite  that  directly  inhibits  TS.  The  for- 
mation of  FdUMP  after  FUrd  exposure  was 
determined  in  the  cells.  As  is  shown  in  Figure  2 
(left  panel),  FdUMP  pools  increased  in  direct 
proportion  to  the  FUrd  concentration.  At  the 
ID50  for  growth  inhibition,  the  intracellular 
levels  of  FdUMP  were  2. 1 nM.  These  levels  are 
similar  to  the  FdUMP  levels  present  in  HEp-2 
cells  at  the  ID50  for  growth  inhibition  of 
FUra.12 

Inhibition  of  TS 

The  growth  studies  reveal  that  TS  is  not  the 
growth-limiting  site  of  FUrd  action,  even 
though  FdUMP  is  formed.  Thus,  the  effect  of 
FUrd  on  inhibition  of  TS  was  measured  to 
determine  whether  TS  is  a target  of  this  FP 
drug.  As  shown  in  Figure  3,  TS  is  a target  of 
FUrd;  in  fact,  90  percent  of  the  enzyme  is 


inhibited  at  0.3  /xM,  a concentration  of  FUrd 
less  than  that  required  for  50  percent  reduction 
in  cell  growth. 

Accumulation  of  dUMP,  the  substrate  of 
TS,  has  been  observed  in  FP-treated  cells12’  15 
and  is  presumed  to  reflect  reduced  utilization 
of  dUMP  when  TS  is  inhibited.  An  inverse 
correlation  between  the  extent  of  TS  inhibition 
and  dUMP  pool  expansion  has  been  observed 
in  HEp-2  cells  after  FUra.12  As  is  shown  in 
Figure  2 (right  panel),  dUMP  pools  increased 
in  cells  exposed  to  increasing  FUrd  concentra- 
tions. Comparison  of  Figures  2 and  3 reveals 
that  the  levels  of  dUMP  are  inversely  related  to 
the  levels  of  TS  activity  remaining  after  FUrd 
exposure.  At  the  ID50  for  growth  inhibition,  the 
dUMP  pools  are  elevated  to  1 50  iiM  from  a 
baseline  level  of  7.6  fxM,  clearly  indicating  that 
TS  is  significantly  inhibited  at  concentrations 
of  FUrd  resulting  in  cytotoxicity. 

DISCUSSION 

In  HEp-2  cells,  CF  is  unable  to  direct  FUrd 
action  at  TS.  This  is  surprising,  in  view  of  the 
capacity  of  these  cells  to  synthesize  FdUMP 
and  to  undergo  TS  inhibition  in  a dose-depen- 
dent manner  after  FUrd.  The  lack  of  response 
to  CF  suggests  that  effects  other  than  TS  inhibi- 
tion underlie  the  cytotoxicity  to  FUrd.  Thus, 
the  cell  insult  may  be  so  pervasive  that  CF, 
which  increases  the  reduced  folate  pools  and 
thus  maximizes  the  TS-directed  effects  of 
FdUMP,  is  unable  to  modify  the  growth-limit- 
ing event.  Alternatively,  TS  inhibition  may  be 
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M FUrd  for  3 Hr 

FIGURE  2.  CELLULAR  POOLS  OF  dUMP  AND  FREE  FdUMP  AFTER  FUrd.— Monolayers  of  cells  were  incubated 
for  three  hours  with  various  concentrations  of  FUrd  and  the  acid-soluble  pools  analyzed  as  described  in  Methods.  The  points 
represent  the  mean  values  of  two  to  five  separate  determinations. 


impeded  by  FUrd-induced  alteration  in  cell 
metabolism. 

It  is  likely  that  the  growth-limiting  site  of 
FUrd  action  is  RNA.  This  is  a reflection  of  two 
properties  of  HEp-2  cells  exposed  to  FUrd: 
HEp-2  cells  rapidly  accumulate  FUrd  intra- 
cellularly;  the  FUrd  is  converted  to  5-fluo- 
rouridine-S'-triphosphate  (FUTP),  which 
comprises  90  percent  of  the  total  intracellular 
FP  pools  in  these  cells  after  three-hour  drug 
exposure  (R.M.  Evans  and  M.T.  Hakala,  un- 
published results).  The  high  levels  of  FUTP 
stimulate  the  incorporation  of  fluorinated  ana- 
log into  RNA,  resulting  in  the  formation  of 
fraudulent  RNA  molecules  that  impact  upon 
cell  viability.  CF  can  maximize  the  action  of 
FdUMP  but  pools  of  this  FP  metabolite  repre- 
sent only  10  percent  of  the  total  FP  metabo- 
lites. Thus,  CF  is  unable  to  alter  the  site  of 
FUrd  action  from  RNA. 

An  alternative  explanation  for  the  lack  of 
modulation  by  CF  is  that  cellular  events  pre- 
vent maximal  inhibition  of  TS  after  FUrd.  It 
has  been  suggested  that  the  accumulation  of 
dUMP  may  interfere  with  the  binding  of 
FdUMP  to  TS.15  It  is  clear  that  dUMP  accu- 


FIGURE  3.  TS  ACTIVITY  AFTER  FUrd.— Cells  in 
monolayer  were  exposed  to  various  concentations  of  FUrd 
for  three  hours.  Cell  pellets  and  extracts  were  prepared  and 
analyzed  for  TS  as  described  in  Methods.  The  activities  are 
expressed  in  pmole/min/mg  prot  and  the  results  are  pre- 
sented as  percent  of  untreated  control  activity.  The  level  of 
TS  in  drug-free  controls  is  109  ± 33  pmole/min/mg  prot. 
The  points  represent  the  average  of  two  separate  determin- 
ations. 


May  1990 


287 


5 FU  CYTOTOXICITY 


mulates  in  HEp-2  cells  after  FUrd;  however,  it 
is  unlikely  that  expansion  of  the  pools  of  this 
nucleotide  precludes  TS  as  the  growth-limiting 
target  of  FUrd.  The  dUMP/FdUMP  ratio  is 
actually  lower  after  FUrd  than  after  FUra  or 
FdUrd  (S.H.  Berger  and  M.T.  Hakala,  un- 
published results);  the  actions  of  FUra  and 
FdUrd  are  modulated  by  CF.  Thus,  competi- 
tion for  nucleotide  binding  sites  on  TS  does  not 
appear  to  account  for  the  lack  of  FUrd  modula- 
tion by  CF. 

Of  the  three  FP  drugs,  FUrd  is  the  most 
cytotoxic  in  HEp-2  cells.  It  is  sevenfold  more 
potent  than  FdUrd  and  340-fold  more  potent 
than  FUra.10’  11  This  pronounced  cytotoxicity, 
related  to  RNA-directed  effects,  probably  un- 
derlies the  systemic  toxicity  and  precludes  the 
utilization  of  this  drug  clinically.  The  pro- 
nounced systemic  toxicity  of  FUrd  is  dis- 
couraging, in  view  of  the  likelihood  that  FUrd 
is  more  stable  than  FdUrd  in  human  tissues.16 
These  studies  indicate  that  the  inclusion  of  CF 
does  not  alter  the  growth-limiting  target  and, 
hence,  will  not  reduce  the  systemic  toxicity  of 
this  drug.  Since  FUrd  serves  as  a precursor  of 
FdUMP,  it  would  appear  to  be  a candidate  for 
CF  modulation;  however,  realization  of  this 
possiblity  requires  that  the  FUTP  pools  be 
reduced.  An  agent  such  as  galactosamine  may 
provide  the  necessary  FUTP  depletion  mecha- 
nism.17 By  diverting  the  pools  of  FUTP  to 
FUDP-sugars,  this  agent  could  reduce  the 
RNA-directed  effects  of  FUrd.  This,  in  turn, 
could  allow  CF  to  optimize  the  TS-directed 
effects  of  FUrd.  The  effects  of  galactosamine 
and  CF  in  combination  with  FUrd  are  being 
examined  in  the  HEp-2  model  system. 

SUMMARY 

The  action  of  fluoropyrimidine  (FP)  drugs  at 
thymidylate  synthase  (TS)  is  associated  with 
enhanced  chemotherapeutic  response.  Cal- 
cium leucovorin  (CF)  increases  the  cytotox- 
icity of  the  FP  drugs,  5-fluorouracil  and  5- 
fluorodeoxyuridine,  in  human  laryngeal  car- 
cinoma HEp-2  cells  by  directing  the  action  of 
these  drugs  at  TS.  Thus,  the  effect  of  CF  on  the 
cytotoxicity  and  site  of  action  of  the  FP,  5- 
fluorouridine  (FUrd),  was  investigated  in 
HEp-2  cells.  The  cytotoxicity  of  FUrd  was  un- 
affected by  CF.  Moreover,  CF  was  unable  to 


alter  the  growth-limiting  target  of  FUrd  to  TS. 
HEp-2  cells  convert  FUrd  to  FdUMP,  the  FP 
metabolite  that  is  the  direct  inhibitor  of  TS; 
thus,  the  inability  of  CF  to  modulate  FUrd 
action  is  not  due  to  lack  of  inhibitor  formation. 
In  addition,  greater  than  90  percent  of  TS  ac- 
tivity is  inhibited  at  concentrations  of  FUrd 
that  inhibit  HEp-2  cell  growth  by  50  percent. 
Thus,  while  TS  is  significantly  inhibited  by 
FUrd,  it  is  not  the  growth-limiting  target  of  this 
drug.  It  is  likely  that  the  RNA-directed  effects 
of  FUrd  are  so  extensive  that  CF,  which  max- 
imizes TS-directed  action,  is  ineffective  at  re- 
ducing the  cytotoxicity  further.  An  approach  to 
overcoming  the  RNA-directed  effects  of  FUrd 
is  suggested.  □ 

ABBREVIATIONS 

FP,  fluoropyrimidine;  FUra,  5-fluorouracil;  RNA, 
ribonucleic  acid;  TS,  thymidylate  synthase;  CF,  calcium 
leucovorin,  citrovorum  factor,  folinic  acid;  FdUMP.  5- 
fluorodeoxyuridylate;  CH;H4PteGlu,  5, 10-methylene- 
tetrahydrofolate;  dTMP,  thymidylate;  FdUrd,  5-fluo- 
rodeoxyuridine;  FUrd,  5-fluorouridine;  dThd,  thymidine; 
ID50,  the  concentration  of  drug  required  to  inhibit  cell 
growth  by  50  percent  compared  to  control  growth;  FUTP, 
5-fluorouridine-5'-triphosphate. 

ACKNOWLEDGEMENTS 
The  authors  wish  to  thank  Carolyn  Gleaton  for  typing  of 
the  manuscript. 

REFERENCES 

1.  C.  Heidelberger,  P.V.  Danenberg,  and  R.G.  Moran. 
Fluorinated  pyrimidines  and  their  nucleosides.  Adv. 
Enzymol.  Relat.  Areas  Mol.  Biol.  54,  57-117  (1983). 

2.  J.L.S.  Au,  Y.M.  Rustum,  E.J.  Ledesma,  A.  Mittelman, 
and  P.J.  Creaven.  Clinical  pharmacological  studies  of 
concurrent  infusion  of  5-fluorouracil  and  thymidine  in 
treatment  of  colorectal  carcinomas.  Cancer  Res.  42, 
2930-2937  (1982). 

3.  S.  Madajewicz,  N.J.  Petrelli,  Y.M.  Rustum,  J.  Camp- 
bell, L.  Herrera,  A.  Mittelman,  A.  Perry,  and  P.J. 
Creaven.  Phase  I-II  trial  of  high-dose  calcium  leuco- 
vorin and  5-fluorouracil  in  advanced  colorectal  car- 
cinoma. Cancer  Res.  44,  4667-4669  (1984). 

4.  B.  Ullman,  M.  Lee,  D.W.  Martin,  Jr.,  and  D.V.  Santi. 
Cytotoxicity  of  5-fluoro-2'-deoxyuridine:  requirement 
for  reduced  folate  cofactors  and  antagonism  by  meth- 
otrexate. Proc.  Natl.  Acad.  Sci.  USA  75,  980-983 
(1978). 

5.  T.  Buroker,  M.  Samson,  J.  Correa,  R.  Fraile,  and  V.K. 
Vaitkevicius.  Hepatic  artery  infusion  of  5-FUDR  after 
prior  systemic  5-fluorouracil.  Cancer  Treat.  Rep.  60, 
1277-1279  (1976). 

6.  G.D.  Bimie,  H.  Kxoeger,  and  C.  Heidelberger.  Studies 
of  fluorinated  pyrimidines.  XVII.  The  degradation  of 
5-fluoro-2/-deoxyuridine  and  related  compounds  by 
nucleoside  phosphorylase.  Biochemistry  2,  566-572 
(1963). 


288 


The  Journal  of  the  South  Carolina  Medical  Association 


5 FU  CYTOTOXICITY 


7.  J.H.  Burchenal,  V.E.  Currie,  M.D.  Dowling,  J.J.  Fox, 
and  I.H.  Krakoff.  Experimental  and  clinical  studies  on 
nucleoside  analogs  as  antitumor  agents.  Ann.  N.Y. 
Acad.  Sci.  255,  202-211  (1975). 

8.  M.Y.W.  Chu,  F.N.M.  Naguib,  M.H.  Iltzsch,  M.H.  el 
Kouni,  S.H.  Chu,  S.  Cha,  and  P.  Calabresi.  Potentia- 
tion of  5-fluoro-2'-deoxyuridine  antineoplastic  ac- 
tivity by  the  uridine  phosphorylase  inhibitors 
benzylacyclouridine  and  benzyloxybenzylacy- 
clouridine.  Cancer  Res.  44,  1852-1856  (1984). 

9.  J.D.  Laskin,  R.M.  Evans,  H.K.  Slocum,  D.  Burke,  and 
M.T.  Hakala.  Basis  for  natural  variation  in  sensitivity 
to  5-fluorouracil  in  mouse  and  human  cells  in  culture. 
Cancer  Res.  39,  383-390  (1979). 

10.  R.M.  Evans,  J.D.  Laskin,  and  M.T.  Hakala.  Assess- 
ment of  growth-limiting  events  caused  by  5-fluo- 
rouracil in  mouse  cells  and  human  cells.  Cancer  Res. 
40,  4113-4122  (1980). 

11.  R.M.  Evans,  J.D.  Laskin,  and  M.T.  Hakala.  Effect  of 
excess  folate  and  deoxyinosine  on  the  activity  and  site 
of  action  of  5-fluorouracil.  Cancer  Res.  41,  3288-3295 
(1981). 

12.  S.H.  Berger  and  M.T.  Hakala.  Relationship  of  dUMP 


and  free  FdUMP  pools  to  inhibition  of  thymidylate 
synthase  by  5-fluorouracil.  Mol.  Pharmacol.  25, 
303-309  (1984). 

1 3.  H.K.  Slocum  and  M.T.  Hakala.  Mechanism  of  natural 
resistance  to  N6-(A2-isopentenyl)  adenosine  in 
cultured  cells.  Cancer  Res.  35,  423-428  (1975). 

14.  S.H.  Berger,  C.-H.  Jenh,  L.F.  Johnson,  and  F.G. 
Berger.  Thymidylate  synthase  overproduction  and 
gene  amplification  in  fluorodeoxyuridine-resistant 
human  cells.  Mol.  Pharmacol.  28,  461-467  (1985). 

15.  C.E.  Myers,  R.C.  Young,  and  B.A.  Chabner.  Bio- 
chemical determinants  of  5-fluorouracil  response  in 
vivo.  The  role  of  deoxyuridylate  pool  expansion.  J. 
Clin.  Invest.  56,  1231-1238  (1975). 

16.  B.  Liermann,  E.  Matthes,  and  P.  Langen.  Human 
tissues  degrade  uridine  much  less  than  thymidine. 
Possible  consequence  for  5-fluorouracil  therapy.  Bio- 
chem.  Pharmacol.  33,  721-724  (1984). 

17.  D.O.R.  Keppler,  J.  Pausch,  and  K.  Decker.  Selective 
uridine  triphosphate  deficiency  induced  by  D-galac- 
tosamine  in  liver  and  reversed  by  pyrimidine  nu- 
cleotide precursors.  Effect  on  ribonucleic  acid 
synthesis.  J.  Biol.  Chem.  249,  211-216  (1974). 


STROKE  RECOVERY 


R£HABI  litation 


No  Longer  a Gray  Area 

Twenty  years  ago,  a gray  area  of  uncertainty  clouded  the 
stroke  survivor’s  future.  But  today  the  path  to  stroke 
recovery  is  brighter  than  ever. 

For  many  stroke  victims,  early,  comprehensive  rehabilita- 
tion is  making  the  difference  between  self-sufficiency  and  a 
life  of  dependence.  In  fact,  the  National  Stroke  Associa- 
tion recommends  a physical  rehabilitation  hospital  as  the 
“preferred  next  step  for  most  stroke  survivors”  following 
the  general  hospital  stay. 

And  now,  with  the  opening  of  Walton  Rehabilitation 
Hospital  in  Augusta,  Georgia,  the  next  step  is  more  ac- 
cessible than  ever  before.  Our  multidisciplinary  team  will 
help  return  your  patient  to  an  independent  lifestyle. 

Whether  for  stroke,  head  injury,  chronic  pain  or  another 
disabling  illness  or  injury,  call  Walton  Rehabilitation 
Hospital  at  404/823-8519. 


Sponsored  by  St.  Joseph  Center  for  Life  Inc. 

and  University  Health  Services  Inc.  1355  Independence  Drive  • Augusta,  Georgia  30901-1037  • 404/724-7746 


May  1990 


289 


THE  STATE  OF  THE  ART  IN  PEDIATRIC 
SURGERY  AND  PEDIATRIC  ONCOLOGY 
AT  MUSC  CHILDREN’S  HOSPITAL* 


H.  BIEMANN  OTHERSEN,  JR.,  M.D. 
C.  D.  SMITH,  M.D. 

JOSEPH  LAVER,  M.D. 

SAMUEL  MORGAN,  M.D. 

MIQUEL  ABBOUD 
A.  JULIAN  GARVIN,  M.D. 


PEDIATRIC  SURGERY 

Pediatric  Surgery  as  a specialty  in  South  Car- 
olina began  in  1 965  as  a part  of  the  Department 
of  General  Surgery  at  the  Medical  University 
of  South  Carolina  (MUSC).  Full  divisional  sta- 
tus was  attained  in  1976.  Since  then  with  the 
construction  of  the  MUSC  Children’s  Hospi- 
tal, significant  steps  have  been  taken  to  im- 
prove the  surgical  and  oncologic  care  of  chil- 
dren. As  we  enter  the  last  decade  of  this  century 
it  is  appropriate  to  highlight  some  of  the  areas 
where  recent  therapeutic  advances  have  oc- 
curred. 

Burns 

The  treatment  of  burns  in  children  has  im- 
proved within  the  last  10  to  15  years.  First 
silver  nitrate  and  then  sulfamylon  aided  in 
local  control  of  burn  wound  sepsis.  Silver  sul- 
fadiazine is  now  the  preferred  topical  agent  in 
children.  Aggressive  tangential  excision  with 
early  grafting  has  resulted  in  a decreased  hospi- 
tal stay  and  less  functional  disability.  The 
whole  child  and  his  family  must  be  involved  in 
therapy  and  thus  the  burn  team  at  the  Chil- 
dren’s Hospital  includes,  in  addition  to  pedi- 
atric surgeons,  a pediatric  burn  nurse;  physical 
therapist;  occupational  therapist;  social  work- 
er; pediatric  psychiatrist;  and  nutritionist. 

The  latest  development  in  burn  care  is  the 
utilization  of  cultured  skin  autografts.  Both  the 


* From  the  Children’s  Hospital,  MUSC  (Dr.  Othersen), 
and  the  Departments  of  Pediatrics  (Doctors  Smith,  Laver 
and  Morgan,  and  Mr.  Abboud);  and  the  Department  of 
Pathology  and  Laboratory  Medicine  (Dr.  Garvin),  Medi- 
cal University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  S.  C.  29425.  Address  correspondence  to  Dr. 
Othersen. 


adult  and  children’s  burn  unit  of  MUSC  are 
participating  in  a clinical  study  of  the  use  of 
cultured  autografts.  In  essence,  small  biopsies 
of  skin  are  taken  from  the  axillae  and  groins  of 
seriously  burned  children  and  sent  in  culture 
medium  to  a laboratory  in  Cambridge,  Massa- 
chusetts. There  a commercial  firm  (BioSurface 
Technology,  Inc.)  separates  the  specimen  into 
single  cell  suspensions  and  cultures  the  skin  in 
vitro.  Rapid  growth  occurs  across  the  bottom 
of  culture  flasks  and  in  three  weeks  multiple 
flasks  can  be  harvested  by  releasing  the  cells 
from  the  flasks  and  attaching  the  skin  spec- 
imen to  gauze  squares.  The  graft  measures  ap- 
proximately 25  square  centimeters  and  will 
take  well  if  the  underlying  tissue  bed  is  ready. 
In  some  areas,  cosmetic  results  may  be  supe- 
rior to  that  of  standard  autografts  in  that  hyper- 
trophy at  graft  interstices  is  minimized.  In  very 
large  burns  this  procedure  may  be  life-saving. 
Long-term  results  have  been  good  so  far,  but 
careful  follow-up  is  needed  to  evaluate  func- 
tion and  appearance. 


Airway  Problems 

More  and  more  small  prematures  are  being 
maintained  on  ventilatory  support  and  are 
graduating  from  the  neonatal  nursery.  In  the 
early  1960’s  there  was  an  epidemic  of  tracheal 
injury  from  long-standing  endotracheal  tubes 
with  subsequent  tracheal  stenosis  becoming  a 
major  medical  problem.  There  have  been 
rapid  advances  in  the  care  of  endotracheal 
tubes  and  fewer  children  are  now  developing 
airway  injury  and  tracheal  scarring.  However, 
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there  remain  the  anatomic  differences  between 
the  airways  of  children  and  that  of  adults.  In 
adults,  the  narrowest  point  of  the  airway  is  at 
the  glottis  and  any  tube  which  fits  through  the 
vocal  cords  will  pass  easily  through  the  re- 
mainder of  the  trachea.  However,  in  children, 
the  narrowest  point  is  at  the  cricoid  cartilage 
and  a tube  inserted  through  the  cords,  and 
which  fits  at  that  location,  may  be  too  tight  at 
the  cricoid  (Figure  1).  The  physician  may  be 
unaware  of  the  injury  until  stenosis  develops. 

There  are  now  multiple  procedures  which 
can  be  utilized  for  tracheal  stenosis  in  children. 
Occasionally  an  end-to-end  anastomosis  is 
possible  but  usually  in  well-established  cicatri- 
cial stenosis  an  open  tracheoplasty  with  inser- 
tion of  a portion  of  costal  cartilage  must  be 
performed.  In  more  distal  stenosis,  pericar- 
dium or  cartilage  may  be  used  as  inserts  to 
increase  the  tracheal  diameter.  Endoscopic 
balloon  dilation  has  been  successful  in  early 
granuloma  and  stenosis,  but  the  best  treatment 
continues  to  be  prevention  of  injury  by  the  use 
of  the  proper-sized  endotracheal  tube  and  by  a 
tracheostomy  when  indicated  (Figure  2). 

Gastroesophageal  Reflux 

For  many  years  children  with  gastroesopha- 
geal (G-E)  reflux  were  primarily  those  with 
severe  mental  retardation  who  required  a feed- 
ing gastrostomy,  and  fundoplication  was  often 
necessary  to  prevent  reflux  when  gastric  feed- 
ings were  begun.  The  patients  with  reflux  but 
without  brain  damage  could  often  be  main- 
tained on  thickened  feedings  and  reflux  pre- 
cautions until  the  gastric  cardia  became  com- 
petent. However,  the  strictures  in  some  pa- 
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tients  with  post-anastomotic  esophageal  ste- 
nosis and  also  in  some  children  with  tracheal 
stenosis  continued  to  worsen  in  spite  of  dila- 
tion. It  has  become  evident  that  many  of  these 
patients  have  G-E  reflux  which  produces  a 
chronic  inflammation  of  the  strictures  and  pre- 
vents their  resolution.  These  children,  as  well 
as  those  with  distal  esophageal  strictures 
caused  by  reflux  and  esophagitis,  must  have 
the  gastric  acid  reflux  eliminated  by  fundo- 
plication. 

The  introduction  of  24-hour  pH  monitoring 
by  our  pediatric  gastroenterologists  has  al- 
lowed the  detection  of  chronic  reflux  and  thus 
established  the  indications  for  fundoplication. 
Often,  an  upper  GI  series  will  be  normal  but  a 
24-hour  study  reveals  prolonged  and  frequent 
episodes  of  acid  reflux  showing  that  fun- 
doplication is  necessary. 


Figure  2 
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Trauma 

Accidental  injuries  continue  to  be  the  lead- 
ing cause  of  death  in  children  with  motor  vehi- 
cle-related accidents  leading  the  list.  Children 
can  be  injured  both  as  occupants  and  as  pedes- 
trians. Proper  restraint  in  automobiles  con- 
tinues to  be  the  best  means  of  prevention  and 
the  use  of  helmets  when  riding  bicycles  reduces 
the  severity  of  head  injury. 

As  a means  of  gathering  statistics  and  per- 
haps preventing  more  injuries,  MUSC  Chil- 
dren’s Hospital  contributes  data,  along  with  a 
number  of  other  children’s  medical  centers,  to 
a centralized  Pediatric  Trauma  Registry  in 
Boston,  Massachusetts.  Thus,  a large  collec- 
tion of  data  can  be  analyzed. 

NEONATAL  PROBLEMS 

Biliary  Atresia 

Untreated  “uncorrectable”  biliary  atresia 
has  been  uniformly  fatal  at  an  early  age  in  the 
past.  Since  1979,  when  technical  modifications 
of  Kasai’s  original  portoenterostomy  were  in- 
troduced at  the  Medical  University,  a number 
of  these  patients  have  been  salvaged.  Some 
now  have  good  liver  function  and  are  leading 
normal  lives.  Others,  who  have  had  evidence 
of  on-going  liver  injury  with  resulting  portal 
hypertension,  have  been  maintained  with  ag- 
gressive medical  and  nutritional  support  cou- 
pled with  control  of  esophageal  varices  by 
outpatient  endoscopic  sclerotherapy.  When 
liver  function  deteriorates,  referral  for  liver 
transplantation  now  offers  hope  for  long-term 
survival. 

Imperforate  Anus 

A major  advance  in  operations  for  imperfo- 
rate anus,  the  “posterior  sagittal  anorecto- 
plasty,” was  reported  in  1980  by  Pena  and 
deVries.  In  this  procedure,  division  and  subse- 
quent reconstruction  of  all  the  levator  and 
anorectal  sphincter  muscles  is  carried  out  with 
optimal  exposure  through  a posterior  midline 
incision.  All  muscles  are  identified  visually 
and  by  electrical  stimulation.  More  complex 
deformities  involving  abnormalities  of  the  va- 
gina and  urethra  can  be  repaired  through  this 
same  approach  thus  eliminating  the  need  for  a 
much  less  satisfactory  staged  series  of  proce- 
dures. 


Posterior  sagittal  anorectoplasty  has  been 
the  standard  procedure  for  management  of 
high  imperforate  anus,  cloacal  deformities, 
and  failed  pull-through  operations  since  1983 
at  MUSC. 

Pyloric  Stenosis 

Management  of  the  less  dramatic  but  more 
common  pyloric  stenosis  has  been  streamlined 
in  recent  years.  In  patients  in  whom  the  typical 
pyloric  “olive”  tumor  in  the  epigastrium  can- 
not be  palpated,  the  diagnosis  can  be  estab- 
lished non-invasively  with  ultrasound.  More 
rapid  preoperative  resuscitation  and  postoper- 
ative feeding  advancement  has  allowed  reduc- 
tion of  hospital  stay  to  a period  of  24  to  48 
hours  in  most  patients  regardless  of  the  degree 
of  dehydration  on  presentation. 

PEDIATRIC  ONCOLOGY 

Over  the  past  two  decades  a major  improve- 
ment in  the  survival  of  children  with  cancer 
has  been  achieved  primarily  due  to  the  devel- 
opment of  new  chemotherapeutic  protocols 
and  teamwork  of  oncologists,  radiotherapists 
and  surgeons. 

As  an  indication  of  the  rapid  advances  which 
have  been  made  in  the  treatment  of  children 
with  cancer,  Wilms’  tumor  survival  rates  have 
improved  so  that  a child  with  stage  I Wilms’ 
tumor  has  a 95  percent  chance  of  cure  from 
combined  treatment  with  surgery,  adjuvant 
chemotherapy,  and  radiation  therapy.  Greater 
than  50  percent  of  the  children  with  metastatic 
disease  or  bilateral  tumors  survive  with  this 
combined  approach.  This  improvement  in 
therapy  has  resulted  from  the  cooperative 
efforts  of  nationwide  pediatric  study  groups. 
MUSC  is  an  active  member  of  one  of  these 
large  groups,  the  Pediatric  Oncology  Group 
(POG). 

These  large  cooperative  groups  have  also 
provided  the  impetus  and  material  for  research 
into  these  relatively  rare  childhood  tumors.  At 
the  Medical  University,  research  in  pediatric 
solid  tumors  has  been  conducted  by  Dr.  A. 
Julian  Garvin  and  his  collaborators  in  the  De- 
partment of  Pathology  and  Laboratory  Medi- 
cine. This  group  of  investigators  has  success- 
fully grown  Wilms’  tumors  in  tissue  culture  as 
well  as  in  a colony  of  immunosuppressed  mice. 
These  techniques  will  make  it  possible  to  ex- 
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plore  the  efficacy  of  new  approaches  to  therapy 
as  well  as  the  basic  mechanism  of  tumor 
growth.  For  example,  these  investigators  have 
recently  shown  that  manipulation  of  growth 
factor  stimulation  can  inhibit  the  growth  of 
these  tumors  in  tissue  culture  as  well  as  in 
mice,  and  they  are  currently  involved  in  the 
production  of  monoclonal  antibodies  to  a spe- 
cific tumor  component.  Thus,  basic  research 
into  pediatric  cancers  at  MUSC  as  w?ell  as  other 
nationwide  laboratories  may  provide  newr 
therapeutic  modalities  for  these  patients. 

Other  tumors  such  as  rhabdomyosarcoma, 
osteogenic  sarcoma  and  Ewing’s  sarcoma  are 
also  being  treated  successfully  at  MUSC.  Ag- 
gressive therapies  are  currently  designed  for 
pediatric  tumors  in  which  the  cure  rate  has  not 
been  as  high  as  with  other  malignancies — i.e. 
neuroblastomas  and  tumors  of  the  central  ner- 
vous system.  These  treatments  result  in  severe 
myelotoxicity  and  may  require  an  autologous 
marrow  transplantation.  In  this  procedure  a 
patient’s  bone  marrow’  is  harvested  and  stored 
(with  or  without  purging,  depending  on  wheth- 
er the  marrow  is  involved).  Following  chemo/ 
radiotherapy  the  marrow  is  thawed  and  rein- 
fused  into  the  patient.  Hematological  and  im- 
munological recover}’  occurs  usually  within  a 
few  weeks. 

As  active  members  of  POG.  we  utilize  group 
protocols  designed  to  treat  leukemia  and  other 
hematological  malignancies.  This  participa- 
tion enables  us  to  provide  state  of  the  art 
chemo/radiotherapy  even  when  the  drugs  are 
controlled  by  the  National  Cancer  Institute. 


Once  a patient  with  leukemia  relapses  his/her 
chances  to  be  cured  with  conventional  chem- 
otherapy are  relatively  small.  A curative  ap- 
proach for  these  patients  is  allogeneic  bone 
marrow  transplantation  (BMT)  which  requires 
a compatible  donor.  Similarly  to  what  has  been 
described  above,  patients  receive  a myelo- 
ablative  dose  of  chemo/radiotherapy  followed 
by  the  infusion  of  donor  marrows  For  a fewr 
weeks  the  patients  need  reverse  isolation  for 
infection  control  as  well  as  aggressive  support 
with  blood  products  and  antibiotics.  In  case  a 
donor  is  not  available,  for  certain  leukemias  an 
autologous  transplant  can  be  attempted.  The 
success  rate  with  BMT  in  children  is  currently 
about  60  percent  and  continues  to  improve 
yearly.  Having  a bone  marrow  transplantation 
facility  at  MUSC  enables  us  to  treat  not  only 
newly  diagnosed  patients  but  also  children 
who  failed  up-front  therapy  and  to  offer  them  a 
curative  approach. 

SUMMARY 

Two  hundred  years  ago.  the  first  pediatric 
textbook  w'as  pessimistic  about  treatment  of 
diseases  in  children.  Even  25  years  ago  the 
outlook  for  children  with  cancer  was  dismal. 
Now  as  w’e  approach  the  year  2000,  we  look 
forward  to  more  major  advances  in  medical 
therapy  which  will  improve  the  outlook  for  our 
children.  □ 
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Family  therap) 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.1 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


<5  0< 1 1 1 ' 1 ' ci  Oi 1 1 1 1 1 1 

| 1234  567^^234567 


Period  of  therapy  (days)  Period  of  therapy  (days) 

— Placebo  therapy  hkb  Active  therapy 

p values  (active  vs.  placebo)  NS  = Not  significant  *p<  005  tp  < 0.02  ip<0.0l 
Double-blind,  randomized,  placebo-controlled  study. 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazvme 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1.  Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner.  1988:232:508, 
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142ND  ANNUAL  MEETING,  CHARLESTON.  SC,  APRIL  25-29,  1990 
Elections 


Following  are  results  of  elections  which  took  place  during  the 
Thursday  and  Sunday  House  of  Delegates'  sessions: 


President-elect : 
Secretary: 

Treasurer: 

Trustee,  First  District: 
Trustee,  Second  District: 
Trustee,  Second  District 
Trustee,  Fourth  District: 
Trustee,  Fourth  District: 
Trustee,  Sixth  District: 
Trustee,  Sixth  District: 
Trustee,  Eighth  District: 


AMA  Delegates: 


AMA  Alternate  Delegates: 


Speaker  of  the  House: 

Vice  Speaker  of  the  House: 


J.  Chris  Hawk,  III,  MD,  Charleston 
Bartolo  M.  Barone,  MD,  Charleston 
S.  Nelson  Weston,  MD,  Columbia 
Richard  E.  Ulmer,  MD,  Charleston 
Edward  W.  Catalano,  MD,  Columbia 
Bryan  L.  Walker,  MD,  W.  Columbia 
James  B.  Page,  MD,  Greenville 

Jerry  R.  Powell,  MD,  Anderson 

James  M.  Lindsey,  Jr. , MD,  Conway 
Stephen  A.  Imbeau,  MD,  Florence 
Dallas  Lovelace,  III,  MD, 

Orangeburg 

Randolph  D.  Smoak,  Jr.,  MD , 

Orangeburg 

Walter  J.  Roberts,  Jr.,  MD, 

Columbia 

Charles  R.  Duncan,  Jr. , MD, 
Greenville 

Daniel  W.  Brake,  MD,  Charleston 
0.  Marion  Burton,  MD,  Anderson 
Benjamin  E.  Nicholson,  MD, 

Edgefield 


At  the  reorganizational  meeting  of  the  board  of  trustees 
immediately  following  adjournment  of  the  House  of  Delegates, 
Edward  W.  Catalano,  MD,  was  elected  chairman  of  the  board  and 
James  B.  Page,  MD,  was  elected  vice  chairman.  Carol  S.  Nichols, 
MD,  will  serve  on  the  executive  committee  as  trustee  member-at- 
large. 

Significant  Actions  of  the  House  of  Delegates 

The  House  amended  and  adopted  Resolution  Number  C-10,  submitted 
by  the  Primary  Care,  Medicaid  and  Indigent  Care  Committee.  This 
resolution  calls  for  the  SCMA  to  write  all  SC  physicians  to 
request  that  they  provide  medical  care  for  their  "fair  share"  of 


Medicaid  patients,  recommending  that  each  physician  carry  a 
caseload  of  25  or  accept  two  Medicaid  patients  per  month.  It 
also  called  for  the  SCMA  to  request  each  county  medical  society 
implement  a local  system,  such  as  an  equitable  rotation  plan, 
which  would  assist  Medicaid  patients  in  obtaining  medical  care. 

Resolution  Number  C-ll,  submitted  by  the  Charleston  County 
Medical  Society,  calls  for  the  SCMA  to  consider  establishing  a 
statewide  emergency  response  capability.  This  resolution  was 
referred  to  the  board  of  trustees  for  further  study  and 
documentation  of  the  problems  and  inadequacies  of  the  response  to 
Hurricane  Hugo. 

Each  of  the  nine  recommendations  of  the  HEALTH  CARE  2000 
COMMITTEE  was  considered  individually  and  the  following  actions 
taken: 

Recommendation  1 . which  calls  for  a means  test  for  Medicare, 
with  mandatory  assignment  for  those  with  an  income  less  than  150% 
of  poverty  and  abolishment  of  the  Medicare  Maximum  Allowable 
Charge,  was  adopted. 

Recommendation  2 . that  the  age  for  Medicare  eligibility  be  raised 
from  age  65  to  age  68,  was  also  adopted. 

Recommendation  3 was  adopted,  and  calls  for  the  enactment  of  a 
state  law  to  require  any  attorney  assisting  in  the  creation  of  a 
Last  Will  and  Testament  be  required  to  advise  the  client  of  the 
Living  Will  provisions  of  state  law. 

Recommendation  4 was  referred  to  the  board  of  trustees  and  SCMA 
Ethics  Committee.  This  recommendation  asks  that  a state  law  be 
enacted  to  provide  immunity  from  liability  for  any  physician  who 
issues  a no  code  order  or  does  not  order  or  discontinues 
artificial  life  support  for  any  patient  who  in  the  opinion  of  the 
attending  physician  and  at  least  one  other  physician  and/or  an 
immediate  family  member  has  no  potential  for  recovery. 

Recommendation  5 . that  a basic  benefit  plan  be  defined  that  would 
constitute  adequate  health  care  and  that  this  minimum  benefit 
plan  be  made  available  to  everyone  in  the  state,  was  adopted. 

Recommendation  6.  that  every  person  in  the  state  be  provided  the 
Basic  Benefit  Plan  at  a uniform  cost  under  private  and  public 
programs,  was  referred  to  the  board  of  trustees. 

Recommendation  7 was  amended  and  adopted.  It  calls  for  an 
appropriate  tax  on  tobacco  products  and  alcohol  to  fund  the 
treatment  of  diseases  and  injuries  resulting  from  the  voluntary 
use  of  these  products.  The  SCMA  has  drafted  legislation  to  this 
effect. 
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Recommendation  8 . that  a statewide  utilization  review  system  be 
created,  was  also  adopted. 

Recommendation  9 was  adopted,  calling  for  development  of 
incentives  to  assure  placement  of  patients  in  the  appropriate 
level  of  care. 

Resolution  Number  F-9,  submitted  by  the  Georgetown  County  Medical 
Society,  was  amended  and  adopted,  and  resolved  that  the  SCMA  urge 
HCFA  and  the  federal  government  to  accept  a physician 
acknowledgment  statement  to  be  valid  indefinitely  as  long  as  a 
physician  maintains  an  active  medical  license  and  medical  staff 
privileges,  rather  than  having  the  physician  acknowledgment 
statement  completed  annually. 

Awards 


The  A.  H.  Robins  Physician's  Award  for  Community  Service  was 
presented  to  Lewis  N.  Terry,  MD,  Greenville.  Other  nominees  were 
Samuel  C.  Durso,  MD,  Columbia?  Donald  A.  Crippen,  MD,  Seneca? 
Charles  F.  Crews,  MD,  Columbia?  Brian  Adler,  MD,  Surfside  Beach? 
and  T.  Fleetwood  Hassell,  MD,  Charleston. 

Anderson  County  Medical  Society  received  the  first  County 
Society  Award  for  Community  Service  for  its  "Walk  With  the  Docs" 
campaign  to  support  the  Anderson  Free  Medical  Clinic.  Accepting 
the  award  on  behalf  of  the  society  was  James  R.  Buehler,  MD, 
president.  Congratulations  go  also  to  the  other  nominees, 
Bamberg,  Charleston,  Georgetown,  Lexington  and  Sumter- 
Clarendon-Lee  Medical  Societies  for  their  worthwhile  projects. 

The  President's  Award  was  presented  to  John  C.  Hawk,  Jr.,  MD,  by 
Daniel  W.  Brake,  MD. 

Receiving  the  Thomas  A.  and  Shirley  W.  Roe  Award  for  the  best 
article  published  in  The  Journal  by  an  institution-based 
physician  was  James  A.  Majeski,  MD  for  his  article  entitled 
"Venous  Thromboembolism." 

The  1990  Journalism  Award,  Television  Category,  was  presented  to 
Sharon  Spears,  medical  reporter  with  WRDW-TV  in  North  Augusta, 
SC.  Spears'  winning  entry  was  on  Camp  Rainbow,  a summer  day  camp 
in  Leesville,  SC  for  children  afflicted  with  cancer.  Winner  in 
the  Print  Category  was  Debra-Lynn  Hook,  staff  writer  with  The 
State  in  Columbia,  for  her  entry  on  aging  and  health  care 
problems  associated  with  the  elderly  population.  Dan  Robinson, 
news  director  at  WSPA  Radio  in  Spartanburg,  received  the  award  in 
the  Radio  Category.  He  was  recognized  for  his  entry  on  infant 
mortality  in  SC  which  he  produced  while  employed  as  news  director 
at  WCOS  in  Columbia. 
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Hurricane  Hugo  Relief  Funds  Presented 


The  SCMA  presented  almost  $40,000  during  the  Annual  Meeting  to 
area  organizations  rendering  Hurricane  Hugo  relief  services. 
Checks  in  the  amount  of  $10,000  each  were  presented  to  Sea  Island 
Habitat  for  Humanity,  East  Cooper  Habitat  for  Humanity  and  Sumter 
Habitat  for  Humanity.  The  Charleston  Interfaith  Crisis  Ministry 
Clinic  received  $3,000  and  the  St.  Andrews  Episcopal  Church 
Clinic  of  Mt.  Pleasant  received  $1,000.  The  SCMA  Auxiliary 
donated  $3,310  in  cash  and  non-perishable  foods  to  the  Lowcountry 
Food  Bank  and  a contribution  of  $2,000  has  been  made  to  the  MUSC 
Psychiatry  Department  for  posttraumatic  stress  counseling. 

HIGHLIGHTS  OF  APRIL  25  BOARD  OF  TRUSTEES  MEETING 


The  board  reviewed  the  draft  recommendations  of  the  DHEC  Family 
Practice,  Pediatrics  and  OB  Task  Forces.  Comments  of  board 
members  regarding  these  recommendations  will  be  mailed  to  Mike 
Jarrett,  DHEC  commissioner. 

Concern  was  expressed  by  board  members  regarding  the  involvement 
of  Medical  Review  of  NC  in  a pilot  project  which  will  conduct  PRO 
review  in  physicians'  offices  in  North  Carolina. 

The  board  agreed  to  seek  legislation  to  establish  a tobacco 
indemnification  fund.  This  law  would  be  financed  through  a tax 
on  cigarettes  of  50  cents  per  package.  At  the  end  of  the  year, 
purchasers  of  group  health  insurance  plans  would  submit  the 
total  amount  paid  for  tobacco-related  illnesses  and  would  receive 
a refund  from  the  state  tobacco  indemnity  fund. 

The  board  provided  the  SCMA's  Sports  Medicine  Committee  with 
funds  to  print,  disseminate  and  collate  an  injury  information 
form  which  will  be  used  to  collect  data  on  any  injuries  incurred 
by  high  school  athletes. 

SUBSIDIARY  ORGANIZATIONS 

Alexander  Donald,  MD,  and  John  Metcalf,  MD,  have  been  elected  to 
the  board  of  directors  of  the  SC  Institute  for  Medical  Education 
and  Research  (SCIMER) . Eloise  Bradham,  MD,  was  elected  the 
institute's  president  at  a meeting  held  during  the  SCMA  Annual 
Meeting. 

New  members  of  the  SOCPAC  board  of  directors  are  Ed  Catalano,  MD, 
Roger  Gaddy,  MD,  William  Meehan,  MD,  and  Jim  Page,  MD. 

MEDICARE  UPDATE 

H.R.  4475:  Physician  Regulatory  Relief 

In  early  April,  an  AMA  bill  designed  to  provide  substantial 
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reforms  for  physicians  in  the  Medicare  program  was  introduced. 

H. R.  4475  contains  five  major  reforms: 

I.  BILLING  FOR  COVERING  PHYSICIANS:  would  mandate  that  HCFA 
allow  "attending"  physicians  to  continue  to  bill  Medicare  for 
services  provided  to  a patient  by  a professional  colleague  who  is 
simply  "covering"  for  a temporarily  absent  "attending" 
physician; 

2.  PROHIBIT  CARRIER  CHARGES  FOR  NECESSARY  DATA:  Medicare 
carriers  would  be  prohibited  from  charging  physicians  for 
information  or  documents  that  are  needed  to  comply  with  Medicare 
statutory  and  regulatory  requirements; 

3.  MANDATORY  RELEASE  OF  CARRIER  SCREENS:  Medicare  carriers 
would  be  required  to  provide  physicians  the  actual  criteria 
(numerical  screens)  utilized  by  the  carriers  in  making  "medical 
necessity"  claims  denials; 

4.  ALLOW  MEDICAL  SOCIETIES  TO  REPRESENT  PHYSICIANS  IN  APPEALS  OF 
INAPPROPRIATE  DENIALS:  State,  county  and  specialty  medical 
societies  could  represent  physicians  as  a class  and  appeal 
inappropriate  denials  by  carriers;  and 

5.  ESTABLISH  HCFA  PHYSICIAN  ADVISORY  GROUP  TO  REVIEW  MEDICARE 
REGULATIONS  PRIOR  TO  IMPLEMENTATION:  HCFA  would  be  required  to 
seek  the  advice  of  a formal  advisory  committee  composed  of 
practicing  physicians  (participating  and  nonparticipating) 
representing  a cross  section  of  specialties  and  practice  locales. 

H.R.  4475  was  introduced  by  Georgia  Rep.  J.  Roy  Rowland,  Jr.,  MD, 
who  was  the  featured  speaker  at  the  SOCPAC  luncheon  during  the 
Annual  Meeting.  The  bill  has  17  original  cosponsors,  including 
SC  Representatives  Butler  Derrick  and  Elizabeth  Patterson.  The 
SCMA  has  asked  other  SC  representatives  to  consider 
cosponsorship.  You  are  encouraged  to  write  your  congressmen 
and  stress  the  importance  of  this  legislation. 

Questions  regarding  Medicare  should  be  directed  to  Barbara 
Whittaker  at  SCMA  Headquarters. 

AIDS  UPDATE 

Retrovir  Program 

The  Bureau  of  Preventive  Health  Services  of  DHEC  has  advised 
that  effective  immediately  the  Retrovir  Program  will  be  unable 
to  approve  any  new  applicants  for  acceptance.  South  Carolina's 
funding  was  extremely  limited  since  federal  funds  were  allocated 
based  on  the  incidence  of  AIDS  among  the  states.  With  the  funds 
available,  however,  approximately  115  people  will  be  served 
through  the  Retrovir  Program.  To  receive  applications  and/or 
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place  new  names  on  the  waiting  list  in  the  event  significant 
changes  should  occur  in  the  funding  level  or  program 
utilizations,  contact  G.  Larry  Sandifer,  DHEC  Bureau  of 
Preventive  Health  Services,  2600  Bull  Street,  Columbia  29201, 
737-4040. 

AIDS  User  Guide 


The  National  AIDS  Information  Clearing  House  (NAIC)  has  updated 
its  "User  Guide."  The  guide  highlights  the  clearinghouse's 
services  and  resources  and  contains  sections  on  NAIC  databases, 
reference  and  referral  services,  outreach  services,  distribution 
and  its  newly  opened  Resource  Center. 

Of  particular  interest  to  physicians  is  the  NAIC  AIDS  Clinical 
Trials  Information  Service  — a free  service  designed  to  give 
health  professionals  and  patients  the  latest  information  about 
AIDS  and  HIV  clinical  trials.  To  contact  the  service,  call  1- 
800-TRIALS-A.  To  request  a copy  of  the  "User  Guide"  call  1-800- 
458-5231. 

UPDATE:  SOUTH  CAROLINA'S  UTILIZATION  REVIEW  LAW 

The  law  regulating  utilization  review  firms  reguires  that  by  May 
1 such  companies  pay  an  $800  fee  and  register  appropriate 
information  with  the  South  Carolina  Department  of  Insurance  (737- 
6160  in  Columbia) . 

Because  this  is  a new  law,  some  companies  have  been  slow  in 
applying  and  it  is  expected  to  take  until  July  1 to  process  these 
applications.  SCMA  members  are  encouraged  to: 

1 . Request  the  "certificate  number"  of  all  utilization  review 
companies  which  reguest  medical  information  from  your  office;  and 

2 . Continue  to  provide  such  information,  even  in  the  absence  of 
the  certificate  number. 

Effective  July  1.  a utilization  review  company  should  be  able  to 
provide  its  "certificate  number"  to  your  office.  You  should 
report  UR  companies  which  are  unable  to  provide  a certificate 
number  to  Tim  Baker,  SC  Department  of  Insurance,  1612  Marion 
Street,  Columbia  29201. 

Please  note  that  insurance  companies  which  are  licensed  in  South 
Carolina  are  otherwise  regulated  by  the  Department  of  Insurance 
and  hence  will  not  have  a special  UR  certification  number.  Two 
lists  will  be  provided  to  physicians  later  this  year:  one  which 
includes  all  the  licensed  insurance  companies  and  one  which 
includes  the  certification  numbers  of  the  UR  companies  which  are 
in  compliance  with  SC  law. 
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NEW  EMERGENCY  DEPARTMENT  PATIENT  TRANSFER  REQUIREMENTS 


The  Omnibus  Budget  Reconciliation  Act  of  1989  expanded  the 
requirements  for  emergency  department  patient  transfers  for 
those  hospitals  participating  in  Medicare.  The  new  requirements 
become  effective  July  1,  1990.  They  are  "self-implementing," 
that  is,  Congress  stipulated  that  they  go  into  effect  even  if 
implementing  regulations  have  not  been  issued  by  that  date.  For 
a copy  of  the  AHA  Advisory  describing  the  new  requirements, 
contact  Kim  Fox  or  Joy  Drennen  at  SCMA  Headquarters  in  Columbia. 

REREGISTRATION  WITH  STATE  BOARD  OF  MEDICAL  EXAMINERS 

Physicians  are  reminded  that  July  1 is  the  deadline  for  applying 
to  the  State  Board  of  Medical  Examiners  for  your  reregistration 
certificate.  You  should  have  received  an  application  for 
reregistration  from  the  board  within  the  past  few  days.  If  you 
do  not  receive  this  application  or  if  you  have  questions,  you  may 
call  the  State  Board  of  Medical  Examiners  at  734-8901  in 
Columbia . 

ANNUAL  QUALIFICATION  STATEMENT  REQUIRED  BY  PA'S 

According  to  state  law,  all  professional  corporations  in  South 
Carolina  must  file  a qualification  statement  with  the  appropriate 
licensing  authority  by  April  1 of  each  year. 

Physician  corporations  must  file  such  a statement  with  the  State 
Board  of  Medical  Examiners  and  provide  the  names  and  usual 
business  addresses  of  their  directors  and  officers. 

If  this  law  applies  to  you  and  you  have  not  filed  your 
qualification  statement,  please  contact  your  attorney  or  the 
State  Board  of  Medical  Examiners  for  the  necessary  forms  to  be 
filed  in  order  for  you  to  be  in  compliance  with  the  law. 

UPCOMING  CONFERENCES 

The  AMA  Division  of  Practice  Management  will  be  conducting 
workshops  in  the  next  few  months  on  gearing  up  for  retirement, 
insurance  processing,  starting  your  practice  and  joining  a 
partnership  or  group  practice.  For  details,  call  1-312-645-4958. 

The  second  annual  AMA  HIV  Conference,  "Counseling,  Testing  and 
Early  Care,"  will  be  held  June  18-19,  1990  in  San  Francisco,  CA. 
The  registration  fee  is  $200.00  payable  by  check  to  the  AMA,  or 
you  may  use  your  MasterCard  or  VISA.  To  register  or  for 
additional  information,  call  the  toll-free  hotline,  1-800-621- 
8335. 

AID  UPSTATE  has  scheduled  its  third  annual  AIDS  Medical  & 
Counseling  Seminar  for  Wednesday,  August  1,  1990,  9:00  a.m.  to 
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4:30  p.m.  at  the  Hilton  Hotel,  Haywood  Road  and  W.  Orchard  Park 
Drive  (Exit  39,  1-385),  Greenville,  SC.  The  seminar  theme  is 
"Beyond  AIDS  101."  For  information  contact  A1  A.  Hafer,  EdD, 
NCC , LPC,  150  Executive  Center  Drive,  B-167,  Greenville  29615 
(297-5030  in  Greenville) . 

The  South  Carolina  Medical  Record  Association  will  hold  its  37th 
annual  meeting  July  18-20,  1990  at  the  Hyatt  Regency  at  Palmetto 
Dunes  Resort,  Hilton  Head,  South  Carolina.  Topics  scheduled 
include  sessions  on  PRO  Review  in  Physicians'  Offices  and 
RBRVS . Keynote  speaker  for  the  meeting  is  F.  Lee  Bailey,  whose 
topic  will  be  "Legal  Issues  in  Healthcare  Today."  For  more 
details  and  registration  information,  contact  Carol  Murphy,  RRA, 
Program  Chairperson,  at  255-1373  in  Greenville. 
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THE  ROLE  OF  IMAGERY  IN  THE  HYPNOTIC 
TREATMENT  OF  ADVERSE  REACTIONS 
TO  CANCER  THERAPY 

CARYN  S.  FELDMAN,  PH.D.* 

HERMAN  C.  SALZBERG,  PH.D.** 


There  is  a substantial  and  rapidly  growing 
body  of  literature  on  the  psychosocial  aspects 
of  cancer  and  its  treatment.1’ 2 Indeed,  the  field 
of  psychosocial  oncology  is  expanding  as  more 
clinicians  recognize  the  need  for  interventions 
which  conceptualize  patients  as  part  of  a bio- 
psychosocial system.  The  purpose  of  the  pres- 
ent study  is  to  assist  in  the  discovery  of  ways  to 
use  the  methodology  of  psychology  to  reduce 
the  adversiveness  of  chemotherapy,  one  of  the 
most  widely  accepted  forms  of  medical 
treatment. 

The  research  examining  adverse  reactions  to 
chemotherapy  may  be  divided  into  two  catego- 
ries: those  focusing  on  pharmacological  (post- 
treatment) reactions  and  those  examining  psy- 
chologically conditioned  (pre-treatment)  reac- 
tions. Pharmacological  side  effects  are  concep- 
tualized as  being  caused  directly  by  the  phar- 
macological properties  of  the  anticancer  drugs. 
Conditioned  reactions  are  conceptualized  as 
psychological,  rather  than  pharmacological  in 
nature.  This  distinction  arises  from  the  clinical 
observation  that  many  patients  display  nausea 
and  emesis  and  express  feelings  of  anxiety  not 
only  after  receiving  treatment,  but  before  re- 
ceiving it  as  well.  Among  the  most  frequent 
and  distressing  side  effects  are  nausea  and 
emesis.3 

Estimates  of  the  prevalence  of  conditioned 
side  effects  range  from  18  percent4  to  65  per- 
cent5 and  are  widely  acknowledged.  However, 
it  has  only  recently  been  the  subject  of  system- 
atic empirical  observation.  The  etiology  of 
nonpharmacological  side  effects  remains  con- 
troversial. Although  a number  of  hypotheses 
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have  been  put  forth,  the  one  which  has  gar- 
nered the  most  empirical  support  concep- 
tualizes these  side  effects  as  classically 
conditioned  responses.6  After  several  courses 
of  chemotherapy,  previously  neutral  stimuli  in 
the  chemotherapy  context  become  associated 
with  the  nausea,  vomiting  and  negative  effect 
produced  by  the  chemotherapy  drugs.  After 
repeated  pairings,  the  sights,  sounds  and  smells 
of  previously  neutral  stimuli  elicit  the  side 
effects. 

INTERVENTIONS 

Although  the  physician  has  a wide  array  of 
antiemetic  agents  to  choose  from,  at  present  no 
regimen  is  completely  effective.  Behavioral  in- 
terventions are  free  of  side  effects,  relatively 
easy  to  learn,  may  be  used  in  other  stressful 
situations  and  may  increase  a patient’s  sense  of 
self-control.  A number  of  researchers  have  ex- 
amined the  utility  of  these  psychologically 
based  methods  of  reducing  adverse  reactions 
to  chemotherapy.6 

The  literature  on  hypnosis  provides  a 
number  of  accounts  of  its  utility  in  reducing 
the  distress  of  cancer  patients.  Claims  have 
been  made  that  it  may  reduce  anxiety,  pain  and 
insomnia,  alter  moods,  produce  local  anesthe- 
sia for  venipuncture,  spinal  taps,  bone  marrow 
aspirations,  biopsies  and  injections,  and  de- 
velop rigidity  or  flaccidity  of  the  body  to  allow 
for  care  of  wounds  during  radiology.7  Many  of 
these  reports  are  anecdotal  and  while  encour- 
aging and  heuristically  valuable,  the  scientific 
application  of  hypnosis  to  cancer  patients  has 
just  begun. 

To  date,  six  case  studies  and  four  controlled 
studies  using  hypnosis  with  cancer  chem- 
otherapy patients  have  been  reported.  These 
studies  were  uniformly  positive  in  suggesting 
that  hypnosis  could  reduce  chemotherapy  nau- 
sea, pain,  vomiting  and  anxiety. 
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PRESENT  STUDY 

Previous  research  suggests  that  patients  re- 
ceiving behavioral  interventions  display 
greater  reductions  in  adverse  side  effects  than 
patients  receiving  traditional  treatment  (i.e., 
chemotherapy  without  a behavioral  interven- 
tion). The  present  study  attempted  to  replicate 
this  finding  within  the  context  of  a more 
rigorous  methodology.  A further  purpose  was 
to  seek  additional  support  for  the  finding  that 
hypnosis  is  an  effective  treatment  for  certain 
chemotherapy  side  effects. 

Although  guided  imagery  has  been  incorpo- 
rated into  almost  every  behavioral  interven- 
tion study  published  to  date,  its  role  in  the 
success  of  these  treatments  has  yet  to  be  deline- 
ated. Previous  research  suggests  that  patients 
receiving  combined  hypnosis  and  imagery 
training  demonstrate  fewer  adverse  reactions 
than  patients  receiving  either  guided  imagery 
or  hypnosis  alone.  This  study  attempted  to 
explore  the  role  guided  imagery  plays  in  the 
reduction  of  chemotherapy  side  effects. 

METHOD 

Sixty  male  and  female  adult  cancer  outpa- 
tients receiving  chemotherapy  as  their  only 
current  treatment  at  a local  oncology  clinic 
served  as  subjects.  Prospective  subjects  were 
invited  to  participate  in  the  study  while  await- 
ing chemotherapy  during  a routine  appoint- 
ment. They  had  previously  received  at  least 
one  treatment  cycle  to  allow  for  the  establish- 
ment of  baseline  responses  and  for  medical 
personnel  to  have  established  dose  and  type  of 
antiemetic  medication.  Subjects’  responses 
were  monitored  during  three  sessions:  base- 
line, and  training  sessions  one  and  two. 

Multiple  measures  were  used  to  assess  anx- 
iety, nausea  and  emesis,  the  side  effects  of 
interest.  These  measures  were  the  State-Trait 
Anxiety  Inventory  (STAI-Form  Y-l)  devel- 
oped by  Spielberger,8  heart  rate,  and  self-report 
scales  assessing  severity  of  anxiety,  nausea  and 
emesis.  Physiological  and  self-report  measures 
were  administered  before,  after,  and  24  hours 
following  each  administration  of  chemo- 
therapy. 

Prospective  subjects  were  randomly  as- 
signed to  one  of  four  groups  (Hypnosis-Imag- 
ery; Hypnosis;  Imagery;  Traditional  Treat- 
ment). Patients  were  given  a description  of  the 


study  and  specific  information  appropriate  to 
the  experimental  condition  to  which  they  were 
assigned. 

Subjects  in  the  Hypnosis-Imagery  group 
were  given  a brief  introduction  to  hypnosis  and 
imagery.  Experimenters  attempted  to  induce  a 
trance  and  followed  this  procedure  with  de- 
scriptions of  structured  images,9  which  were 
followed  by  chemotherapy  administration. 
Once  chemotherapy  terminated,  subjects  were 
aroused  from  trance  and  completed  the  out- 
come measures.  Hypnosis  and  Imagery  condi- 
tions followed  similar  procedures.  Subjects  in 
the  Traditional  Treatment  condition  received 
their  treatment  in  a routine  manner. 

Several  factors  inherent  in  the  disease  pro- 
cess of  cancer,  its  treatment  regimen  and 
organizational/logistic  variables  complicate 
research  in  the  area  of  psychosocial  oncology. 
Given  the  vast  array  of  potential  sources  of 
error  variance,  practical  limitations  prevented 
the  possibility  of  controlling  for  all  these  vari- 
ables. Because  the  health  and  medical  treat- 
ment of  patients  were  given  priority,  design 
considerations  were  secondary. 

All  subjects  received  antiemetic  medica- 
tions which  were  held  constant  throughout  the 
study.  To  control  for  type  of  cancer,  drug  pro- 
tocol and  emetic  potential  of  the  protocol,  sub- 
jects were  randomly  assigned  to  groups  while 
attempting  to  equate  conditions  on  these  vari- 
ables. The  regimens  were  standard  protocols 
for  each  diagnostic  category  represented.  Each 
protocol  was  rated  by  the  oncologists  for  the 
purpose  of  measuring  emetic  potential.  Means 
and  standard  deviations  for  the  emetic  poten- 
tial by  group  were  calculated,  and  it  was  deter- 
mined that  this  variable  was  balanced  and  was 
not  likely  to  be  a significant  source  of  error 
variance.  Because  specific  drugs  received  for 
any  chemotherapy  protocol  may  vary  over 
successive  treatments  within  a treatment  cycle, 
all  subjects  began  training  on  the  first  day  of  a 
treatment  cycle.  In  the  event  that  patient 
health  changes  necessitated  reductions  in  the 
dose  of  medications  received,  the  subject  was 
terminated  from  the  study. 

RESULTS 

A 4 (Hypnosis,  Imagery,  Hypnosis-Imagery 
and  Traditional  Treatment)  X 3 (Baseline,  Ses- 
sion one,  Session  two)  repeated  measures  anal- 
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ysis  of  variance  was  performed  on  each  of  the 
measures.  It  was  hypothesized  that  there 
would  be  a significant  difference  between 
groups  over  time  on  each  measure.  However, 
with  respect  to  pre-chemotherapy  self-reported 
nausea  and  emesis,  low  prevalence  rates  were 
responsible  for  no  differences  being  found  be- 
tween groups  over  time.  With  respect  to  anx- 
iety prior  to  and  24  hours  following  chemo- 
therapy, low  prevalence  rates  again  contrib- 
uted to  no  difference  being  found  between 
groups  over  time.  A 4 X 3 repeated  measures 
analysis  of  variance  with  post-chemotherapy 
state  anxiety  as  the  dependent  measure  was 
conducted  to  test  the  hypothesis  that  post- 
chemotherapy anxiety  was  affected  by  the  be- 
havioral interventions.  Results  indicated  a sig- 
nificant group  by  time  interaction  F (6,  112)  = 
2.40,  p = .03.  A planned  comparison  F-test 
was  conducted  collapsing  across  treatment 
groups  comparing  these  to  Traditional  Treat- 
ment, with  post-chemotherapy  anxiety  mea- 
sures compared  at  sessions  one  and  three. 
Results  suggested  significant  differences  be- 
tween the  behavioral  treatments  and  Tradi- 
tional Treatment,  ir(l,  178)  = 7.14,/?  = .008. 
A subsequent  planned  comparison  looked  at 
the  difference  between  the  treatment  condi- 
tions hypothesizing  that  the  Hypnosis-Imag- 
ery group  would  show  significant  differences 
from  the  Imagery  and  Hypnosis  groups.  Using 
post-chemotherapy  anxiety  compared  at  times 
1 and  3,  the  results  suggested  no  significant 
differences  between  these  groups. 

DISCUSSION 

The  ability  to  detect  differences  between  tra- 
ditional and  treatment  conditions  with  respect 
to  nausea  and  emesis  was  severely  limited  by 
the  lack  of  subjects  experiencing  these  symp- 
toms throughout  the  course  of  the  study.  Sub- 
jects’ ratings  of  nausea  and  emesis  showed  that 
only  1 5 percent  of  patients  experienced  nausea 
and  only  1.7  percent  experienced  emesis  prior 
to  chemotherapy  at  baseline.  Although  the  lit- 
erature predicted  anticipatory  nausea  preva- 
lence rates  of  21  percent10  to  44  percent,11  and 
anticipatory  emesis  rates  of  nine  percent  to  33 
percent,10  the  present  study  reveals  rates  which 
are  much  lower  in  comparison.  It  is  possible 
that  certain  environmental  variables  specific 
to  the  oncology  clinic  in  this  study  combined  to 


produce  low  prevalence  rates  (e.g.,  waiting 
room  atmosphere,  size  of  facility).  Low  preva- 
lence rates  may  also  be  due  to  this  study’s 
operational  definitions  of  the  phenomena.  Pa- 
tients were  evaluated  at  baseline  for  symptoms 
prior  to  a chemotherapy  treatment  on  Day  One 
of  a cycle.  This  decreases  the  probability  that  a 
patient  would  display  symptoms  from  emet- 
ogenic  agents  and  increase  the  probability  of 
symptoms  being  displayed  solely  from  psycho- 
logical factors.  Andrykowski12  argues  that 
pharmacological  confounds  must  be  excluded 
from  the  study  of  conditioned  nausea  and 
emesis,  and  that  once  this  occurs,  prevalence 
rates  will  decrease.  The  present  study  supports 
Andrykowski’s  findings  and  advocacy  for 
more  rigid  and  narrow  operational  definitions. 

The  findings  regarding  anxiety  as  an  adverse 
side  effect  were  mixed.  Prevalence  rates  of  pre- 
chemotherapy anxiety  as  measured  by  heart 
rate,  the  STAI  and  self-report  scales  were  low. 
However,  a significant  group  by  time  interac- 
tion, with  post-chemotherapy  state  anxiety  as  a 
dependent  measure  was  found.  Results  sug- 
gested a significant  difference  between  behav- 
ioral treatment  groups  compared  to  traditional 
treatment  over  time,  from  baseline  to  session 
3.  Although  no  evidence  was  found  for  the 
superiority  of  one  form  of  behavioral  interven- 
tion over  another,  these  patients  as  a whole 
tended  to  fare  better  than  those  without  a be- 
havioral intervention.  Indeed,  patients  in  the 
Traditional  Treatment  group  displayed  a ten- 
dency towards  increasing  anxiety  over  time. 

SUMMARY 

Previous  research  suggested  that  behavioral 
interventions  have  been  helpful  in  reducing 
patients’  adverse  reactions  to  cancer  chemo- 
therapy. The  present  study  attempted  to  im- 
prove on  past  research  by  replicating  this 
finding  within  the  context  of  a more  rigorous 
methodology.  This  study  attempted  to  control 
for  the  wide  range  of  nuisance  variables  inher- 
ent in  research  of  this  nature.  It  was  expected 
that  behavioral  treatments  would  be  superior 
to  traditional  treatment  in  reducing  symptoms 
of  nausea,  emesis,  and  anxiety  related  to 
chemotherapy.  The  ability  to  detect  dif- 
ferences between  traditional  and  treatment 
groups  with  respect  to  nausea  and  emesis  was 
limited  due  to  low  prevalence  rates  of  these 
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symptoms.  Prevalence  rates  of  pre-chemo- 
therapy anxiety  were  low,  but  behavioral  treat- 
ment subjects  reported  less  state  anxiety 
following  chemotherapy  than  traditional  treat- 
ment subjects.  Although  no  evidence  was 
found  for  the  superiority  of  one  form  of  behav- 
ioral intervention  over  another,  these  patients 
tended  to  fare  better  than  those  without  a be- 
havioral intervention.  □ 
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INTRODUCTION 

One  of  the  most  important  issues  medical 
oncologists  face  today  relates  to  the  admin- 
istration of  the  maximum  permissible  dose  of 
an  antineoplastic  drug  to  each  patient.  Funda- 
mental assumptions  described  20  years  ago  led 
to  the  concept  that  more  is  better;  i.e.,  greater 
efficacy  will  be  produced  by  higher  doses,  sub- 
ject to  constraints  of  host  tissue  toxicity.  Al- 
though this  principle  is  firmly  imbedded  in 
both  research  protocols  and  accepted  treat- 
ment practices,  a special  challenge  is  presented 
by  the  individual  with  impaired  bone  marrow 
reserve,  or  with  hepatic  and  renal  function 
abnormalities.  The  practical  motivation  for 
dosage  adjustment  is  well  understood  by  all;  if 
the  full  dose  is  given  to  patients  with  impaired 
ability  to  eliminate  the  drug  from  the  body, 
severe  and  unacceptable  toxicity  can  be  ex- 
pected. Thus,  essentially  all  treatment  reg- 
imens provide  dosage  reductions  based  on  age, 
previous  therapy,  liver  and  kidney  function 
tests  and  ultimate  effect  on  bone  marrow  re- 
serve. Although  these  dosage  reduction 
schemes  are  entrenched  in  everyday  oncologic 
practice,  systematic  effort  to  describe  their 
pharmacologic  basis  or  to  validate  their  useful- 
ness has  not  been  adequately  substantiated  to 
date. 

In  the  absence  of  any  other  information,  a 
typical  empirical  approach  is  to  deliver  the 
standard  dose  of  drug  or  drugs  to  the  patient 
and  then  adjust  doses  on  the  next  cycle,  based 
upon  clinical  observation  of  toxicity.  This 
principle  considered  in  the  past  the  concept  of 
dose-response  in  which  a direct  relationship 
between  dose  increment  and  therapeutic  effi- 
cacy was  demonstrated.  Recent  studies  now 
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include  the  concept  of  dose-intensity  response, 
where  the  time  interval  utilized  in  the  delivery 
of  the  total  cumulative  dose  is  considered  in 
the  initial  calculations. 

THE  EVOLUTION  OF  CHEMOTHERAPY 

The  Relationship  Between  Dose 
and  Tumor  Response 

Dosing  of  chemotherapy  has  traditionally 
taken  a different  approach  as  compared  to  dos- 
ing of  other  pharmaceuticals.  Most  phar- 
maceuticals are  administered  either  as  a stan- 
dard adult  dose  or  a dose  based  on  the  patient’s 
body  weight;  however,  chemotherapy  is  dosed 
based  on  the  patient’s  body  surface  area  repre- 
sented in  square  meters  (m2).  This  figure  takes 
into  account  both  the  height  and  weight,  and 
therefore  may  be  a more  accurate  guideline  for 
giving  comparable  doses  of  the  drugs  to  a di- 
verse body  frame  patient  population.  There  are 
two  methods  of  obtaining  the  proper  body  sur- 
face area  for  a patient.  The  first  is  with  the  use 
of  a nomogram,  and  the  second  is  through 
calculation  with  the  body  surface  area  equa- 
tion, such  as  the  one  proposed  by  Haycock  et 
al:1  body  surface  area  (m2)  = weight  5378  X 
height  3964  X 0.0242. 

The  importance  of  prescribing  the  appropri- 
ate dose  of  chemotherapy  has  been  empha- 
sized by  Frei  and  Canellos.2  If  too  large  a dose 
is  given,  the  toxicity  may  be  intolerable  for  the 
patient.  If  too  small  a dose  is  given,  inadequate 
tumor  response  may  be  seen  and  the  disease 
will  progress.  In  certain  tumors,  even  a slight 
increase  in  dose  has  been  shown  to  produce  a 
significant  increase  in  response.  But  how 
should  this  dose  be  given  in  relation  to  time? 
This  question  is  now  being  investigated  with 
the  development  of  the  dose  intensity  (DI) 
concept  defined  as  the  amount  of  drug  deliv- 
ered per  unit  of  time.3 
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Total  Dose  and  its  Relationship  to  Time 

Dose  intensity  in  cancer  chemotherapy  is 
expressed  as  mg/m2/week.3  When  a single 
agent  is  used,  the  DI  is  easily  determined.  For 
example,  if  5-fluorouracil  (5-FU)  is  given  as  a 
regimen  A in  a dose  of  1000mg/m2/d  for  four 
days  in  21 -day  cycles,  the  DI  is  1333  mg/m2/ 
wk.  In  regimen  B,  if  5-FU  is  given  as  a one  time 
dose  of  1000mg/m2  every  21  days,  the  DI  de- 
creases to  333mg/m2/week. 

In  order  to  compare  the  DI  of  a single  agent 
in  a new  regimen  to  that  used  in  a standard 
protocol,  the  DI  administered  in  the  new  reg- 
imen is  divided  by  the  DI  used  as  standard  and 
the  results  are  expressed  as  a ratio.  If  the 
number  is  greater  than  1.0,  the  new  regimen  is 
said  to  be  more  intense,  and  less  intense  when 
the  ratio  is  below  1.0.  This  ratio  defines  the 
relative  dose  intensity  (RDI)  of  the  new  reg- 
imen. Using  the  previous  example  with  5-FU, 
given  that  regimen  A is  the  new  and  regimen  B 
is  the  standard  protocol,  respectively,  the  DI  in 
regimen  A is  divided  by  that  used  in  regimen  B 
(1333/333  = 4),  resulting  in  the  test  protocol 
being  four  times  more  intense  than  the 
standard. 

Many  protocols  for  cancer  therapy  include 
the  administration  of  more  than  one  drug.  In 
order  to  compare  regimens  incorporating  sev- 
eral drugs,  we  must  define  the  total  average 
RDI  of  the  protocol.  First,  the  DI  for  each  drug 
in  the  test  regimen  is  calculated  and  divided  by 
the  corresponding  DI  of  the  same  drug  in  the 
standard  protocol.  Then,  the  individual  rela- 
tive dose  intensities  are  added  and  divided  by 
the  number  of  drugs  used  in  the  protocol.  If  a 
drug  is  missing  from  the  test  protocol,  it  will  be 
assigned  a relative  DI  of  zero,  but  when  the 
total  relative  DI  is  calculated,  the  denominator 
should  include  the  number  of  drugs  present  in 
the  standard  regimen.  If  drugs  vary  between 
the  protocols,  equally  effective  doses  of  two 
different  drugs  in  treating  a particular  cancer 
can  still  be  compared  measuring  their  relative 
contribution  to  complete  and  partial  response, 
and  overall  survival.4 

An  important  concept  to  emphasize  when 
evaluating  dose  intensities  of  various  pro- 
tocols is  to  utilize  the  received  DI  rather  than 
the  projected  DI  to  be  administered  according 
to  protocol  guidelines.  Many  patients  require 
decreases  in  their  chemotherapy  dosing  over  a 


period  of  time  due  to  excessive  toxicity.  This 
may  result  in  a reduction  in  efficacy,  particu- 
larly when  a tumor  dose  response  association 
is  known  to  exist.3 

Assumptions 

The  relative  DI  calculated  from  several  pro- 
tocols has  been  obtained  either  following  retro- 
spective analysis  of  published  data  when 
available,  or  using  an  alternative  approach  for 
testing  drug  equivalence  based  on  simple  arith- 
metic operations.  Ideally,  the  projected  rela- 
tive DI  of  current  chemotherapy  protocols 
against  various  diseases  should  be  tested  in  a 
prospective,  randomized  manner  in  order  to 
evaluate  the  relative  contribution  of  indi- 
vidual agents  in  the  tumor  response. 

The  methodology  observed  in  these  calcula- 
tions takes  into  consideration  several  assump- 
tions posing  some  limitations  in  the  overall 
concept  of  DI;  that  is,  the  time  element  over 
which  the  treatment  is  administered.  First,  it  is 
necessary  to  assume  that  scheduling  does  not 
determine  antitumor  response  directly  but  it 
affects  tolerance  and  toxicity.  A few  exceptions 
should  be  made  including  the  use  of  ara-C  or 
hydroxyurea  as  an  IV  bolus  or  IV  continuous 
infusion.  The  toxicity  of  an  agent  might  be 
enhanced  with  IV  bolus  administration  at 
three-week  intervals  in  comparison  to  IV  con- 
tinuous infusion.  If  severe  toxicity  is  observed, 
the  received  DI  will  be  less,  and  the  total 
cumulative  dose  will  be  probably  suboptimal 
for  tumor  response.  Therefore,  scheduling  may 
determine  outcomes  more  by  indirect  effects 
than  direct  effects  on  the  tumor.  A second 
limitation  is  the  assumption  that  in  combina- 
tion chemotherapy  the  individual  drugs  are 
equivalent  in  activity  which  implies  a similar 
change  in  response  for  a given  degree  of  change 
in  DI.  In  a retrospective  analysis  for  ovarian 
carcinoma,  the  published  data  allowed  the  cal- 
culation of  tumor  response  within  a narrow 
range  of  DI.5  Under  these  conditions,  plati- 
num was  demonstrated  to  be  the  most  active 
drug;  but  this  information  is  not  always  re- 
ported in  detail  and  for  many  protocols  we 
have  to  use  alternative  approaches  for  testing 
drug  equivalence. 

Thirdly,  the  route  of  administration  con- 
stitutes another  potential  limitation  when  only 
a proportion  of  the  drug  is  absorbed  from  the 
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gastrointestinal  tract.  Erratic  oral  absorption 
occurs  with  5-FU,  VP- 16  and  melphalan. 
When  there  are  pharmacologic  reasons  to  an- 
ticipate different  end  results  according  to  the 
route  of  administration,  identical  dose  inten- 
sities of  the  drugs  should  be  maintained  in  the 
various  treatment  arms.  Finally,  the  potential 
effects  of  drug-drug  interactions  need  to  be 
considered  as  a determinant  of  drug  availabil- 
ity in  several  protocols  where  biochemical 
modulations  are  well  characterized  and  ex- 
ploited in  clinical  trials  utilizing  agents  such  as 
5-FU  and  hydroxyurea.  Under  these  circum- 
stances, correction  factors  should  be  employed 
for  the  calculation  of  DI  to  avoid  unexpected 
shifts  in  the  dose-response  curve. 


PRACTICAL  APPLICATIONS 

Hryniuk  et  al  studied  the  dose  intensities  of 
three  common  chemotherapy  protocols  used 
in  patients  with  metastatic  breast  cancer.6 
They  chose  the  cyclophosphamide,  methotrex- 
ate, 5-FU,  vincristine,  and  prednisone 
(CMFVP)  combination  as  the  standard.  With 
this  regimen  an  objective  response  rate  of  88 
percent  has  been  reported.  They  compared  the 
DI  of  protocols  incorporating  the  above  men- 
tioned agents  to  the  DI  of  the  standard  pro- 
tocol. In  their  comparison,  the  average  DI  of 
the  most  recent  studies  was  10  to  15  percent 
lower,  and  this  correlated  directly  with  attenu- 
ated response  rates. 

Hryniuk  extended  his  observations  to  other 
combinations  utilized  in  breast  carcinoma 
such  as  5-FU,  adriamycin  and  cyclophospha- 
mide (FAC)  and  once  again  a relationship  be- 
tween DI  increase  and  response  rate  was 
demonstrated.  In  all  of  these  breast  carcinoma 
trials  it  was  noted  that  the  median  survival 
time  (MST)  was  longer  in  the  responders  than 
that  of  nonresponders.  When  the  remission 
rates  against  the  MST  of  the  entire  group  are 
analyzed,  one  finds  that  an  increment  of  the 
remission  rate  from  20  to  80  percent  is  corre- 
lated with  a MST  prolongation  from  1 0 to  20 
months.  Therefore  DI  may  be  a major  deter- 
minant of  both  response  and  survival.  This 
retrospective  review  emphasizes  that  further 
clinical  trials  should  deliver  active  agents  with 
the  highest  DI  that  can  be  tolerated  taking  into 
consideration  the  diverse  toxicity  posed  by  the 


scheduling  (continuous  infusion  vs  bolus 
administration). 

Another  potential  use  of  chemotherapy  in- 
tense programs  has  been  described  in  patients 
with  untreated  and  previously  treated  ad- 
vanced ovarian  carcinoma.  The  standard  reg- 
imen was  described  by  Greco  et  al  in  1981 
involving  a combination  with  cyclophospha- 
mide, hexamethylmelamine,  doxorubicin,  and 
platinum  (CHAP).7  Dose  intensities  were  175, 
525,  10  and  15  mg/m2/wk,  respectively,  for 
each  of  the  drugs  in  CHAP.  The  DI  for  each 
drug  in  the  other  regimens  was  converted  to 
the  common  form  of  mg/m2/wk,  and  ex- 
pressed as  a decimal  fraction  of  the  DI  of  the 
same  drug  in  the  standard  regimen. 

Reports  including  the  received  DI  and  sur- 
vival data  for  untreated  patients  were  analyzed 
to  identify  the  role  of  each  of  the  agents  within 
the  CHAP  program  in  the  induction  of  com- 
plete or  partial  remissions  and  the  effect  on 
survival.  Most  of  the  studies  demonstrated  a 
disproportionate  contribution  of  platinum  to 
outcome  over  any  other  drug  within  a DI  sub- 
range. There  was  no  relationship  between 
clinical  response  and  relative  DI  for  dox- 
orubicin or  cyclophosphamide.  In  previously 
treated  patients  with  progressive  disease  where 
combination  chemotherapy  was  administered 
again,  platinum  alone  was  the  most  effective 
salvage  modality  for  individuals  who  failed 
chemotherapy  without  this  drug.  The  addition 
of  other  drugs  to  platinum  increased  the  DI, 
but  not  the  clinical  response;  and  second-line 
regimens  not  containing  platinum  showed  a 
dose-response  curve  shifted  down  from  the 
line  corresponding  to  multiagent  chemothera- 
py containing  platinum.  These  observations 
suggest  that  platinum  alone  is  the  most  effec- 
tive salvage  modality  for  patients  with  ad- 
vanced ovarian  cancer  and  that  other  commer- 
cially available  agents  are  not  likely  to  confer 
any  real  advantage  and  may  detract  from  plati- 
num related  efficacy  by  introducing  toxicity 
requiring  dose  reduction  and  treatment  delays. 

Preliminary  observations  in  patients  with 
locally  advanced  or  metastatic  head  and  neck 
carcinoma  treated  at  our  institution  with  plati- 
num, ara-C,  and  hydroxyurea  have  indicated  a 
potential  relationship  between  DI  of  ara-C  and 
response.  A response  rate  of  greater  than  60 
percent  was  obtained  when  the  administered 
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ara-C  DI  exceeded  0.7,  in  contrast  to  20  per- 
cent for  less  intensively  treated  patients.  How- 
ever, in  order  to  preserve  a therapeutically 
beneficial  ara-C  DI  and  at  the  same  time  mini- 
mize excessive  myelosuppression,  the  total 
ara-C  dose  per  cycle  was  split  in  two  treatments 
without  modifications  in  the  other  two  agents. 

CONCLUSION 

Retrospective  analyses  have  shown  correla- 
tions between  outcome  and  DI  of  chem- 
otherapy for  a variety  of  drugs  against  breast 
and  ovarian  carcinoma.  These  principles  will 
probably  have  a role  in  our  decisions  for  pro- 
tocol design  and  implementation  of  new  drugs 
for  clinical  use  in  prospective  trials.  As  a result, 
these  new  concepts  will  be  submitted  to  rigor- 
ous testing  from  which  new  decisions  may 
emerge  for  improving  cancer  treatment.  □ 
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many  young  women,  smoking  is  viewed  as  stylish. 

It  is  not.  Smoking  is  deadly. 

If  you  smoke,  please  consider  stopping.  For  help,  information  and  support, 
please  contact  your  local  American  Cancer  Society. 
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INTRODUCTION 

Non-melanoma  skin  cancer  is  found  com- 
monly in  actinically  damaged  skin  and  can 
usually  be  managed  with  simple  outpatient 
treatment.  Squamous  cell  carcinomas  account 
for  about  20  percent  of  all  cutaneous  malignan- 
cies and  generally  are  cured  with  adequate  lo- 
cal measures,  and  metastasis  to  regional  nodes 
has  been  found  to  occur  in  only  one  to  two 
percent  of  patients.1  Squamous  cell  carcinoma 
arising  in  areas  with  previous  thermal  burns, 
osteomyelitic  sinuses,  or  radiation  dermatitis 
are  known  to  be  far  more  likely  to  behave 
aggressively  and  result  in  metastatic  disease.2 
However,  it  has  been  recognized  that  even 
without  those  antecedent  conditions  that 
deeply  invasive  extensive  lesions  are  also  occa- 
sionally a cause  of  significant  morbidity  and 
mortality.  Recent  experience  with  several  pa- 
tients reflects  a need  for  careful  long  term  fol- 
low-up in  high  risk  patients  with  a conscious- 
ness of  the  risk  of  development  of  life-threaten- 
ing metastatic  disease. 

CASE  NO.  1 

P.  O.  is  a 71 -year-old  male  seen  and  treated 
in  January,  1989,  by  his  dermatologist  for  a 
one  cm.  squamous  cell  carcinoma  of  the  right 
cheek  area.  Less  than  four  months  later  the 
patient  noted  a 3.5  X 3 cm.  mass  at  the  angle  of 
the  right  mandible  and  a fine  needle  biopsy  was 
consistent  with  metastatic  squamous  cell  car- 
cinoma. He  is  a non-smoker  and  no  other  pri- 
mary site  was  found.  A right  radical  neck 
dissection  with  superficial  parotidectomy  was 
done  shortly  thereafter  and  findings  were  of  a 
large  metastatic  squamous  cell  carcinoma  in- 


*  From  the  Departments  of  Surgery  and  Pathology,  Roper 
Hospital,  316  Calhoun  Street,  Charleston,  S.  C.  29401. 
Address  correspondence  to  Dr.  Wilson  at  30  Bee  Street, 
Charleston,  S.  C.  29403. 


volving  only  a single  node  with  invasion  di- 
rectly into  the  stemomastoid  muscle,  adjacent 
soft  tissue,  and  the  parotid  gland.  The  patient 
recovered  uneventfully  from  operation  and 
was  advised  to  have  postoperative  irradiation 
which  he  declined  to  receive.  Seven  months 
following  neck  dissection  he  remains  free  of 
recurrence. 

CASE  NO.  2 

D.  H.  is  a 65-year-old  female  who  was  found 
in  December,  1983,  to  have  a very  large  ulce- 
rated squamous  cell  carcinoma  of  the  right 
hand  extending  from  the  thenar  eminence 
across  the  metacarpal  into  the  first  web  space. 
She  had  a moderately  well-differentiated  tu- 
mor with  perineural  and  vascular  invasion  and 
involvement  of  the  bone,  and  after  a ray  am- 
putation was  done  initially,  she  had  amputa- 
tion of  the  right  hand  at  the  mid  forearm  level 
in  January,  1984.  She  did  well  and  was  seen  at 
regular  intervals  until  January,  1988,  and  then 
failed  to  keep  scheduled  appointments. 

She  presented  in  April,  1989,  with  a 12  X 10 
cm.  draining  right  axillary  mass,  and  biopsy 
through  skin  defect  showed  poorly  differenti- 
ated squamous  cell  carcinoma.  Staging  was 
done  and  no  visceral  metastasis  was  found. 
Multidisciplinary  consultation  was  completed 
and  an  aggressive  program  and  neo-adjuvant 
chemotherapy  was  recommended  in  the  hope 
of  avoiding  a forequarter  amputation.  She  re- 
ceived two  courses  of  infusion  Platinol  and 
other  drugs  including  5FU,  calcium  leuko- 
voran,  Velban,  and  Bleomycin.  After  the  first 
round  of  chemotherapy  she  developed  some 
mucositis  and  dehydration  but  had  a dramatic 
response  with  shrinkage  of  the  tumor  after  the 
second  course  to  3 X 2 X 4 cm.  She  continued 
to  have  an  open  draining  wound.  A radical 
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axillary  dissection  including  part  of  the  axillary 
vein  with  suture  repair  was  then  completed 
successfully.  All  margins  were  free  of  neoplasm 
and  she  recovered  uneventfully  with  normal 
use  of  her  arm.  In  spite  of  previous  hand  am- 
putation, she  has  good  function  with  her  arm. 
Subsequently,  she  received  two  more  rounds  of 
chemotherapy  and  then  was  referred  for  adju- 
vant radiation  therapy  which  she  completed 
without  difficulty  to  a dose  of  5,000  rads.  She  is 
currently  free  of  disease. 

CASE  NO.  3 

E.  C.  was  an  8 1 -year-old  man  seen  in  August, 

1988,  with  a metastatic  squamous  cell  car- 
cinoma of  the  skin  involving  the  left  parotid 
area  with  a draining  sinus.  About  10  months 
prior  to  that  he  had  a two  cm.  moderately 
differentiated  squamous  cell  carcinoma  of  the 
left  preauricular  area  removed  with  margins 
free  of  tumor.  Six  months  later  he  returned 
with  a two  cm.  mass  at  the  angle  of  the  jaw 
which  grew  rapidly  and  underwent  spon- 
taneous necrosis  and  drainage.  Radiation  ther- 
apy was  begun.  He  had  shrinkage  of  the  main 
tumor  mass  but  over  the  next  six  weeks  devel- 
oped multiple  new  nodules  in  the  left  upper 
neck  and  ultimately  developed  nodules  in  the 
right  submandibular  area.  These  were  docu- 
mented by  biopsy  to  be  metastatic  squamous 
cell  carcinoma  also,  and  were  felt  to  be  in  the 
lymphatics  of  the  skin.  The  patient  was  not 
considered  a surgical  candidate  in  the  view  of 
the  degree  of  involvement  of  the  skin  and  fixa- 
tion near  the  angle  of  the  left  mandible.  He  was 
referred  for  chemotherapy  which  he  elected 
not  to  have  and  he  expired  of  progressive  meta- 
static disease  in  November  of  1988. 

CASE  NO.  4 

J.  T.  is  a 77-year-old  while  male  who  was 
treated  elsewhere  for  a large  squamous  cell 
carcinoma  of  the  left  index  finger  with  excision 
and  a skin  graft  in  early  1988.  He  had  a very 
aggressive  lesion  with  ulceration  and  tumor 
extension  into  the  deep  dermis  but  clear  mar- 
gins were  obtained.  He  presented  in  March, 

1 989,  with  a six  cm.  left  axillary  mass  under  the 
pectoralis  major  muscle  thought  initially  to 
represent  a sarcoma.  A needle  biopsy  of  the 
mass  was  consistent  with  metastatic  squamous 
cell  carcinoma.  Physical  exam  and  work-up 


including  a CT  scan  showed  no  other  disease. 
A left  axillary  node  dissection  was  performed, 
and  the  tumor  was  noted  to  be  surrounding  the 
brachial  plexus  and  could  not  be  removed  with 
free  margins.  After  discussion  with  the  patient 
and  the  family,  a left  forequarter  amputation 
was  carried  out  one  week  later  with  all  margins 
negative.  He  received  postoperative  radiation 
therapy  without  incident.  Two  months  later 
chest  x-ray  showed  a large  left  pleural  effusion 
but  cytology  on  pleural  fluid  on  two  occasions 
was  negative  for  neoplasm.  In  November, 
1989,  a density  was  noted  in  the  right  lower 
lung  field  suspicious  for  metastatic  disease. 
The  left  pleural  effusion  has  not  progressed, 
and  he  has  shown  no  evidence  of  local  recur- 
rence on  the  chest  wall.  However,  he  has  gotten 
progressively  weaker  and  after  discussion  with 
the  patient  and  his  family,  he  has  been  referred 
to  Hospice  for  supportive  care. 

CASE  NO.  5 

S.  S.  was  a 61 -year-old  male  from  California 
with  recurrent  squamous  cell  carcinoma  of  the 
right  epitrochlear  area  when  seen  for  the  first 
time  in  September,  1982.  Since  1943  he  had 
had  multiple  lesions  of  the  right  hand  includ- 
ing both  squamous  cell  and  basal  cell  car- 
cinomas, and  in  January,  1981,  he  was  found 
to  have  a four  cm.  right  epitrochlear  mass.  It 
was  resected  at  that  time  with  incomplete  mar- 
gins and  was  found  to  be  a poorly  differenti- 
ated squamous  cell  carcinoma  with  invasion 
into  fibroadipose  tissue.  No  additional  treat- 
ment was  given,  and  in  December,  1981,  he 
was  found  to  have  recurrence  in  the  same  area 
with  a four  cm.  mass.  Re-excision  was  at- 
tempted with  findings  of  neural  invasion,  and 
the  pathologic  specimen  was  again  found  to 
have  neoplasm  in  the  margin. 

Following  this  he  was  given  5,000  rads  of 
external  beam  radiation  therapy,  but  he  devel- 
oped a 1.5  cm.  tumor  nodule  in  the  same  area 
during  his  course  of  treatment.  A third  surgical 
procedure  in  the  same  area  was  then  per- 
formed which  included  a wide  excision  and 
placement  of  a split-thickness  skin  graft.  Three 
months  later  he  moved  to  South  Carolina  and 
presented  shortly  after  with  an  enlarging 
slightly  cystic  nodule  measuring  1.5  cm.  in  the 
middle  of  the  skin  graft  site.  His  exam  was 
otherwise  significant  only  for  diffuse  severe 
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actinic  change  of  the  face,  arms,  and  neck.  He 
had  nothing  to  suggest  other  metastatic  disease 
with  a normal  chest  x-ray. 

The  possible  necessity  for  a forequarter  am- 
putation was  discussed,  but  the  patient  was 
understandably  anxious  to  try  more  conser- 
vative measures  first.  Therefore,  the  recurrent 
epitrochlear  tumor  was  resected  with  preserva- 
tion of  the  ulnar  nerve  and  placement  of  an- 
other skin  graft.  Axillary  dissection  had  been 
considered  but  was  deferred  based  on  the  nor- 
mal clinical  exam.  The  pathologic  specimen 
showed  a well-differentiated  keratinizing 
squamous  cell  carcinoma  with  invasion  into 
skeletal  muscle  but  all  resection  margins  free  of 
tumor.  There  was  no  postoperative  neurologic 
deficit,  and  after  more  than  seven  years  of 
follow-up,  he  has  had  no  evidence  of  further 
metastatic  disease. 

DISCUSSION 

The  incidence  of  metastatic  disease  from 
squamous  cell  carcinoma  of  the  skin  develop- 
ing in  the  setting  of  actinic  damage  has  been 
estimated  to  vary  from  .5  percent  to  16  per- 
cent.3 The  higher  figures  come  from  selected 
patient  groups  frequently  already  treated  one 
or  more  times  for  local  recurrence.  A majority 
of  the  lesions  causing  metastatic  disease  are 
large,  greater  than  two  cm.,  and  the  depth  of 
invasion,  as  with  malignant  melanoma,  has 
been  suggested  as  a primary  determinant  of 
metastatic  potential.4  A recent  study  of  pa- 
tients referred  for  Mohs  chemosurgery  at  Duke 
University  documented  80  percent  of  recur- 
rences of  squamous  cell  carcinomas  of  the  skin 
within  the  first  year  and  virutally  all  within  two 
years.4  A frequent  associated  finding  was  in- 
ability to  control  the  primary  tumor. 

Perineural  invasion  is  often  seen  with  ad- 
vanced lesions  and  has  been  associated  with 
more  aggressive  tumor  behavior  and  a much 
higher  risk  of  regional  disease  and  ultimate 
treatment  failure.5  This  is  especially  true  of 
cancers  of  the  skin  of  the  face  and  neck  and  in 
that  situation  is  associated  with  a grave  prog- 
nosis, not  uncommonly  extending  intracran- 
ially.  Another  significant  risk  factor  for 
subsequent  recurrence  after  nodal  dissection  is 
the  finding  of  extension  of  neoplasm  through 
the  capsule  of  lymph  nodes  out  into  soft  tissue. 
This  would  in  general  be  considered  an  indica- 


tion for  adjuvant  radiation  therapy  and  a defi- 
nite risk  factor  for  ultimate  treatment  failure.  It 
is  of  interest  in  the  context  of  this  patient 
group,  however,  that  histologic  review  of  all 
tumors  in  this  series  failed  to  show  any  striking 
or  unusual  features.  Most  of  the  patients  had 
tumors  which  were  moderately  differentiated 
with  typical  squamous  pearls.  Deep  invasion 
into  adjacent  tissues  did  seem  to  be  a common 
denominator,  however. 

The  experience  described  here  would  sup- 
port long-term  follow-up  of  high  risk  patients 
in  the  hope  of  identifying  metastatic  disease 
while  still  treatable  for  cure  ideally  without 
extremity  amputation.  Patient  number  1 was 
found  with  metastatic  disease  which  was  still 
resectable  although  the  tumor  was  already  in- 
vading muscle  and  adjacent  soft  tissue.  Patient 
number  2 had  a disease-free  interval  of  more 
than  five  years  prior  to  presenting  with  a huge 
draining  mass  which  was  managed  without 
amputation  after  significant  reduction  in  size 
with  chemotherapy.  The  ultimate  role  of 
chemotherapy  in  this  patient  in  terms  of  possi- 
ble cure  cannot  be  determined  because  of  the 
short  follow-up  period,  but  this  case  would 
certainly  stimulate  interest  in  further  trial  of 
chemotherapy  in  this  disease. 

Patient  number  3 exemplifies  the  rare  prob- 
lem of  very  aggressive  tumor  behavior  which 
may  defy  all  efforts  at  local  control.  Patient 
number  4 who  required  forequarter  amputa- 
tion is  alive  with  apparent  recurrence  of  dis- 
ease but  has  had  some  palliation  of  the  pain 
caused  by  invasion  of  the  brachial  plexus.  Un- 
fortunately, treatment  for  such  advanced  dis- 
ease is  often  fraught  with  recurrence,  and  in  the 
future  with  such  patients  the  use  of  chem- 
otherapy may  be  considered.  Patient  number  5 
is  of  interest  in  that  he  developed  epitrochlear 
lymph  node  metastasis.  He  had  three  local 
recurrences  following  incomplete  excision  and 
radiation  therapy,  and  in  spite  of  this  the 
patient  appears  to  be  cured  following  local  re- 
excision after  clear  margins  were  finally 
obtained. 

Optimal  management  following  treatment 
of  large  or  deeply  invasive  squamous  cell  car- 
cinoma of  the  skin  must  then  start  with  ver- 
ification of  clear  surgical  margins  by  the 
pathologist.  Physical  exam  should  then  be  per- 
formed regularly  to  assess  the  possibility  of 


May  1990 


313 


SQUAMOUS  CELL  CA  OF  THE  SKIN 


local  or  regional  recurrence,  as  well  as  to  look 
for  new  primary  cancers.  If  suspicious  ade- 
nopathy develops,  fine  needle  aspiration  bi- 
opsy may  be  very  useful,  making  preliminary 
incisional  biopsy  necessary  only  in  the  excep- 
tional case. 

Elective  lymph  node  dissection  has  been 
suggested  in  patients  with  high  risk  primaries. 
This  is  a definite  consideration  in  patients  with 
carcinomas  developing  in  areas  of  chronic  ul- 
ceration or  radiation  or  thermal  injury,  in 
whom  the  risk  of  metastatic  disease  may  be  30 
to  40  percent.  However,  in  patients  with 
lesions  presenting  on  typically  actinically 
damaged  skin  it  would  still  seem  to  be  more 
prudent  to  follow  them  clinically  without  dis- 
section unless  they  develop  disease.  One  of  the 
significant  problems  with  doing  regional 
lymph  node  dissection  without  palpable  dis- 
ease is  selecting  the  appropriate  lymph  node 
basin  for  operation.  It  has  been  recognized  that 
skin  cancers  on  the  hand  or  arm  may  go  to  the 
epitrochlear  lymph  nodes  as  in  patient  number 
5 before  going  to  the  axillary  nodes,  and  the 
report  from  M.D.  Anderson  Hospital1  de- 
scribed 26  of  86  patients  with  upper  extremity 
tumors  who  had  involvement  of  both  epi- 
trochlear and  axillary  nodes.  In  that  setting 
forequarter  amputation  will  usually  ultimately 
be  necessary. 


In  summary,  large  or  deeply  invasive 
squamous  cell  carcinomas  of  the  skin  should 
be  thought  of  as  having  a significant  potential 
for  metastatic  disease  with  morbidity  and  even 
death,  and  close  follow-up  examination  should 
be  carried  out  indefinitely.  Public  education 
should  provide  an  awareness  that  skin  cancer 
is  not  only  an  inconvenience  or  an  aggravation 
but  potentially  a lethal  disease.  Increasingly 
the  multidisciplinary  approach  to  metastatic 
disease  may  be  helpful.  □ 
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INTRODUCTION 

The  clinical  application  of  selective  localiza- 
tion of  malignant  disease  by  tumor  seeking 
compounds  remains  an  unfulfilled  objective  of 
the  oncologist.1’ 2 The  development  of  mono- 
clonal antibodies  (MCA)  that  react  with  tu- 
mor-associated antigens  has  heralded  a new 
era  in  attempts  to  target  cancer  tissue  (Table  1 ). 
Although  MCA  have  been  introduced  com- 
mercially for  use  in  immunohistochemistry, 
cytological  analysis  of  cell  types  or  the  moni- 
toring of  tumor  status,3  widespread  clinical 
application  of  these  agents  for  in  vivo  diag- 
nosis or  treatment  is  still  awaited.  Extensive 
animal  and  clinical  research  utilizing  MCA  as 
radioimmunoimaging  agents  has  been  inten- 
sified by  substantial  public  and  private  sector 
investment  without  the  appearance  of  a com- 
mercially available  product  for  in  vivo  use.1’ 2 

MONOCLONAL  ANTIBODIES 

The  repeated  demonstrations  that  intra- 
venously administered  monoclonal  antibodies 
will  “home  in”  on  selected  antigenic  targets 
has  posed  exciting  prospects  for  the  diagnosis 
and  treatment  of  malignant  disease  (Table  1). 
When  radiolabeled  with  a gamma  emitting  iso- 
tope, a monoclonal  antibody  can  be  traced  by 
external  scanning  with  a gamma  camera  (radi- 
oimmunoimaging), thereby  permitting  the 
early  detection  of  tumors  and  metastatic  dis- 
ease.1’ 2 The  production  of  MCA  that  are  di- 
rected against  tumor-associated  antigens  can 
be  used  for  radioimmunoimaging  and  immu- 
notherapy with  unlimited  theoretical  poten- 
tial. If  accurate  staging  of  cancer  is  facilitated 
by  such  methodology  then  appropriate  inter- 
vention could  be  planned  for  specific  types  of 
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TABLE  1 


Uses  for  a Monoclonal  Antibody 
Against  a “Tumor-Specific”  Antigen 


In  Vitro: 

Immunohistochemistry 
Cytologic  Analysis 
Serodiagnosis  of  Cancer 


In  Vivo: 

Radioimmunoimaging 

Radioimmunotherapy 

Photoimmunotherapy 

Chemoimmunotherapy 


malignancy.  A tumor  seeking  agent,  such  as  a 
MCA,  has  the  potential  for  being  conjugated 
with  a toxic  agent  such  as  a chemotherapeutic 
drug  or  a radionuclide  that  will  deliver  harmful 
radiation  selectively  to  the  tumor  mass  (radi- 
oimmunotherapy).3 This  selective  delivery  of 
a therapeutic  agent  may  avoid  problems  that 
are  associated  with  “total  body  exposure”  that 
occurs  with  conventional  chemotherapy. 

The  key  to  the  production  of  MCA  for  cancer 
diagnosis  and  treatment  is  the  isolation  and 
characterization  of  an  antigen  that  is  specific  to 
a neoplasm.  Most  currently  recognized  tumor 
associated  antigens  are  expressed  in  fetal  tissue 
preferentially  but  many  are  relatively  non-spe- 
cific.3 Such  tumor  associated  antigens  are  usu- 
ally glycoproteins,  glycolipids  or  glycosamin- 
oglycans.  Intensive  studies  have  been  per- 
formed using  onco-fetal  antigen  systems  which 
have  a wide  distribution  among  different  tu- 
mor systems,  including  carcinoembryonic 
antigen  and  alpha  fetoprotein.3  Pregnancy  re- 
lated antigens  have  been  utilized  in  immu- 
nodetection of  neoplasia,  including  human 
chorionic  gonadotropin,  pregnancy-specific 
glycoprotein  and  milk-fat  globule  antigens. 
Common  to  all  of  these  antigen  systems  is  a 
lack  of  specificity.  Within  an  individual  can- 
cer, there  may  be  a heterogeneous  population 
of  tumor  cells  with  variation  in  antigenic  ex- 
pression, such  that  the  candidate  targeting 
agent  may  react  with  the  primary  neoplasm  but 
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not  the  metastases.4  Several  physiologic  factors 
determine  the  access  of  a MCA  or  other  tumor 
seeking  agents  to  neoplasia.  These  factors  in- 
clude vascular  supply  of  the  neoplasm,  blood 
flow  and  availability  of  interstitial  fluid.4  At- 
tempts to  compensate  for  these  problems  by 
using  more  than  one  MCA  in  a “cocktail”  have 
met  with  limited  success.  Access  to  the  tumor 
by  the  MCA  may  be  facilitated  by  the  use  of 
antibody  fragments.4  The  smaller  molecule  of 
the  fragment  of  the  MCA  has  more  rapid  blood 
clearance  than  the  whole  antibody,  conferring 
the  advantages  of  less  of  a foreign  protein  load 
to  induce  sensitization  of  the  host  to  the  in- 
jected protein  and  improvement  in  imaging  by 
more  rapid  clearance  of  background  radioac- 
tivity, thereby  increasing  the  “signal  to  noise” 
ratio  on  a scintiscan.4  To  facilitate  the  clear- 
ance of  radiolabelled  antibodies  from  the  sys- 
temic circulation  antibodies  to  the  tumor 
seeking  MCA  have  been  used  to  “mop  up”  free 
circulating  MCA.  The  prospect  of  making  “tai- 
lor made”  MCA  to  a neoplasm  holds  great 
promise.  Such  antibodies  could  be  produced 
by  removing  cancer  that  tissue  bear  specific 
antigenic  components  and  producing  produce 
specific  MCA  of  animal  or  human  type  against 
the  neoplasm  in  question.  The  “tailor  made” 
MCA  can  be  used  in  subsequent  diagnosis  and 
therapy  of  the  patient. 

LECTINS 

Although  much  effort  has  focused  on  anti- 
bodies for  localization  of  malignant  disease, 
other  novel  agents  with  tumor  seeking  proper- 
ties have  undergone  extensive  investigations 
in  animals  and  man.2’ 5 Lectins  are  ubiquitous 
sugar  binding  proteins  or  glycoproteins  of  non- 
immune  origin  which  agglutinate  cells  and/or 
precipitate  glycoconjugates.5  These  com- 
pounds have  been  found  in  a wide  range  of 
organisms  including  plants,  bacteria,  molds, 
algae,  fish,  sponges,  snakes,  eels  and  crabs. 
Despite  the  accumulation  of  substantial 
knowledge  about  the  biological  and  chemical 
properties  of  lectins,  relatively  little  is  known 
about  their  role  in  nature.  In  plants,  sugar 
transport  or  storage,  seed  germination,  cellular 
division  or  differentiation  and  nitrogen  fixa- 
tion may  be  facilitated  by  the  presence  of  lec- 
tins. In  addition,  they  may  play  a role  in 


defense  of  plants  or  animals  against  microbial 
attack. 

Lectins  have  been  extensively  utilized  as  cell 
surface  probes  or  agglutinators  by  virtue  of 
their  interaction  with  specific  carbohydrate  de- 
terminants on  cell  surfaces.5  Other  lectins  that 
are  mitogenic  or  cause  cell  agglutination  have 
found  a major  role  in  immunology  and  blood 
typing.  Investigations  with  lectins  have  indi- 
cated that  the  occurrence  of  cell  agglutination 
is  markedly  different  between  normal  and  ma- 
lignant cells.6  The  ability  of  a lectin  to  bind 
with  carbohydrate  antigens  expressed  by  neo- 
plastic cells  has  led  to  their  use  to  study  cell 
surface  changes  that  occur  during  malignant 
transformation.6’ 7 

The  affinity  of  lectins  for  carbohydrate  anti- 
gens expressed  by  certain  malignant  cells  has 
led  to  their  use  as  agents  to  target  neoplasms  in 
vivo8  (Figure  1).  Lectins  have  been  used  in 
animals  as  carriers  for  the  delivery  of  chemo- 
therapeutic agents  to  tumors.  For  example, 
concanavalin  A (con  A)  will  selectively  aggluti- 
nate and  kill  tumor  cells  in  vitro  and  can  in- 
crease the  life  span  of  tumor  bearing  mice.  The 
injection  of  a con  A-chemotherapeutic  drug 
complex  has  been  found  to  be  more  effective 
for  treatment  of  tumors  in  animals  than  injec- 
tion of  either  the  lectin  or  anti-tumor  drug 
alone. 

A number  of  lectins  are  cytotoxic  for  tumor 
cells.  Abrin  and  ricin  are  highly  toxic  to  tumor 
cells  and  the  toxic  A chain  of  ricin  conjugated 
with  an  appropriate  anti-idiotype  antibody  has 
been  used  for  the  killing  of  myeloma  cells  that 
express  IgM  and  IgD  receptors  of  unique  idi- 
otypes.  In  addition,  con  A and  the  egg  lectin 
from  the  frog  Rana  japonica  are  directly  toxic 
to  malignant  cells.  Concanavalin  A,  peanut 
lectin  (PNA)  and  aloctin  A have  antitumor 
effects  that  probably  involve  immunologically 
mediated  mechanisms.  Concanavalin  A has  a 
demonstrated  antitumor  effect  if  premixed 
with  tumor  cells  and  BCG  prior  to  inoculation 
into  tumor  bearing  animals  and  aloctin  A in- 
hibits the  growth  of  intraperitoneal  tumors  in 
mice.  Peanut  lectin  inhibits  tumor  growth  in 
animals  if  it  is  premixed  with  tumor  cells  that 
have  been  pretreated  with  the  enzyme  neu- 
raminidase and  mixed  together  with  BCG 
prior  to  injection. 
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FIGURE  1.  Radioiodinated  peanut  lectin  (iodo-PNA)  has  been  administered  to  a patient  with  metastatic  cancer  of  the  breast. 
The  scintiscan  (left)  demonstrates  localization  of  the  iodo-PNA  in  a metastatic  lesion  extending  from  the  mediastinum,  show  n 
on  chest  x-ray  (right). 


It  would  appear  that  some  lectins  have  the 
advantage  of  tumor  localizing  or  cancer  treat- 
ment properties.  However,  the  clinical  use  of 
some  lectins  may  be  limited  by  their  toxicity, 
for  example,  Con  A is  a powerful  mitogen  and 
produces  an  immune  response  and  aloctin  A 
binds  to  normal  serum  proteins.  However,  the 
use  of  lectins  in  man  is  encouraged  by  the 
recent  results  of  a tumor  detection  trial  which 
showed  that  intravenously  administered,  radi- 
oiodinated, PNA  permitted  the  inconsistent 
detection  of  a neoplasm  in  several  patients 
with  metastatic  cancer  that  expressed  the 
Thomsen-Friedenreich  antigen  (“T”  antigen), 
without  adverse  effects.8  Heterogeneous  ex- 
pression of  “T”  antigen  in  the  tumor  mass  in 
these  patients  was  believed  to  account  for  in- 
consistent tumor  localization  of  the  PNA.8 


TUMORICIDAL  DYES 

Fluorescent  dyes,  including  hematoporphy- 
rin  derivative  (HpD),  pthalocyanines  of 
acridine  orange  can  be  utilized  in  the  pho- 


todynamic therapy  of  cancer.9  Photodynamic 
therapy  involves  the  injection  of  a fluorescent 
dye,  which  may  localize  preferentially  or  be 
selectively  retained  in  the  neoplasia,  and  sub- 
sequent excitation  of  the  eye  by  laser  light  of 
appropriate  wavelength.  Light  activation  of 
these  dyes  kills  tumor  cells  by  the  occurrence  of 
a photodynamic  action  involving  singlet  oxy- 
gen production.9  The  mechanisms  of  preferen- 
tial localization  of  the  HpD  or  other  dyes 
remain  poorly  understood  and  a major  side 
effect  of  this  therapy  is  lingering  photosen- 
sitivity of  the  patient  due  to  the  slow  clearance 
of  HpD. 

Utilizing  HpD  and  red  light  (wavelength  630 
nm),  delivered  interstitially,  it  is  possible  to 
interrupt  the  growth  of  highly  anaplastic  neo- 
plasms10 (Figure  2).  When  a neoplasm  that  has 
been  pretreated  with  HpD  is  illuminated  with 
light  of  wavelength  4070A  salmon  pink  fluo- 
rescence of  neoplasia  is  observed,  whereas  ad- 
jacent benign  tissue  appears  grey  in  color.9 
This  fluorescence  has  been  used  in  the  diag- 
nosis of  neoplasia  in  the  lung,  bladder  and 
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FIGURE  2.  The  dye  laser  pumps  light  at  wavelength  of  630  nm  (top  left)  which  is  delivered  through  fiberoptic  light  cable 
placed  interstitially  into  a malignant  hepatoma  growing  in  the  flank  of  a rat  (top  right).  A low  power  electron  micrograph  of  the 
hepatoma  prior  to  photodynamic  therapy  (PDT)  is  shown  (bottom  left)  with  a micrograph  after  PDT  showing  a dramatic 
tumoricidal  effect  with  cellular  disruption  and  cross-linking  of  membranes  (bottom  right). 


gastrointestinal  tract  by  modifying  light  deliv- 
ery and  fluorescent  detectors  to  be  used  during 
endoscopy. 

The  use  of  photochemicals  has  the  potential 
for  normal  tissue  damage,  systemic  photosen- 
sitive skin  eruptions  and  normal  tissue  adja- 
cent to  the  neoplasm  may  be  severely  damaged 
without  accurate  timing  of  dye  administration 
and  light  exposure.  To  overcome  these  prob- 
lems, the  photosensitizer  can  be  modified  so 
that  it  is  more  tumor  specific.10  This  approach 
may  minimize  the  side  effects  of  the  dye  by 
permitting  a reduction  in  the  effective  thera- 
peutic dose  and  less  dispersal  of  the  dye 
throughout  the  body.  By  joining  or  conjugating 
these  tumoricidal  dyes  with  compounds  that 
have  an  affinity  for  neoplastic  compared  with 
normal  tissue,  preferential  localization  of  po- 
tentially lethal  doses  of  photosensitizer  can  be 
achieved  in  the  tumor,  while  systemic  toxicity 
can  be  reduced.11  Candidate  compounds 
which  could  be  utilized  to  make  the  dye  more 
tumor  specific  include  MCA  and  lectins. 


Monoclonal  antibody-EIpD  conjugates  have 
been  successfully  utilized  as  anti-cancer  agents 
in  vitro  and  in  vivo  to  suppress  tumor  growth 
in  animals.  This  technique  has  been  termed 
photoimmunotherapy  which  has  the  potential 
of  utilizing  the  intrinsic  treatment  properties  of 
the  targeting  agent  (MCA)  as  well  as  selective 
delivery  of  a tumoricidal  photochemical.  Fur- 
ther work  is  required  to  elucidate  the  chemistry' 
of  dye-antibody  conjugation,  optimal  time  of 
light  exposure,  light  delivery  and  optimal 
mode  of  administration  of  the  conjugated  anti- 
cancer agents. 1 1 

CONCLUSION 

The  potential  use  of  antibodies  or  lectins  as 
carriers  of  cytotoxic  agents  such  as  drugs,  tu- 
moricidal dyes  or  isotopes  in  patients  with 
cancer  has  provided  new  promise  for  the  man- 
agement of  neoplastic  disease.  However,  the 
selective  targeting  of  malignant  disease  in  this 
manner  has  resulted  in  variable  and  some- 
times limited  success.  A number  of  factors 
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have  limited  the  clinical  use  of  antibodies  for 
radioimmunoimaging  or  therapy.  Such  factors 
include  insufficient  specificity  and  affinity  of 
an  antibody  for  a tissue  associated  antigen, 
lack  of  access  of  tumor  antigenic  sites  due  to 
blocking  by  host  derived  antibody  and  the 
presence  of  free  tumor  antigen  that  will  bind 
the  exogenous  antibody.  Continuing  research 
is  required  to  determine  if  MCA  and  lectins  or 
other  novel  agents,  such  as  tumoricidal  dyes, 
can  overcome  some  of  these  problems  for  tu- 
mor targeting.  □ 
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KAPOSI’S  SARCOMA 


PAUL  H.  O’BRIEN,  M.D.* 


Kaposi’s  Sarcoma  has  been  described  for 
over  a century.  The  original  description  by 
Kaposi  was  of  an  “idiopathic  multiple  pigment 
sarcoma”  in  Vienna  in  1872.  In  the  original 
description,  the  pathophysiology  was  de- 
scribed as  a development  of  macules  within  a 
“stocking”  distribution  of  both  lower  extrem- 
ities. The  lesion  grew  centripetally,  coalescing 
and  spreading  to  pelvic  and  abdominal  vis- 
cera. This  progression  generated  the  demise  of 
the  patient,  usually  over  a rather  lengthy  pe- 
riod of  time.1  Kaposi’s  Sarcoma  has  been  con- 
sidered a very  rare  disease,  however,  it  was 
observed  in  1950  that  the  disease  “is  more 
common  than  the  literature  would  indicate. 
Undoubtedly,  many  cases  throughout  the 
world  are  unreported  and  unrecognized.”  The 
total  volume  of  Kaposi’s  Sarcoma  that  had 
been  reported  by  1950  was  estimated  to  be 
about  600  patients.2 

Over  a period  of  15  years  (1950-1965)  the 
number  of  patients  with  Kaposi’s  Sarcoma 
seen  at  Memorial  Sloan-Kettering  roughly 
doubled.  Thus,  there  was  a marked  increase  in 
incidence  of  Kaposi’s  Sarcoma  prior  to  the 
onset  of  the  Acquired  Immunodeficiency  Syn- 
drome (AIDS).  In  the  50s  and  60s  it  became 
quite  apparent  that  there  was  an  enormous 
incidence  of  Kaposi’s  Sarcoma  among  the  Af- 
rican Bantu.3  This  is  a more  aggressive  type  of 
Kaposi’s  Sarcoma  than  was  described  in  Euro- 
peans and  patients  of  Mediterranean  origins. 
The  areas  of  Africa  which  had  documented 
high  incidences  of  Kaposi’s  Sarcoma  repre- 
sented the  ancestral  home  of  American  Blacks. 
Prior  to  the  marked  increase  in  incidence  and 
documentation  of  AIDS,  Kaposi’s  Sarcoma  in 
Blacks  in  the  U.S.A.  was  a great  rarity.  The 
great  majority  of  the  reported  cases  were  felt  to 
be  of  Jewish  and  Mediterranean  European  eth- 
nic groups.  The  diversity  of  ethnics  which  did 
seem  to  cluster  attacks  of  Kaposi’s  Sarcoma  in 
the  past,  confused  rather  than  identified  a ra- 
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cial  or  genetic  origin. 

Association  of  Kaposi’s  Sarcoma  with  other 
cancers,  and/or  lethal  infections  was  first  ob- 
served in  a 1966  summary  report  from  Memo- 
rial Hospital,  of  63  patients  with  Kaposi’s 
Sarcoma.  There  were  1 8 who  died  of  a second 
malignancy.  Then  and  now,  the  clinical  pre- 
sentation of  Kaposi’s  may  be  as  a solitary  le- 
sion or  with  multiple  primary  lesions  which 
may  indeed  include  any  area  of  the  body.4  The 
natural  history  of  Kaposi’s  Sarcoma  recorded 
prior  to  its  association  with  AIDS  was  a rather 
indolent  course.  The  28  percent  of  patients 
with  Kaposi’s  Sarcoma  who  developed  a sec- 
ond primary  cancer  are  listed  below  in  Table  1 . 


TABLE  1 

Eighteen  of  63  Patients 
Who  Died  of  a Second  Carcinoma 


Cause  of  Death 

No. 

Hodgkins  Disease 

5 

Lymphosarcoma 

3 

Carcinoma  colon 

3 

Carcinoma  breast 

1 

Multiple  myelanoma 

1 

Malignant  melanoma 

1 

Carcinoma  prostate 

1 

Carcinoma  tongue 

1 

Carcinoma  tonsil 

1 

Carcinoma  pancreas 

1 

The  mortality  from  the  second  primary  cancer 
was  a greater  threat  to  life  than  the  mortality  of 
the  initial  Kaposi’s  Sarcoma.  The  average  sur- 
vival time  from  the  initial  diagnosis  of  Ka- 
posi’s Sarcoma  until  death  from  a secondary 
cancer  was  seven  years. 

Surgery  was  originally  utilized  for  the  rare 
patient  with  the  isolated  lesion  and  of  course 
for  the  acquisition  of  tissue  for  diagnoses.  Ra- 
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diation  therapy  was  felt  to  be  the  treatment  of 
choice  for  localized  Kaposi’s  Sarcoma  and  to 
inhibit  the  slow  indolent  centripetal  pattern  of 
growth.  Radiation  therapy  is  known  to  be  par- 
ticularly effective  in  relieving  pain  from  Ka- 
posi’s Sarcoma.  While  the  majority  of  patients 
will  show  at  least  a partial  response;  that  is  ap- 
proximately a 50  percent  reduction  in  size,  the 
lesions  rarely  disappeared  post  radiation 
therapy.5 

Epidemic  Kaposi  Sarcoma  is  now  seen  fre- 
quently with  Acquired  Immunodeficiency 
Syndrome.  Infection  with  HIV  generates  a pro- 
found deterioration  of  cellular  immunity  and 
subsequently  makes  the  patient  vulnerable  to 
opportunistic  infections  and  neoplasms.  The 
most  frequent  of  the  neoplasms  is  Kaposi’s 
Sarcoma.  The  Kaposi  Sarcoma  seen  in  this 
setting  is  referred  to  as  Epidemic  Kaposi’s  Sar- 
coma. What  was  a rare  and  exotic  sarcoma  has 
become  a very  common  entity.  Other  mecha- 
nisms of  diminishing  cellular  immunity  are  the 
steroids  and/or  cytotoxic  drugs.  Patients  re- 
ceiving these  drugs  have  been  noted  to  have  an 
increased  incidence  of  Kaposi’s  Sarcoma  and 
such  lesions  have  resolved  spontaneously  by 
reducing  or  ceasing  the  use  of  these  immuno- 
suppressive medications.6’  7 

The  association  with  AIDS  is  most  dramatic 
with  40  to  50  percent  of  homosexual  AIDS 
patients  ultimately  developing  Kaposi’s  Sar- 
coma. This  is  in  marked  contrast  to  the  much 
lower  incidence  of  AIDS  seen  in  heterosexual 
patients,  i.e.,  eight  to  10  percent.  This  data 
would  seem  to  imply  a transmissible  agent  in 
the  homosexual  community  which  is  vital  for 
the  genesis  of  Epidemic  Kaposi  Sarcoma. 

The  natural  history  of  Epidemic  Kaposi  Sar- 
coma is  variable  but  very  much  compacted 
from  the  more  classic  description  described 
previously.  Median  survival  time  from  an  ini- 
tial presentation  of  Kaposi  Sarcoma  without 
an  opportunistic  infection  is  12  to  18  months. 
The  major  cause  of  death  in  AIDS  patients 
with  Kaposi  Sarcoma  is  opportunistic  infec- 
tion. Kaposi  Sarcoma  may  be  the  cause  of 
death  in  the  rare  patient  wherein  there  is  exten- 
sive pulmonary  infiltration  by  the  Kaposi  Sar- 
coma. The  effectiveness  but  rather  slow  paced 
response  of  radiation  therapy  has  generated 
studies  for  other  types  of  therapy.  Recombi- 


nant interferon  alfa-2a  has  been  used  as  helpful 
for  AIDS  and  also  considered  a reasonably 
appropriate  agent  in  the  therapy  of  Epidemic 
Kaposi  Sarcoma.  Response  rates  varying  from 
32  percent  to  50  percent  have  been  reported. 
For  the  patient  with  Epidemic  Kaposi  Sarcoma 
and  a history  of  previous  opportunistic  infec- 
tions the  predicted  survival  time  is  only  six  to 
eight  months.  Palliative  treatments  for  such 
patients  is  probably  best  delivered  with  chem- 
otherapy. The  drugs  that  have  been  used  exten- 
sively in  the  past  are  Vinblastine,  low  dosage 
bleomycin,  and  etoposide. 

The  change  in  the  incidence  of  Kaposi’s  Sar- 
coma and  its  pathophysiology  have  initiated 
many  efforts  into  identifying  the  cell  of  origin 
and  the  mechanisms  which  generate  its  suc- 
cessful growth  and  invasion.  It  has  been  very 
difficult  to  maintain  long  term  cultures  of  Ka- 
posi Sarcoma  cells  in  vitro.  No  genomic  se- 
quences of  human  Immunodeficiency  Virus 
Type  I have  been  found  in  Epidemic  Kaposi 
Sarcoma  tissues.  Nude  mice  inoculated  sub- 
cutaneously with  Kaposi’s  Sarcoma  cells  gen- 
erate angiogenic  lesions.  The  histologic  dis- 
section of  these  lesions  shows  results  very  sim- 
ilar to  those  seen  in  human  Kaposi  Sarcoma 
lesions.  The  Kaposi  Sarcoma  involved  with 
AIDS  may  develop  from  cells  of  vascular  or 
lymphatic  origin  induced  by  a factor  from  in- 
fected lymphocytes.  These  generated  cells  of 
the  Kaposi  Sarcoma  cells  then  produce  factors 
which  further  stimulate  the  growth  of  diverse 
cell  types  and  suppress  cell  functions  which 
ordinarily  inhibit  tumor  growth.  Gallo  and  col- 
leagues have  successfully  cultured  AIDS  de- 
rived Kaposi  Sarcoma  cells  in  nude  mice,  and 
identified  a growth  factor  that  supports  the 
growth  of  Kaposi  Sarcoma  cultured  cells. 
From  these  recently  developed  findings,  one 
might  generalize  about  the  pathogenesis  of 
AIDS  associated  Kaposi  Sarcoma.  HIV  in- 
fected lymphocytes  induce  cell  of  vascular  or 
lymphatic  origin  to  transform,  replicate,  and 
support  Kaposi  Sarcoma  lesions.  These  obser- 
vations are  basic  and  might  well  lead  to  more 
effective  and  rational  treatment  of  Kaposi’s 
Sarcoma  in  AIDS  patients;  and  in  the  rela- 
tively uncommon  Kaposi  Sarcoma  found  un- 
associated with  AIDS.9,  10 
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Dale  A.  Van  Slooten,  M.D. 
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SOUTH  CAROLINA  NEEDS  A POPULATION- 
BASED  CANCER  REGISTRY* 

SHIRLEY  J.  THOMPSON,  PH.D. 

WILLIAM  F.  SCHMIDT,  M.D.,  PH.D. 

CAROLINE  A.  MACERA,  PH.D. 


We  know  that  6,141  South  Carolinians  died 
of  cancer  in  1988.  At  the  present  time,  how- 
ever, we  can  only  guess  how  many  South  Car- 
olinians were  actually  diagnosed  as  having 
cancer  in  any  year.  We  know  that  a large 
number  of  cancer  cases  in  small  areas  of  rural 
South  Carolina  are  often  reported  to  local 
health  authorities.  We  have  no  scientific  basis 
for  determining  if  the  cancer  rates  for  these 
special  areas  are  truly  increased  or  if  the  in- 
creased cancer  incidence  is  purely  a statistical 
anomaly.  We  know  that  more  than  32  million 
gallons  of  highly  radioactive  liquid  waste  are 
stored  and  thousands  of  cubic  yards  of  low 
level  radioactive  solid  waste  are  buried  at  the 
Savannah  River  Nuclear  Power  Site.  Although 
public  concerns  about  the  health  of  popula- 
tions living  near  nuclear  power  plants  have 
been  voiced  almost  since  the  opening  of  the 
first  plant,  at  this  time  we  have  no  valid  data 
base  that  will  answer  legitimate  questions  as  to 
the  safety  of  the  Savannah  River  Site.  We 
know  that  minority  populations  in  South  Car- 
olina suffer  from  significantly  increased  deaths 
from  certain  types  of  cancer.  At  the  present 
time,  we  can  only  speculate  as  to  whether  these 
increased  death  rates  reflect  poor  access  to 
medical  care,  greater  exposure  to  carcinogens, 
or  other  factors.  We  know  that  diet  and  life- 
style factors  may  be  changing  in  South  Caro- 
lina with  the  expansion  of  health  education 
programs.  But  we  cannot  evaluate  whether 
such  programs  have  a real  impact  on  the  inci- 
dence of  cancers  in  the  state.  Solving  these 
puzzles  depends  upon  a valid,  population- 
based  data  system  that  does  not  yet  exist  in 

* From  the  Department  of  Epidemiology  and  Biostatistics, 
School  of  Public  Health,  University  of  South  Carolina 
(Doctors  Thompson  and  Macera)  and  the  Department  of 
Pediatrics,  University  of  South  Carolina  School  of  Medi- 
cine (Dr.  Schmidt).  Address  correspondence  to  Dr. 
Thompson  at  the  Department  of  Epidemiology  and  Bio- 
statistics, USC  School  of  Public  Health,  Columbia,  S.  C. 
29208. 


South  Carolina.  The  creation  of  a statewide, 
population-based  tumor  registry  could  pro- 
vide both  the  mechanism  and  the  data  neces- 
sary to  address  these  issues. 

THE  POPULATION-BASED  REGISTRY 

A population-based  cancer  registry  provides 
for  the  collection,  storage,  analysis,  and  inter- 
pretation of  data  on  all  newly  diagnosed  cases 
of  cancer  occurring  in  a population  of  well- 
defined  composition  and  size.  The  defined 
population  base  (South  Carolina)  distin- 
guishes this  type  of  registry  from  a hospital- 
based  registry  which  deals  only  with  those  pa- 
tients seen  in  that  particular  hospital,  making  it 
impossible  to  calculate  cancer  rates  that  can  be 
applied  to  the  whole  population. 

An  old  argument  against  cancer  registries  is 
that  most  of  their  functions  could  be  carried 
out  by  State  Vital  Statistics  Divisions  using 
death  certificates.  While  mortality  data  are 
important,  incidence  rates  are  necessary  for  the 
success  of  cancer  prevention  and  control  pro- 
grams. Since  cancer  is  recorded  on  death  cer- 
tificates only  when  it  is  ascribed  as  a cause  of 
death,  and  since  survival  time  and  cure  rates 
are  increasing  with  improved  treatments,  mor- 
tality data  give  biased  underestimates  of  the 
incidence  of  most  cancers  today.1 

Currently,  there  are  23  population-based 
registries  in  the  United  States  which  comple- 
ment 1 1 federally  funded  Surveillance,  Epide- 
miology and  End  Results  (SEER)  registries.2’ 3 
None  of  these  tumor  registries  include  data 
from  South  Carolina.  Unlike  venereal  disease 
and  certain  infectious  diseases,  cancer  is  still 
not  a reportable  illness  in  South  Carolina.  In 
fact,  South  Carolina  is  one  of  only  14  states  in 
which  there  is  no  mandatory  reporting  of  can- 
cer cases.  Clearly  the  first  step  in  creating  a 
population-based  registry  in  South  Carolina 
would  be  mandatory  reporting  of  all  new  can- 
cer cases. 


May  1990 


325 


A POPULATION-BASED  TUMOR  REGISTRY 


HOW  PHYSICIANS,  PATIENTS  AND 
THE  PUBLIC  CAN  BENEFIT  FROM  A 
REGISTRY 

A population-based  cancer  registry  would 
contribute  to  cancer  prevention  and  control 
activities  in  South  Carolina  in  numerous  ways. 
Data  from  the  registry  could  be  used  to: 

( 1 ) provide  current  information  on  incidence 
of  cancer  by  age,  sex,  race,  and  histologic 
type  for  geographic  areas  and  for  the  state 
as  a whole,  allowing  for  the  identification 
of  high  risk  groups  and  urban/rural  differ- 
ences; 

(2)  examine  time  trends  and  changes  in  the 
pattern  of  disease  distribution  as  there  are 
changes  in  risk  factors  or  medical  prac- 
tices within  the  state; 

(3)  identify  high  risk  groups  exposed  to  oc- 
cupational, industrial,  general  environ- 
mental and  other  carcinogens; 

(4)  identify  geographic  clusters  of  cancer  and 
conduct  appropriate  followback  studies; 

(5)  serve  as  an  early  warning  signal  when 
several  cases  of  a rare  cancer  appear  unex- 
pectedly, alerting  the  community  to  new 
carcinogens  in  the  environment; 

(6)  determine  risks  of  a second  malignancy 
following  treatment  for  a primary  cancer 
(such  as  the  potential  for  increase  in  leu- 
kemia in  women  who  have  been  success- 
fully treated  for  ovarian  cancer); 

(7)  serve  as  an  ideal  source  of  subjects  for 
studies  of  the  relationships  of  behavioral, 
medical,  environmental  factors  to  spe- 
cific cancers; 

(8)  provide  incidence  and  prevalence  infor- 
mation for  determining  appropriate  sub- 
jects for  the  conduct  of  clinical  trials  using 
new  treatment  modalities; 

(9)  evaluate  the  effectiveness  of  prevention 
programs  directed  at  changes  in  such  be- 
haviors as  smoking,  alcohol  and  fat  con- 
sumption; 

(10)  evaluate  the  effectiveness  of  screening 
programs  such  as  the  “Pap  smear”  or  the 
“occult  blood  test”  for  identifying  disease 
in  its  preclinical  state; 

(11)  determine  variations  in  incidence  be- 
tween regions  by  stage  of  disease  for  ma- 
jor cancers  such  as  cervical,  breast  and 
colon  where  early  diagnosis  and  treat- 
ment makes  a difference  in  survival;  and 


to  help  place  services  where  they  will  be 
most  accessible  to  the  populations  at  high 
risk  for  these  cancers. 

The  constraints  of  cost  and  data  acquisition 
represent  major  challenges  to  the  development 
and  maintenance  of  population-based  cancer 
registries  today.  It  has  been  estimated  from  the 
SEER  registry  that  it  costs  approximately  $ 100 
to  record  each  new  case.  However,  it  has  also 
been  estimated  that  each  new  case  of  cancer 
costs  approximately  $40,000  to  treat.  If  it  is 
true  that  an  ounce  of  prevention  is  worth  a 
pound  of  cure,  then  the  creation  of  a cancer 
registry  that  could  be  used  to  develop  and 
evaluate  new  programs  in  cancer  prevention 
and  control  is  essential.  This  program  would 
cost  only  one  penny  for  potential  prevention 
for  every  four  dollars  spent  for  present  treat- 
ment. 

REGISTRY  STATUS  IN  SOUTH 
CAROLINA 

Twelve  hospitals  in  South  Carolina  have 
their  own  American  College  of  Surgeons 
(ACoS)  approved  registries  which  we  estimate 
record  approximately  60  percent  of  the  cases  of 
cancer  diagnosed  for  state  residents.  These 
hospital-based  registries  note  new  cases  and 
follow  each  person  through  treatment  and  out- 
come (survival  and  recurrence).  The  current 
ACoS-approved  hospital  registries  could  pro- 
vide a sound  base  for  implementation  of  a 
statewide  registry  if  they  reported  information 
to  one  statewide  central  registry.  Our  challenge 
is  to  develop  a registry  system  which  will  allow 
oncologists,  clinical  researchers,  epidemio- 
logists, family  practitioners,  and  health  policy 
planners  alike  to  address  the  cancer  problems 
in  the  state.  As  we  approach  the  21st  century, 
we  cannot  allow  this  important  public  health 
tool  to  go  unutilized.  □ 
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ACCURATE  CANCER  REPORTING  IN  SOUTH  CAROLINA— 
A GOAL  FOR  THE  Ws 


The  special  article  appearing  in  this  edition 
of  The  Journal,  written  by  Thompson  and  col- 
leagues, deals  with  the  need  for  a Cancer  Regis- 
try and  points  up  the  significant  need  for  the 
gathering  of  adequate  statistics  in  order  to  ac- 
complish not  only  appropriate  epidemiologi- 
cal studies,  but  also  to  help  in  data  collection 
for  our  patients  with  cancer  in  South  Carolina. 
It  is  obvious  that  unless  the  denominator  is 
understood,  we  cannot  have  adequate  com- 
parisons for  care  of  any  particular  type  of  can- 
cer in  our  state. 

As  the  State  Chairman  for  the  American 
College  of  Surgeons  Cancer  Commission,  I 
have  been  impressed  that  some  of  our  hospi- 
tals have  excellent  ongoing  Cancer  Registries 
but  these  are,  in  fact,  existing  in  a vacuum 
unless  we  are  able  to  build  upon  this  experience 
and  develop  a statewide  Cancer  Registry.  In  a 
similar  manner,  we  must  assure  that  all  agen- 
cies, both  governmental  and  voluntary,  in 
South  Carolina  have  a common  goal  of  devel- 
oping, not  only  the  proper  methods  to  collect 
data  but  also  adequate  studies  in  which  to  use 
data  effectively.  The  Cancer  Advisory  Com- 
mittee of  the  Department  of  Health  and  En- 
vironmental Control  has  been  seeking  to 
increase  the  awareness  of  many  of  our  agencies 
and  to  develop  a potential  umbrella  organiza- 
tion for  both  voluntary  and  governmental 
agencies  to  work  toward  the  early  detection 
and  treatment  of  cancer  for  all  of  our  citizens. 

Without  an  effective  statewide  Cancer  Reg- 
istry and  without  the  assurance  that  all  cancer 
cases  are  reported  in  an  effective  manner,  the 


long-term  goal  of  deriving  adequate  statistics 
certainly  will  be  unobtainable.  The  American 
College  of  Surgeons,  along  with  The  American 
Cancer  Society,  has  launched  a new  program  to 
develop  a National  Cancer  Data  Base.  This 
computerized  system  will  allow  for  the  collec- 
tion of  accurate  statistics  for  the  entire  nation 
to  assess  outcomes  in  the  management  of  can- 
cer care.  For  many  years,  the  American  College 
of  Surgeons  has  been  a leader  in  developing 
statistics  in  order  to  compare  past  achieve- 
ments with  the  present  and  future  accomplish- 
ments in  the  management  of  certain  solid 
tumors.  It  is  hoped  that  the  development  of  the 
National  Cancer  Data  Base  will  spur  indi- 
vidual states  who  thus  far  have  inadequate 
data  gathering  to  achieve  statewide  registries  in 
order  to  participate  in  such  an  ambitious  data 
gathering  exercise.  The  papers  presented  in 
this  special  edition  of  The  Journal  all  reflect 
the  necessity  for  adequate  statistics  and  point 
to  the  desire  that  in  future  special  editions  we 
may  indeed  have  a complete  and  accurate  as- 
sessment of  specific  cancer  related  facts  for 
South  Carolina.  Without  such  data,  we  cannot 
hope  to  compare  our  past  achievements  and, 
in  fact,  to  look  ahead  to  our  eventual  conquests 
of  this  dread  disease. 

Frederick  L.  Greene,  M.D.,  Guest  Editor 
Department  of  Surgery 
USC  School  of  Medicine 
Two  Richland  Medical  Park,  Suite  402 
Columbia,  S.  C.  29203 
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On  tlje  Cover 


ENVIRONMENTAL  CARCINOGENS— 
PERCIVALL  POTT  REVISITED 


On  the  cover  of  this  month’s  special  issue 
devoted  to  Oncology  is  Percivall  Pott  (171 3-88) 
of  London  who  served  as  surgeon  at  St.  Bar- 
tholomew’s Hospital  from  1744  to  1787  and 
who  distinguished  himself  by  his  prolific  writ- 
ings on  varied  subject  matters  such  as  hernias, 
fractures,  head  injuries,  genito-urinary  disease 
and  spinal  cord  illness.  Percivall  Pott  is  per- 
haps most  remembered  for  his  monumental 
discovery  of  the  association  of  scrotal  car- 
cinoma in  chimney  sweeps  which  was  the  first 
documented  carcinoma  arising  as  an  occupa- 
tional hazard. 

Pott  was  apprenticed  to  one  of  the  surgeons 
at  St.  Bartholomew’s  Hospital  in  1729  and 
spent  his  time  preparing  anatomical  subjects 
for  demonstration  which  proved  to  be  a solid 
basis  for  later  anatomical  and  surgical  study.  In 
1 744,  Pott  was  elected  assistant  surgeon  and  in 
1749  he  was  appointed  one  of  the  principal 
surgeons  at  St.  Bartholomew’s  Hospital.  Fol- 
lowing Pott’s  election  to  the  Royal  Society  in 
1 764,  his  fame  continued  to  spread  throughout 
London  and  he  became  not  only  an  extremely 
busy  practitioner,  but  a very  popular  lecturer 
and  medical  sage. 

In  1775,  Pott  published  a treatise  which  in- 
cluded surgical  observations  on  cataracts, 
polyps  of  the  nose,  different  kinds  of  ruptures 
and  “mortification”  of  the  toes  and  feet.  In  this 
edition,  the  author  also  related  a case  of  cancer 


of  the  scrotum  in  a chimney  sweep  living  in 
London.  Through  careful  analysis,  and  as 
Pott’s  biographer,  James  Earle,  has  written, 
“reasoning  by  analogy  and  induction  from  es- 
tablished facts,”  he  was  able  to  make  the  ap- 
propriate association  between  the  occupa- 
tional exposure  of  a young  man  with  a malig- 
nant lesion  of  the  scrotum  and  the  probable 
effect  of  chronic  exposure  to  soot  or  other 
noxious  agents  coming  from  chimneys. 

It  is  certainly  appropriate  to  recognize  the 
contribution  of  Percivall  Pott  in  the  area  of  the 
etiology  of  cancer,  especially  as  we  consider  the 
current  problems  in  our  own  society  relative  to 
tobacco  usage,  nuclear  waste,  dietary  chemical 
exposure,  and  other  unforeseen  noxious 
agents.  Although  we  struggle  daily  with  the 
diagnosis  and  cure  of  cancer,  it  is  only  with  the 
realization  of  the  role  of  primary  prevention 
and  the  understanding  of  cancer  causation  that 
we  will  indeed  make  a real  advance  in  our 
battle  against  cancer  as  a disease.  The  lesson  of 
Percivall  Pott  also  shows  us  that  the  active 
practicing  clinician  may  still  play  a very  real 
and  important  role  in  the  establishment  of  new 
ideas  and  concepts  by  using  the  great  powers  of 
observation  and  association. 

Frederick  L.  Greene,  M.D. 

Guest  Editor 
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JOHN  W.  SIMMONS,  M.D. 


I have  a tremendously  difficult  task.  The  time  available  since  last  year  should  have  made  this 
moment  easier  and  yet  I have  struggled  until  the  last  minute  in  preparation. 

The  difficulty  is  twofold.  First,  I have  to  try  to  express  to  you  the  feeling  of  honor  and  gratitude  I 
have  for  the  opportunity  to  be  your  President.  I feel  that  neither  my  pen  nor  my  words  will  be 
adequate  for  the  appreciation  I wish  to  express.  Please  accept  the  attempt  I make  and  know  that  I 
consider  it  a high  honor. 

Secondly  and  equally  difficult  are  the  views  and  concern  and  opportunities  I want  to  discuss  with 
you  in  the  next  few  minutes  as  we  consider  together  the  next  decade  in  health  care.  We  have  to 
accept  the  fact  that  this  decade  will  produce  a fundamental  change  in  the  appearance  and  function  of 
our  healthcare  system.  Let  me  repeat  by  way  of  emphasis;  we  will  see  in  this  decade  a fundamental 
change  in  our  healthcare  system.  I want  to  discuss  with  you  why  I believe  this  will  occur  and  what 
the  response  might  be  from  the  medical  community. 

The  reason  for  the  change  will  be  the  related  problems  of  access,  accountability  and  affordability. 

Access  may  be  the  easiest  to  discuss  although  no  less  important  than  affordability  and  account- 
ability. We  have  all  heard  about  the  37  million  Americans  uninsured  or  underinsured.  These  people 
delay  seeking  health  care  until  small  problems  are  bigger  and  more  expensive  problems. 

There  are  population  trends  that  will  increase  the  severity  of  the  access  problem  especially  among 
the  aged.  From  the  National  Leadership  Commission  on  Healthcare,  and  I quote,  “In  the  21st 
century  this  issue  will  loom  even  larger.  The  elderly  population  will  double  by  the  year  2025  when 
one  in  five  Americans  will  be  over  65.  There  will  be  three  times  the  present  number  over  80  for  a 
total  of  6.2  million.  Since  illness  and  disability  rates  accelerate  after  75,  these  population  trends  will 
demand  commitments  to  geriatric-oriented  systems  of  service.  Specifically,  acute-care  and  long- 
term care  must  be  carefully  coordinated.  The  hospital,  nursing  home,  home  care  agency  and  private 
physician  cannot  function  in  isolation.” 

Many  of  our  citizens  presently  covered  by  Medicaid  and  Medicare  have  difficulty  getting  care 
because  of  inadequate  numbers  of  physicians  willing  to  see  these  patients.  With  the  Medicaid 
patients  we  have  the  nauseating  problem  of  physicians  who  say,  “I  don’t  care  what  the  reimburse- 
ment is  or  how  reduced  the  paperwork  is  I don’t  want  that  type  of  patient  in  my  office  running  off  my 
‘good’  patient.”  Who  are  the  “good”  patients?  Are  the  patients  with  good  commercial  insurance 
and/or  ability  to  pay  out  of  pocket  the  “good”  patients?  This  group  represents  only  40%  of  our 
population.  Are  we  going  to  say  that  we  only  want  to  care  for  that  40%? 

The  issue  of  accessibility  is  clearly  related  to  affordability.  Part  of  the  fundamental  change  will 
involve  providing  care  to  all  citizens  regardless  of  their  ability  to  pay  or  social  standing.  What  is  the 
problem  of  affordability?  Like  the  37  million  figure  for  uninsured  Americans  we  have  all  seen  or 
heard  about  the  $600  billion  dollars  a year  we  spend  on  health  care  in  the  U.  S.  We  have  been  told 
that  the  figure  represents  nearly  12%  of  our  gross  national  product.  That  figure  is  one  which  has 
increased  every  year  for  the  past  several  years.  Can  we  allow  it  to  continue  or  should  it  continue? 
The  pressure  is  to  slow  or  stabilize  that  figure.  Federal  and  state  budget  deficits  argue  for  decreased 
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spending.  Nongovernment  purchasers  argue  for  decreased  spending.  The  cause  of  the  increase 
needs  only  brief  review  for  the  most  part;  increased  technology,  increased  demand,  aging,  are  clearly 
factors.  We  have  others,  some  in  our  own  house.  When  a surgeon  charges  $700  to  remove  a skin 
lesion  in  less  than  1 5 minutes  with  a one  inch  incision  and  repair  with  six  uninterrupted  simple 
sutures,  we  have  a problem.  When  a physician  charges  $400  to  remove  a knitting  needle  by  simply 
pulling  it  from  the  finger  of  an  injured  person  in  the  workplace,  we  have  a problem. 

My  point  is  that  we  are  all  stakeholders  in  the  cost  part  of  the  equation;  physicians,  government 
and  demanding  patients. 

And  what  about  accountability?  This  subject  is  subtitled  “quality  assurance.”  We  all  think  we 
practice  quality  medicine,  but  claims  analysis  shows  that  in  some  communities  a procedure 
requires  a 25%  longer  hospital  stay  than  in  other  communities.  Some  physicians  have  excessive 
surgical  complication  rates.  Up  to  40%  of  hospital  admissions  may  be  unnecessary;  33%  of  the 
surgery  may  be  unnecessary.  We  have  not  adequately  determined  whether  or  not  our  diagnosis  and 
treatment  yield  a functional  and  socially  improved  patient. 

The  demand  for  quality  assurance  grows  louder.  Data  is  sought  which  can  be  shared  with  the 
payor  and  the  patient  in  this  process  to  select  a treatment  and/or  provider.  What  is  the  result  of  all 
this  talk  about  accessibility,  affordability,  and  accountability? 

I believe  the  result  is  that  we  will  see  a change,  a fundamental  change,  in  our  healthcare  system. 
What  will  it  be?  Many  proposals  are  being  made.  I should  like  to  think  the  effort  of  Dr.  Brake  and  the 
Health  Care  2000  Committee  is  a feasible  one.  Of  particular  interest  is  the  section  dealing  with  a 
basic  benefit  plan  for  appropriate  care  for  all  citizens.  Another  section  deals  with  lifestyles  and 
substance  abuse.  I support  the  Health  Care  2000  plan  and  I will  trust  your  wisdom  when  you 
consider  the  reference  committee  report. 

An  activity  in  Oregon  is  also  of  interest  in  that  an  effort  is  being  made  to  prioritize  treatment 
especially  in  the  Medicaid  section.  The  bright  spot  here  is  that  the  state  and  its  citizens  are 
attempting  to  set  the  priorities.  The  appropriateness  of  this  is  that  it  relieves  the  physician 
community  of  having  to  be  advocates  and  perhaps  rationers  at  the  same  time. 

Other  solutions  involve  renewed  interest  in  managed  care,  direct  contracting  and  integrating 
systems  with  hospitals  and  physicians  in  the  same  system.  Of  great  interest  to  me  is  a program 
announced  on  March  7,  1990,  by  the  American  Medical  Association,  entitled,  “Health  Access 
America.”  There  are  several  fundamental  principles  in  that  program.  Number  one,  improvements 
in  the  American  healthcare  system  should  preserve  the  strengths  of  our  current  system.  Number 
two,  affordable  coverage  for  appropriate  healthcare  should  be  available  to  all  Americans  regardless 
of  income.  Number  three,  particular  efforts  are  needed  to  assure  continued  access  by  the  elderly  to 
affordable  healthcare  services.  Number  four,  healthcare  services  should  be  delivered  with  high 
quality  at  appropriate  cost.  Number  five,  patients  should  be  free  to  determine  from  whom  and  the 
manner  in  which  healthcare  benefits  are  delivered.  Six,  all  physicians  should  be  committed  to  the 
highest  ethical  standards  in  the  delivery  of  care.  That  program  goes  on  to  list  some  16  specific 
recommendations  which  would  significantly  improve  our  healthcare  system  in  line  with  the 
fundamental  way  I have  been  discussing,  and  I think  that  program  will  deserve  our  careful  attention 
in  the  coming  year. 

As  we  debate  these  issues  in  the  first  year  of  this  decade  I plead  with  you  to  secure  an  opportunity 
for  organized  medicine  to  be  at  the  discussion  table.  We  simply  cannot  opt  out.  I repeat  my  earlier 
conviction  that  a fundamental  change  will  occur  this  decade.  We  simply  cannot  resist  that  change 
and  have  a further  erosion  of  our  credibility.  To  do  so  lessens  our  opportunity  to  be  at  the  table. 

As  we  debate  these  issues  and  as  we  participate  with  others  I encourage  you  to  do  some  very 
specific  things.  Number  one,  try  to  secure  immediately  in  your  communities  an  opportunity  for 
every  person  to  be  seen  for  diagnosis  and  treatment  regardless  of  their  ability  to  pay.  The  Legislature 
can  quickly  remedy  this  problem  of  inadequate  access,  and  a hastily  mandated  solution  by  the 
Legislature  may  not  fit  with  what  the  fundamental  changes  should  be.  Secondly,  I encourage  you  to 
avail  yourself  of  the  opportunities  to  understand  what  health  policy  thinkers  in  Washington  are 
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discussing.  Much  of  that  information  comes  from  the  Physician  Payment  Review  Commission. 
Others  are  coming  from  some  of  the  major  institutions  with  people  like  Paul  Ell  wood  and  Uwe 
Rhinehart  along  with  others  leading  the  discussions.  Leadership  in  this  decade  will  depend  on 
extremely  well  informed  physicians. 

Again,  I appreciate  the  opportunity  to  serve  as  your  President.  My  approach  will  be  one  of  sendee 
more  than  leadership.  My  gratification  for  the  chance  is  immeasurable  and  I look  forward  to  the 
coming  year. 


John  W.  Simmons,  M.D. 
President 
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EATING  RIGHT  IS  HIGHLY 
LOGICAL. 

Recommendations: 

Eat  high-fiber  foods,  such  as 
fruits,  vegetables,  and  whole 
grain  products. 


Eat  fewer  high-fat  foods.  Maintain 
normal  body  weight.  And  live 
long  and  prosper. 

CALL  THE  AMERICAN  CANCER  SOCIETY 
AT  1-800-ACS-2345  FOR  FREE  NUTRITION  INFORMATION. 
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AUXILIANS:  BLOOM  WHERE  YOU  ARE  PLANTED! 

Having  been  a medical  spouse  for  3 1 years,  medical  auxiliary  has  been  a very  important  part  of 
my  life.  I am  very  excited  about  being  your  President  this  year  and  I hope  you  will  share  this 
excitement  with  me.  I hope  this  will  be  a rewarding  experience  for  all  of  us. 

We  live  in  a world  which  constantly  bombards  us  with  changes  that  touch  all  our  lives.  In  the  area 
of  health  care  this  is  particularly  true.  The  auxiliary  is  an  organization  that  is  ready  to  meet  these 
new  challenges  through  our  leadership  skills.  We  must  enhance  our  knowledge  with  reliable 
information  in  the  area  of  health  care  and  health  education.  We  are  united,  with  a unified  vision  of 
our  organization  and  its  goals.  We  are  one  of  the  most  recognized  volunteer  organizations  in  the 
nation.  We  stand  ready  to  make  a commitment  to  the  challenges  and  opportunities  that  will  lead  us 
through  the  ’90s  and  beyond  into  the  next  century. 

We  have  the  opportunity  to  share  and  learn  from  each  other.  We  have  the  opportunity  to  appraise 
where  we  have  been  and  where  we  are  going  so  that  we  can  continue  to  grow.  We  must  look  at  the 
long  term,  including  our  interpersonal  relationships  among  our  members,  and  find  ways  to 
strengthen  our  membership.  Each  of  us  works  hard.  We  are  risk  takers,  but  from  calculated  risk  we 
can  bring  accomplishments.  Because  we  are  here  we  have  already  made  the  decision  that  we  are 
going  to  make  a difference  and  live  a meaningful  life.  It  takes  innovative  thinking,  unity  of  action 
and  bold  goals  and  objectives  for  the  future  to  make  the  difference.  We  are  not  just  the  bricks  and 
mortar  but  the  foundation  on  which  to  build  for  the  future. 

Through  our  health  projects  such  as  our  health  education  van  and  our  numerous  county  health 
projects,  we  increase  the  visibility  and  present  a positive  image  of  the  medical  community  as  well  as 
improve  the  quality  of  life  in  our  state.  Our  work  in  the  area  of  health  projects  and  programs  that  we 
each  do  as  volunteers  is  impressive.  The  value  of  our  services  in  providing  infant  safety  seats,  bras 
for  mastectomy  patients,  furnishing  a room  for  abused  children,  providing  parenting  workshops, 
teaching  programs  about  substance  abuse  such  as  “I’m  Special  to  Children,”  and  providing 
consumer  health  information  is  immeasurable,  and  these  are  only  a few  examples  of  services 
auxilians  provide  to  this  state. 

Our  medical  community  can  make  its  voice  heard  loudly  on  issues  that  affect  medicine  by  voting 
for  the  candidate  of  our  choice — it  is  our  responsibility!  Never  before  has  medicine  been  under 
attack  as  it  is  now.  The  present  practice  of  medicine  is  changing.  No  one  knows  what  the  future  will 
hold  and  so  it  is  critical  that  the  medical  community  have  a strong  input  into  the  future  of  medicine. 

Through  our  efforts  in  fundraising,  particularly  the  sharing  cards,  we  help  to  ensure  quality 
education  in  the  field  of  medicine  as  well  as  continued  research  which  can  lead  to  remarkable 
discoveries  that  will  benefit  us  all.  We  must  continue  to  recognize  and  meet  the  needs  of  others. 

Along  the  road  of  change,  opportunities  and  challenges,  we  must  remember  to  take  the  time  to 
love,  for  that  is  what  it  is  all  about.  Love  is  often  expressed  through  flowers.  Through  the  medical 
auxiliary  we  are  able  to  sow  the  seeds  of  health  throughout  our  state.  It  is  my  sincere  wish  that  you 
will  bloom  where  you  are  planted  and  when  we  gather  together  next  year  we  will  have  made  our  state 
a more  beautiful  place. 

Mrs.  Lewis  J.  Terry  (Betsy) 
President,  1990-1991 
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SOUTH  CAROLINA,  YORK:  Emergency 
Medicine  staff  position  available  in  this  low 
volume,  low  trauma  facility.  Perfect  setting  for 
the  primary  care  physician  looking  to  begin  the 
practice  of  Emergency  Medicine.  Six  figure  in- 
come in  addition  to  professional  liability  pro- 
curement plan.  Benefit  plan  available.  For 
more  information  about  this  or  other  South 
Carolina  opportunities,  call  or  send  CV  to  Phy- 
sician Recruiter,  Coastal  Emergency  Services, 
Inc.,  Deot.  SMA,  PO  Box  15697,  Durham,  NC 
27704 . '(800-476-5986.) 

GENERAL  INTERNIST  WANTED.  Rapid- 
ly growing  practice  and  medical  referral  area. 
Full  partnership  aftger  one  to  two  years  with 
excellent  fringe  benefits  to  start.  Subspecialty 
interest  is  acceptable.  Contact  Pee  Dee  Internal 
Medicine  Associates,  P.A.  at  803-667-8561  or 
P.  O.  Box  1938,  Florence,  S.  C.  29503  with 
curriculum  vitae. 

COASTAL  GOVERNMENT  SERVICES, 
INC.  has  openings  in  Emergency  Medicine 
and  Primary  Care.  Competitive  compensation 
and  professional  liability  insurance  procured 
on  your  behalf.  Please  call  Jane  or  Tommie  at 
1-800-476-4157  or  write  2828  Croasdaile 
Drive,  Durham,  N.  C.  27705  to  pursue  oppor- 
tunities in  Virginia,  North  and  South  Carolina, 
Washington  state,  Texas,  Alabama  or  Kentucky. 

PEDIATRICIANS.  Part-time  consultant  po- 
sitions available  for  pediatricians  at  the  Disa- 
bility Determination  Division  of  the  Voca- 
tional Rehabilitation  Department.  Involves 
review  of  medical  records,  assessment  of  im- 
pairment severity,  and  functional  capacity  on 
Social  Security  Disability  claims  for  children. 
No  patient  contact.  No  night  or  weekend 
hours.  Positions  available  in  Columbia, 
Greenville,  and  Charleston.  Starting  salary  ne- 
gotiable. Excellent  state  government  fringe 
benefits  include  health  insurance  (medical  and 
dental),  paid  vacation  and  sick  days,  Deferred 
Compensation  Plan  and  retirement  program. 
South  Carolina  license  required.  Contact  Rich- 
ard A.  Vandiver,  Director,  Disability  Determi- 
nation Division,  P.  O.  Box  60,  West  Columbia, 
South  Carolina  29171.  (803)  822-5350.  Equal 
opportunity  employer.  Male/female. 
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INTERVENTIONAL  TREATMENT  FOR 
VENTRICULAR  ARRHYTHMIAS: 

THE  INITIAL  SOUTH  CAROLINA  CASE* 

DAVID  STEWART,  M.D. 

NANCY  FINCH,  R.N. 

JOHN  KRATZ,  M.D. 

ROBERT  B.  LEMAN,  M.D.** 


The  management  of  patients  with  sustained 
ventricular  tachyarrhythmias  has  become  a 
significant  medical  issue  in  recent  years.  It  has 
been  estimated  that  200, 000-400, 0001’  2 inci- 
dents of  sudden  cardiac  death  occur  annually 
in  the  United  States  alone  and  are  caused  most 
often  by  ventricular  tachyarrhythmias.  With 
the  development  of  excellent  emergency  medi- 
cal services,  more  patients  survive  sudden  car- 
diac death  and  present  to  practitioners  for 
management.  These  patients  are  typically 
characterized  by  depressed  left  ventricular 
function  and  have  significant  coronary  dis- 
ease. Many  antiarrhythmic  drugs  are  available, 
yet  empiric  or  Holter  directed  drug  therapy 
yields  unsatisfactorily  high  recurrence  rates.3 
The  CAST  trial  even  presented  more  frighten- 
ing results  because  a group  of  patients  which 
showed  control  by  Holter  monitoring  actually 
had  an  increase  in  sudden  death.4  With  the 


* From  the  Division  of  Cardiology,  Department  of  Medi- 
cine, and  the  Gazes  Cardiac  Research  Institute  (Dr. 
Stewart,  Ms.  Finch,  and  Dr.  Leman)  and  the  Division  of 
Cardiothoracic  Surgery,  Department  of  Surgery  (Dr. 
Kratz),  Medical  University  of  South  Carolina,  Charles- 
ton, S.  C. 

**  Address  reprint  requests  and  correspondence  to  Dr. 
Leman  at  the  Division  of  Cardiology,  Department  of 
Medicine,  Medical  University  of  South  Carolina,  171 
Ashley  Avenue,  Charleston,  S.  C.  29425-2221. 


development  of  intracardiac  electrophysio- 
logical  testing,  analyzing  the  effectiveness  of 
arrhythmia  suppression  by  various  antiar- 
rhythmic drug  regimens  has  become  possible 
and  more  effective.  However,  these  arrhyth- 
mias may  be  extremely  refractory  to  any  medi- 
cal management  particularly  with  this  tech- 
nique because  of  its  sensitivity.  The  develop- 
ment of  the  automatic  implantable  cardiac  de- 
fibrillator (AICD)  represents  a significant  ad- 
vance in  the  management  of  these  patients, 
providing  improved  survival  rates  for  a medi- 
cal problem  with  an  otherwise  dismal  prog- 
nosis.5’ 6 Pacemakers  which  control  tachy- 
cardia have  been  developed  but,  because  they 
can  accelerate  the  arrhythmias,  have  been  lim- 
ited to  experimental  usage  with  ventricular 
arrhythmias.  We  present  here  the  clinical 
course  of  a patient  with  coronary  disease  and 
refractory  ventricular  tachyarrhythmias  who 
was  the  first  patient  in  South  Carolina  to  re- 
ceive both  an  antitachycardia  pacemaker  and 
an  AICD. 

CASE  REPORT 

A 66-year-old  Caucasian  male,  while  sitting 
in  a restaurant,  suddenly  developed  palpita- 
tions, diaphoresis,  and  angina.  He  went  to  an 
EMS  station  and  was  subsequently  transferred 
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to  McLeod  Regional  Medical  Center  where  he 
was  found  to  be  in  ventricular  tachycardia 
(VT).  He  remained  conscious  and  sinus 
rhythm  was  restored  after  a lidocaine  bolus.  He 
was  referred  to  the  Charleston  VA  Hospital  for 
evaluation  and  treatment  of  recurrent  VT.  He 
had  suffered  an  inferior  myocardial  infarction 
25  years  ago  and  a non-Q  wave  myocardial 
infarction  in  October  of  1987.  Cardiac  cathe- 
terization then  showed  a dilated  left  ventricle 
with  an  akinetic  posterior  wall  and  an  ejection 
fraction  of  28%.  Coronary  angiogram  showed  a 
40%  narrowing  of  the  left  anterior  descending 
artery,  a normal  circumflex  artery,  and  100% 
occlusion  of  the  right  coronary  artery.  A stress 
thallium  test  with  scintigraphy  showed  an 
inferior  scar.  Since  then,  there  have  been  re- 
peated episodes  of  documented  VT  with  asso- 
ciated angina,  diaphoresis  and  near  syncope.  A 
combination  of  tocainide  and  quinidine  was 
unsuccessful  in  suppression  of  these  episodes. 
His  medications  prior  to  admission  included 
Quinaglute  324  mg  q6h,  procainamide-SR  750 
mg  q6h,  diltiazem  60  mg  tid,  Lasix  40  mg  qod, 
digoxin  0.125  mg/day,  and  topical  nitrates. 
Quinidine  and  procainamide  levels  were  2.3 
and  4.3  ju/ml,  respectively. 

Past  medical  history  was  unremarkable  ex- 
cept for  his  cardiac  history,  and  a history  of  90 
pack  years  of  cigarette  smoking.  Admission 
physical  exam  was  normal  except  for  a de- 
creased first  heart  sound.  Electrolytes  and 
CBCs  were  normal  except  for  a serum  creat- 
inine of  1.4.  An  EKG  showed  sinus  rhythm, 
inferior  Q-waves,  intraventricular  conduction 
delay,  and  non-specific  ST-T  abnormalities.  A 
baseline  electrophysiological  study  off  all  anti- 
arrhythmic  medications  induced  VT  at  a rate 
of  1 76  bpm  after  double  ventricular  extra  stim- 
uli. After  lidocaine  200  mg  IV  and  procain- 
amide 1150  mg  IV,  VT  was  still  inducible, 
although  with  a slower  rate  of  120  bpm.  Mex- 
ilitine  was  begun  but  was  not  tolerated  because 
of  a skin  rash.  Amiodarone  was  begun,  how- 
ever VT  recurred  on  telemetry  and  required 
lidocaine  for  conversion.  Other  drug  therapies 
including  encainide  alone,  and  combinations 
of  amiodarone  with  tocainide,  quinidine,  or 
encainide  were  tried.  All  single  and  combina- 
tion drug  therapies  were  unsuccessful  in  sup- 
pressing inducible  VT  at  electrophysiological 
testing.  All  episodes  of  the  VT,  despite  non- 


suppression by  medication,  were  easily  con- 
verted by  pacing  or  electrical  cardioversion 
with  small  energies  ( 1 0 to  20  joules).  Because  of 
these  characteristics  of  the  VT  and  its  frequent 
occurrence,  it  was  decided  that  the  most  bene- 
ficial therapy  would  be  implantation  of  an 
antitachycardia  pacing  device.  Amiodarone 
was  continued  in  hopes  of  decreasing  the  fre- 
quency of  VT  episodes.  An  AICD  was  consid- 
ered necessary  because  of  the  possibility  that 
ventricular  pacing  may  induce  ventricular 
fibrillation  (VF). 

The  patient  was  transferred  to  MUSC  Hos- 
pital for  the  surgery  on  12/29/88.  An  Inter- 
medics Intertach  pacing  device  and  a Ventak 
AICD  were  implanted.  Pacemaker  conversion 
of  VT  was  successful  with  double  ventricular 
paced  beats  at  70%  of  the  cycle  length  (R  to  R 
interval)  of  the  VT  (Figure  1).  The  AICD  suc- 
cessfully cardio verted  VT  and  VF  with  5 joules 
and  15  joules  respectively  (Figure  2).  The 
pacemaker  was  programmed  to  initiate  ven- 
tricular pacing  when  a heart  rate  greater  than 
140  bpm  for  10  beats  and  a sudden  increase  in 
the  heart  rate  by  a change  in  cycle  length  of  72 
msec.  Its  response  to  these  sensed  events 
would  be  double  ventricular  paced  beats  at 
70%  of  the  tachycardia  cycle  length.  The  Ven- 
tak AICD  was  programmed  to  charge  and  de- 
fibrillate  if  a heart  rate  of  205  bpm  or 
ventricular  fibrillation  were  sensed.  Postoper- 
ative recovery  was  without  complications. 
Amiodarone  was  continued  at  400  mg/day.  On 
1/5/89  the  first  postoperative  electrophysio- 
logic  study  was  performed  and,  after  induction 
of  VT,  it  was  found  that  double  ventricular 
paced  beats  would  not  convert  the  tachycardia 
which  had  a rate  of  160  bpm.  The  AICD  also 
did  not  convert  it  because  the  rate  was  below 
its  setting.  Therefore,  the  pacemaker  was  re- 
programmed to  initiate  four  beats  at  70%  of  the 
sensed  cycle  length  and  this  format  was  suc- 
cessful in  converting  the  VT  in  numerous  tri- 
als. He  was  discharged  on  1/6/89.  On  2/3/89, 
the  devices  were  interrogated  and  found  that 
the  criteria  of  high  rate  and  sudden  onset  had 
been  reached  a number  of  times  and  anti- 
tachycardia pacing  was  performed  10  times 
over  the  preceding  month.  There  were  no  elec- 
tric shocks  delivered  to  the  patient  by  the 
AICD.  On  4/10/89,  high-rate  and  sudden- 
onset  criteria  were  both  met  numerous  times 
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FIGURE  1.  This  intraoperative  EKG,  showing  three  sur- 
face leads  and  one  intracardiac  lead,  demonstrates 
pacemaker  sensing  of  VT  and  conversion  with  two  paced 
ventricular  beats.  The  PM  then  appropriately  fires  to  give 
pacemaker  support  for  post-conversion  bradycardia. 


FIGURE  2.  This  intraoperative  EKG,  showing  three  sur- 
face leads  and  two  intracardiac  leads  demonstrates  VF 
(ventricular  fibrillation)  followed  by  an  AICD  discharge 
with  resumption  of  sinus  rhythm. 


with  antitachycardia  pacing  performed  252 
times  over  the  two-month  period.  On  5/8/89, 
the  patient  was  admitted  for  symptomatic  VT 
which  was  not  controlled  by  the  devices. 
Holter  monitoring  was  performed  on  5/8/89 
which  showed  numerous  episodes  of  VT  which 
were  not  sensed  (Figure  3)  or  converted  by  the 
antitachycardia  pacemaker.  Further  analysis 
of  the  VT  showed  that  its  rate  averaged  93  to 
1 1 8 bpm,  which  is  below  the  rate  setting  on  the 
pacemaker.  On  5/9/89,  the  pacemaker  was  re- 
programmed with  rate  criteria  being  lowered 
to  115  bpm  for  eight  beats  and  the  sudden 
onset  criteria  changed  to  51  msec.  The 
pacemaker  response  was  also  changed  in  that 
the  pacemaker  would  deliver  five  beats  at  65% 
of  the  cycle  length.  Because  it  was  also  thought 
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FIGURE  3.  This  Holter  monitor  recording  shows  sinus 
rhythm  (three  beats),  one  fusion  beat,  and  sustained  VT 
(ventricular  tachycardia)  at  a rate  of  112  bpm. 


that  accumulation  of  amiodarone  might  have 
contributed  to  the  slowing  of  the  VT,  the  dose 
of  amiodarone  was  decreased  to  200  mg/d. 
Repeat  Holter  monitoring  on  5/10/89  showed 
several  episodes  of  VT  with  rates  averaging 
113-135  bpm  which  were  not  successfully  con- 
verted by  the  pacemaker  (Figure  4).  The 
pacemaker  response  settings  were  changed  to 
four  pulsed  stimuli  at  55%  of  the  cycle  length 
with  repeated  Holter  monitoring  showing  suc- 
cessful conversion  of  VT. 

The  patient  was  discharged  home  but  re- 
turned three  days  later  with  clinical  history  and 
AICD  interrogation  showing  that  the  patient 
had  been  shocked  three  times.  The  patient  had 
also  required  antitachycardia  pacing  255  times 
within  this  short  time  period.  Subsequent 
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FIGURE  4.  This  Holter  monitor  recording  shows  sus- 
tained VT  at  a rate  of  129  bpm  which  is  not  converted  by 
four  paced  ventricular  beats. 
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Holter  monitoring  showed  several  episodes  of 
VT  which  were  not  successfully  converted  by 
the  pacemaker.  The  pacemaker  response  set- 
tings were  further  adjusted  to  eight  pulses  be- 
ginning at  70%  of  the  sensed  cycle  length  and 
each  subsequent  paced  beat  was  decreased  by 
23  msec  of  the  paced  cycle  length.  The 
amiodarone  dose  was  increased  to  400  mg/d. 
After  Holter  monitoring  showed  control  of 
VT,  the  patient  was  again  discharged.  Three 
days  later  the  patient  received  four  shocks  and 
returned  to  the  hospital.  The  shocks  were 
thought  to  be  secondary  to  either  the  pace- 
maker accelerating  the  VT  or  the  AICD  mis- 
sensing  the  antitachycardia  pacing  as  VT.  The 
pacemaker  settings  were  adjusted  to  six  pulses 
beginning  at  70%  of  the  cycle  length  with  a 12.8 
msec  autodecrement  of  each  paced  beat.  These 
changes  were  initiated  to  eliminate  the  pos- 
sibility of  this  missensing.  The  amiodarone 
dose  was  increased  to  600  mg/d  and  Lopressor 
25  mg  twice  daily  was  added  to  his  medical 
regimen.  The  purpose  for  adding  the  beta- 
blocker  was  to  suppress  any  catecholamine  ac- 
tivity which  might  have  been  contributing  to 
the  acceleration  of  the  VT.  With  this  medical 
regimen  and  current  pacemaker  settings,  a 
Holter  monitor  revealed  complete  control  of 
his  arrhythmias  (Figure  5).  Over  the  last  four 
months  since  these  manipulations  were  made, 
the  patient  has  done  well,  using  the  anti- 
tachycardia  pacemaker  for  a total  of  64  times 
without  receiving  any  shocks.  His  total  post- 
operative course  has  now  spanned  1 1 months 
at  the  time  of  this  writing. 

DISCUSSION 

The  clinical  course  of  this  patient  serves  to 
bring  out  several  important  points  regarding 
the  management  of  patients  with  arrthymias. 
First,  multiple  drug  regimens  can  be  shown 
truly  effective  by  serial  electrophysiological 
testing  in  only  20-30%  of  the  cases3’  13,  14  with 
significantly  improved  survival  in  those  so 
treated,  but  still  with  1 1 % incidence  of  sudden 
death  over  follow-up  periods  of  18  to  26 
months.7’ 8’ 15  Even  the  introduction  and  wide- 
spread use  of  amiodarone  has  not  sufficiently 
resolved  this  problem.  Second,  although  the 
AICD  is  the  most  effective  way  to  prevent 
sudden  death,  98%  survival  at  one  year  and 
96%  at  five  years,7’ 9>  10  there  are  problems  with 
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FIGURE  5.  This  Holter  monitor  recording  shows  three 
sinus  beats,  one  fusion  beat,  and  sustained  VT  which  is 
converted  to  sinus  rhythm  with  5 paced  ventricular  beats. 


this  form  of  therapy:  (1)  the  shock  makes  the 
patient  feel  like  he  is  being  kicked  in  the  chest, 
(2)  the  device  is  large  and  presently  cumber- 
some to  place  requiring  significant  surgery,  (3) 
the  finite  number  of  possible  shocks  is  a limit- 
ing factor  in  a patient  with  recurrent  ventricu- 
lar arrhythmias,  and  (4)  the  overall  expense  of 
the  device. 

Antitachycardia  pacing  can  control  some  ar- 
rhythmias but  its  use  may  cause  acceleration  of 
VT  and  subsequent  hemodynamic  compro- 
mise. The  antitachycardia  pacing  has  been 
shown  to  be  effective  therapy  for  a re-entrant 
arrhythmias11  and  some  pacemakers  have  had 
FDA  approval  for  treatment  of  supraventricu- 
lar arrhythmias.  Investigational  protocols  of 
pacing  are  ongoing  for  the  treatment  of  ven- 
tricular arrhythmias  because  of  the  hazard  of 
the  pacemaker-induced  acceleration  of  the  ar- 
rhythmias and  causing  VF.12  Pacemaker  ther- 
apy appears  to  be  most  appropriate  for  the 
slower  arrhythmias  and  those  which  have  been 
shown  to  respond  to  simpler  pacing  tech- 
niques. Finally,  an  ideal  device  which  would 
have  the  capability  of  pacing  the  patient  out  of 
an  arrhythmia  or  shocking  a more  severe  ar- 
rhythmia is  being  investigated  by  numerous 
corporations.  Our  use  of  two  devices  was  the 
only  method  available  and  this  technology  is 
costly.  The  combination  of  antitachycardia 
pacemaker  and  an  AICD  can  have  significant 
interaction.  They  must  be  carefully  monitored 
and  adjustment  of  various  parameters  may 
need  to  be  undertaken  so  their  efficacy  can 
continue.  This  interaction  can  cause  major 
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problems  such  as  inappropriate  shocks  caused 
by  the  antitachycardia  pacing  activating  the 
AICD.  This  probably  occurred  in  our  patient 
and  was  corrected  by  slowing  the  decremental 
rate  and  the  amount  of  pacing.  Although  this 
costly  complex  treatment  was  undertaken  in 
this  patient,  the  effectiveness  has  been  remark- 
able. This  patient  who  previously  had  numer- 
ous ER  visits  and  long  hospitalized  care  is  now 
able  to  lead  a normal  lifestyle. 

In  summary,  the  implantation  of  anti- 
tachycardia pacing  devices  and  automatic  im- 
plantable cardiac  defibrillator  devices  repre- 
sents a manageable  treatment  modality  for  re- 
fractory life  threatening  ventricular  tachy- 
arrhythmias. □ 
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Family  therapy 
for  colic. 


The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 


Gas  is  often  part  of  the  colic  problem. 


New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.1 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Not  significant  *p<  005  tp  < 0 02  ip  < 0 01 


Double-blind,  randomized,  placebo-controlled  study. 

Priced  25%  below  the  leading  brand. 


This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1.  Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner.  1988:232:508 
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IMPROVING  SURVIVAL  IN  THE 
BURNED  PATIENT 

DABNEY  R.  YARBROUGH,  III,  M.D.* 


Bum  injuries  continue  to  be  a significant 
public  health  and  medical  problem  in  South 
Carolina:  971  hospitalizations  due  to  bums 
were  reported  in  1986  with  23  deaths.  In  1987 
there  were  172  fire-related  deaths  while  164 
such  deaths  were  recorded  in  1988.  South  Car- 
olina is  reported  to  have  the  nation’s  tenth 
highest  death  rate  due  to  fires.1  Progressive 
improvement  in  the  survival  of  burned  pa- 
tients has  been  recorded  by  most  bum  centers 
over  the  past  20  years.2'5  Factors  presumably 
related  to  this  increased  survival  include  the 
availability  of  more  effective  topical  anti- 
microbials, more  effective  antibiotics,  im- 
proved critical  care  technology  and  improved 
wound  care  techniques.2’ 4 

An  analysis  of  data  from  the  Medical  Uni- 
versity of  South  Carolina  (MUSC)  bum  ser- 
vice over  the  eight-year  period  1981-88  dem- 
onstrates this  same  encouraging  increase  in 
survival  in  patients  treated  on  the  MUSC  burn 
service.  The  survival  data  reported  in  this  arti- 
cle were  derived  from  that  analysis. 

MATERIALS  AND  METHODS 

The  MUSC  Bum  Unit  is  a 10-bed  unit  for 
the  care  of  adult  burned  patients.  The  unit 
includes  a four-bed  intensive  care  area  with 
two  isolation  rooms  as  well  as  three  semi-pri- 
vate intermediate  care  areas.  Additionally,  pa- 
tients with  minor  bums  and  patients  in  the 
final  stages  of  recuperation  are  often  admitted 
to  areas  on  the  general  surgery  service. 

All  adult  burned  patients  are  treated  by  the 
author  as  medical  director  of  the  Bum  Service. 
Pediatric  burned  patients  (patients  less  than  1 6 
years  of  age)  are  cared  for  in  a separate  pedi- 
atric surgical  facility. 

Patients  with  moderate  and  major  bums  are 
initially  admitted  to  the  Bum  Intensive  Care 
Unit  where  resuscitation  is  carried  out  using 


* Department  of  Surgery,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
29425-2270. 


the  modified  Parkland  or  Brooke  formulas  for 
fluid  resuscitation.  Subsequently,  relatively 
conservative  management  of  the  bum  wound 
is  practiced. 

Surgical  excision  and  debridement  of  bum 
wounds  is  usually  delayed  until  approximately 
the  tenth  postbum  day.  The  patient’s  bum 
wounds  are  cleansed  and  conservatively  de- 
brided  once  or  twice  daily  and  topical  anti- 
microbials (Silver  Sulfadiazine,  Mafenide 
Acetate)  are  applied.  This  is  continued  until 
partial  thickness  wounds  are  healed  and  full- 
thickness wounds  are  ready  for  grafting.  Ca- 
daver skin,  heterografts  and  “skin  substitutes” 
are  infrequently  used.  Exceptions  to  this  con- 
servative approach  to  wound  management  in- 
clude bums  of  the  hands,  electrical  injuries  and 
limited-extent,  deep  bums. 

For  this  study  the  charts  of  901  bum-related 
admissions  during  an  eight-year  study  period 
from  1981-88  were  reviewed.  For  purposes  of 
comparison  data  from  the  years  1 9 8 1 - 1 9 8 3 and 
1984-1988  were  reviewed  and  analyzed  com- 
paratively. 

RESULTS  AND  DISCUSSION 

77.5%  of  patients  admitted  to  the  MUSC 
burn  service  during  the  study  period  were 
males  and  22.5%  were  females.  The  cause  of 
bum  was  categorized  as  flame  in  57.4%  of 
cases,  flash  in  12.9%  of  cases,  scald  in  1 1.4%  of 
cases,  contact  in  3.4%,  electrical  in  9.9%,  chem- 
ical in  3.5%  and  miscellaneous  in  1.6%  (Fig.  1). 
There  were  a total  of  342  admissions  during 
1981-1983  and  559  admissions  during  1984-88. 
The  average  age  of  patients  admitted  in  the 
1 981-1983  period  was  38  years,  the  average  per 
cent  burn  was  30.1%,  average  third-degree 
bum  was  14.2%  and  the  average  length  of  stay 
was  36  days.  The  overall  survival  rate  was 
87.6%  for  the  1981-83  period. 

During  the  1 984- 1 988  period  the  average  age 
was  40  years,  average  per  cent  burn  was  26.6%, 
average  third-degree  bum  was  10.7%  and  the 
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Figure  1. 

Causes  of  Burns 

MUSC  1981-1988 


Flame 

57.4 


average  length  of  stay  24  days.  The  overall 
survival  rate  was  91.5%  during  this  study  pe- 
riod (Table  1). 

Analysis  of  the  data  revealed  that  when  sur- 
vival by  per  cent  bum  for  the  two  study  periods 
was  examined,  little  difference  in  survival  was 
apparent  for  bums  involving  less  than  50%  of 
the  body  surface  area  (BSA)  although  as  Dem- 
ling  has  pointed  out,  survival  for  patients  with 
bums  involving  50%  of  the  BSA  has  increased 
dramatically  over  the  past  25  years.5 

In  1964,  bums  involving  50%  of  the  BSA  in 
patients  10-30  years  of  age  carried  a 50%  mor- 
tality rate.  By  1974  the  mortality  rate  for  this 
group  of  patients  had  decreased  to  30%  and  by 
1984  some  bum  units  reported  mortality  rates 
of  less  than  10%  for  these  patients.5  At  the 
MUSC  bum  unit  during  the  period  1981-1988 


TABLE  1 


General  Patient  Data 

1981-1983  1984-1988 


Number  of  patients 

342 

559 

Average  age 

38 

41 

Average  per  cent  burn 

30.1 

26.6 

Average  third-degree  bum 

14.2 

10.7 

Survival 

87.6% 

91.5% 

Length  of  stay  (days) 

36 

24 

the  mortality  rate  for  this  group  of  patients  was 
0%,  i.e.  100%  of  patients  aged  10-30  years  with 
approximately  50%  burns  survived. 

Although,  as  previously  noted,  little  dif- 
ference in  survival  during  the  two  time  periods 
examined  was  noted  in  patients  with  burns 
involving  less  than  50%  of  the  BSA  (96.7% 
survival  in  the  1981-1983  group  and  96.2%  in 
the  1984-1988  group);  increasing  improve- 
ment in  survival  during  the  1984-88  study  pe- 
riod was  noted  in  each  of  the  succeeding  larger 
bum  deciles. 

Survival  of  patients  with  bums  involving 
50-59%  BSA  was  70%  in  the  1981-1983  group 
and  85.2%  in  the  1984-1988  group.  In  patients 
with  bums  of  60-69%  of  the  BSA,  58.3%  sur- 
vived in  the  1981-83  period  and  68.2%  in  the 
1984-88  period.  Patients  with  bums  of  70-79% 
BSA  had  a 33%  survival  in  the  earlier  group 
and  66.7%  in  the  later  group.  Corresponding 
figures  for  80-89%  BSA  bums  were  33%  sur- 
vival between  1981-1983  and  74%  during 
1984-1988.  Minimal  survival  of  patients  with 
bums  involving  more  than  90%  BSA  was  noted 
(0%  in  the  1981-1983  group  and  7.1%  in  the 
1984-1988  group)  (Fig.  2). 

The  overall  survival  for  all  patients  with 
bums  exceeding  50%  of  the  BSA  improved 
from  52.3%  in  the  1981-1983  group  to  63.6%  in 
the  1984-1988  group.  The  average  per  cent 
bum  in  the  1981-1983  group  was  63%  BSA 
with  36%  third-degree  and  69%  BSA  with  38% 
third-degree  in  the  1 984- 1 988  group.  The  aver- 
age age  of  the  two  groups  remained  the  same  at 
44  years  (Table  2). 

SUMMARY 

Improving  survival  of  burned  patients  has 
been  reported  by  the  majority  of  bum  units 
over  the  past  decade.  Although  many  sophisti- 
cated studies  have  attempted  to  delineate  the 
major  factors  responsible  for  this  improve- 
ment, no  single  factor  has  emerged  as  being 
clearly  dominant. 

On  the  MUSC  bum  service,  increased  sur- 
vival has  been  particularly  apparent  in  patients 
with  bums  involving  50-90%  of  the  BSA.  Little 
improvement  in  survival  has  yet  been  noted  in 
patients  with  bums  involving  more  than  90% 
of  the  BSA. 

We  are  convinced  that  general  improve- 
ments in  topical  antimicrobials,  antibiotics, 
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Figure  2. 

MUSC  Burn  Survival 

1981-1983,  1984-1988 
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TABLE  2 

Patient  Data  in  Burns  Involving  More  Than  50%  BSA 

1981-1983  1984-1988 


Average  age 

44 

44 

Average  per  cent  bum 

63 

69 

Average  third-degree  bum 

36 

38.7 

Survival 

52.3% 

63.6% 

Length  of  stay  (days) 

59 

33 

techniques  of  critical  care,  improved  wound 
care  techniques  and,  very  importantly,  mainte- 
nance of  the  patient’s  nutritional  status  are  all 
critical  factors  in  improving  survival  in  the 
burned  patient.  Attributing  the  increased  sur- 
vival of  burned  patients  to  any  one  of  these 
factors  alone  currently  does  not  seem  to  be 
clearly  supported  by  data  reported  in  the  liter- 
ature nor  by  our  own  experience. 


It  is  to  be  hoped  that  as  the  quality  of  skin 
substitutes  and  techniques  of  culturing  skin 
improve,  inroads  into  the  extremely  high  mor- 
tality of  bums  involving  more  than  90%  of  the 
BSA  can  be  made.  The  MUSC  burn  service  is 
currently  investigating  the  place  of  aggressive 
early  burn  wound  excision  and  grafting  with 
cultured  epithelial  autografts  in  achieving  this 
goal.  □ 
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HYPOTHYROIDISM  AS  A CAUSE  OF 
ENZYME  ELEVATIONS 

RAY  B.  VAUGHTERS,  JR.,  M.D.* 


The  widespread  use  of  screening  laboratory 
tests  as  adjuncts  to  the  routine  physical  exam- 
ination sometimes  presents  a problem:  what 
should  one  do  when  an  asymptomatic  and 
apparently  healthy  person  is  found  to  have 
elevated  serum  enzyme  levels?  Presented  here 
are  three  instances  in  which  such  abnor- 
malities provided  the  clue  to  previously-unrec- 
ognized  hypothyroidism.  In  each  instance,  the 
abnormalities  corrected  to  normal  after  thy- 
roid supplementation. 

CASE  REPORTS 

Case  1.  A 55-year-old  man  whose  history  was 
remarkable  only  for  hypertension  was  found 
on  annual  physical  examination  to  have  the 
following  abnormalities  on  a routine  SMA- 1 9 
panel:  alkaline  phosphatase  124  miu/ml  (nor- 
mal 20-115  miu/ml);  LDH  (lactic  dehydroge- 
nase) 360  miu/ml  (normal  25-235  miu/ml), 
and  CPK  (creatine  phosphokinase)  3500  miu/ 
ml  (normal  25-235  miu/ml).  Chest  x-ray,  elec- 
trocardiogram, acid  phosphatase,  barium  en- 
ema, intravenous  pyelogram,  liver  biopsy, 
upper  gastrointestinal  series,  proctoscopy,  and 
muscle  biopsy  were  all  within  normal  limits. 
Serum  T4  (thyroxine)  level  was  1.8  mg/dl  (nor- 
mal 4-12  mg/dl).  He  was  treated  with 
levothyroxine  sodium,  0.05  mg  by  mouth  each 
morning.  Three  months  later,  his  T4  level  was 
10.6  mg/dl  and  his  CPK  was  normal  (114  miu/ 
ml). 

Case  2.  A 40-year-old  woman  was  evaluated 
for  the  complaint  of  myalgia.  Physical  exam- 
ination was  within  normal  limits.  An  SMA- 19 
panel  revealed  CPK  1089  miu/ml;  LDH  344 
MlU/ml;  and  SGOT  (aspartate  aminotrans- 
ferase) 53  miu/ml.  CPK  isoenzymes  revealed 
the  elevation  to  be  predominantly  of  CPK-2 
(striated  muscle).  Chest  x-ray,  upper  GI  series, 
gallbladder  series,  and  liver  scan  were  all 
within  normal  limits.  Her  serum  T4  was  2.4 


* 39  Varden  Drive,  P.O.  Box  2454,  Aiken,  S.  C.  29802. 


mg/dl.  She  was  treated  with  thyroglobulin  (1 
grain  each  morning).  Four  months  later,  labo- 
ratory values  including  CPK,  LDH,  and  SGOT 
were  all  within  normal  limits.  Her  myalgia  had 
resolved  completely,  and  her  T4  level  had  re- 
turned to  normal. 

Case  3.  A 57-year-old  woman,  whose  past  his- 
tory was  remarkable  only  for  total  abdominal 
hysterectomy  in  1973  for  in  situ  carcinoma  of 
the  cervix,  had  no  abnormalities  on  routine 
physical  and  pelvic  examinations.  However, 
an  SMA- 1 9 panel  revealed  a CPK  of  1 1 23  miu/ 
ml,  LDH  381  miu/ml,  and  SGOT  90  miu/ml. 
Chest  x-ray,  liver-spleen  scan,  and  barium  en- 
ema were  within  normal  limits.  Her  T4  level 
was  2.7  mg/dl.  She  was  begun  on  levothyroxine 
(0.05  mg  each  morning).  Six  months  later,  lab- 
oratory studies  including  T4,  CPK,  LDH,  and 
SGOT  were  all  within  normal  limits. 

DISCUSSION 

The  correlation  of  hypothyroidism  and  ele- 
vation of  the  CPK,  SGOT,  and  LDH  is  recog- 
nized by  several  authors.1'3  The  source  and 
etiology  of  these  changes,  however,  are  dis- 
puted. DeSilva4  and  Klein5  feel  the  elevation  to 
be  from  skeletal  muscle,  while  Tajiri  believes 
the  elevation  to  be  of  hepatic  origin.2  Others 
suggest  that  both  muscle  and  hepatic  sources 
contribute.  Strausberg6  feels  that  the  cause  of 
the  changes  is  decreased  clearance  of  normally- 
produced  enzymes  due  to  hypothyroidism. 
Tajiri  attributes  the  rise  to  a decrease  in  hepatic 
circulation  caused  by  hypothyroidism.2  Still 
others  attribute  the  enzyme  elevations  to  a fall 
in  body  temperature.  Irrespective  of  the  cause, 
there  is  agreement  that  the  abnormalities 
should  return  to  normal  within  two  weeks  of 
proper  thyroid  replacement  therapy.  If  this 
fails  to  occur,  other  causes  for  the  enzyme 
abnormalities  should  be  sought. 

SUMMARY 

Three  cases  are  reported  in  which  elevated 
serum  enzyme  levels — CPK,  SGOT,  LDH, 
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and/or  alkaline  phosphatase — provided  an 
important  diagnostic  clue  to  previously-unrec- 
ognized  hypothyroidism.  □ 
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HIGHLIGHTS  OF  MAY  24  BOARD  OF  TRUSTEES  MEETING 

The  Board  of  Trustees  observed  a moment  of  silent  prayer  in 
memory  of  J.  Gavin  Appleby,  MD,  who  died  on  May  17.  Dr.  Appleby 
was  a former  president  of  the  SCMA  and  was  currently  serving  as 
an  alternate  delegate  to  the  AMA. 

The  Board  of  Trustees  considered  problems  created  for  physicians 
by  the  new  Southern  Bell  Caller  ID  service.  Physicians  have 
expressed  concerns  that  their  private,  unlisted  numbers  would  be 
available  to  patients  and  others  through  a special  piece  of 
equipment  before  the  call  is  answered.  Southern  Bell  has 
advised  that  there  are  options  available  to  eliminate  your 
telephone  number  from  being  delivered  to  the  person  you  are 
calling,  as  follows: 

- The  call  can  be  placed  through  a telephone  company 
operator  (you  can  dial  0+  the  7-digit  local  number  and  bill  the 
call  to  your  Southern  Bell  Calling  Card).  There  is  a $.30  charge 
for  the  call. 

- The  call  can  be  placed  from  a public  telephone,  and  the 
public  telephone  number  will  be  delivered. 

- The  call  can  be  placed  through  a third  party,  and  the 
third  party's  telephone  number  will  be  delivered. 

- The  caller  can  subscribe  to  "RingMaster*  Service"  whereby 
they  have  two  numbers  with  two  ringing  patterns  associated  with  a 
single  line.  The  number  that  will  be  delivered  to  the  called 
party  can  then  be  made  nonpublished  and  not  answered.  There  is  a 
monthly  rate  of  $3.95  for  this  service. 

You  may  wish  to  check  with  your  answering  service  to  determine  if 
they  have  the  ability  to  have  a call  placed  through  them.  The 
SCMA  has  been  advised  that  at  least  three  answering  services  in 
the  Columbia  area  have  the  equipment  to  accommodate  this  service. 

As  directed  by  the  House  of  Delegates  at  the  1990  Annual  Meeting, 
President  John  W.  Simmons,  MD,  has  formed  a Committee  on 
Environmental  Preservation  and  Protection.  The  1990-91  chairman 
will  be  Edward  Catalano,  MD. 


The  Board  of  Trustees  selected  Roger  Gaddy,  MD,  of  Winnsboro, 
Robert  L.  Galphin,  MD,  of  Columbia,  and  William  Carter,  MD,  of 
Charleston  as  nominees  for  three  new  positions  on  the  PRO  Board. 

Through  a resolution  submitted  to  the  AMA  House  of  Delegates, 
the  board  clarified  that  necessary  action  should  be  taken  to 
repeal  the  limits  on  balance  billing,  which  will  be  in  effect  on 
January  1,  1991,  as  a result  of  OBRA  1989,  except  for  those 
"procedures  which  are  designated  by  Congress  and  are  documented 
by  data  acceptable  to  the  medical  profession  to  be  "overpriced." 

The  board  selected  Daniel  W.  Brake,  MD,  to  fill  the  vacancy  in 
the  position  of  AMA  alternate  delegate  created  by  the  untimely 
death  of  J.  Gavin  Appleby,  MD. 

MEDICARE  UPDATE 


Physician  Coverage  Arrangements 

HCFA  has  advised  that  it  is  reevaluating  Medicare  policy  for 
physician  coverage  arrangements  in  response  to  widespread 
concerns  within  the  profession.  AMA  has  urged  such  a review. 
HCFA  informed  the  AMA  that  it  has  advised  its  regional  office  to 
notify  Medicare  carriers  to  continue  historical  billing  and 
payment  practices  pending  its  efforts  to  resolve  issues  regarding 
covering  physician  arrangements  under  Medicare.  Thus,  under  the 
HCFA  directive,  Medicare  carriers,  such  as  SC  Blue  Cross  and 
Blue  Shield,  who  previously  permitted  a physician  to  bill  for 
services  provided  by  a substituting  colleague  should  continue 
that  practice. 

Special  Medicare  Bonus:  Health  Manpower  Shortage  Areas 

Reminder:  In  1990,  Medicare  reimburses  physicians  who  practice 
in  an  HMSA  1 or  2 rural  area  a special  five  percent  bonus  if 
claims  are  submitted  with  the  HMSA  class  on  them  according  to 
instructions  in  the  Medicare  manual. 

It  is  the  understanding  of  the  SCMA  that  in  1991  physicians  in 
all  HMSA  areas  (classes  1-4)  will  receive  a 10  percent  bonus  if 
the  HMSA  class  is  submitted  on  Medicare  bills. 

It  is  important  that  the  agencies  which  determine  HMSA  status 
have  the  latest  information  on  changes  which  reduce  the 
availability  of  physicians  in  your  area.  You  are  encouraged  to 
notify  Richard  Demarest  of  the  Health  and  Human  Services  Finance 
Commission  of  physicians  in  your  area  who  retire,  restrict  their 
hours,  move  away,  etc.  You  may  write  Mr.  Demarest  at  PO  Box 
8206,  Columbia,  SC  29202,  or  call  253-6177  in  Columbia. 

If  you  have  Medicare  questions  or  problems,  contact  Barbara 
Whittaker  at  SCMA  headquarters. 


UPDATE:  PROPOSED  REGULATION  OF  PHYSICIAN  OFFICE  LABS 


On  May  21,  HCFA  published  proposed  rules  which  are  designed  to 
implement  the  Clinical  Laboratory  Improvement  Amendments  of  1988, 
in  which  Congress  required  HCFA  to  issue  federal  standards  for 
all  labs  which  test  human  specimens.  Interested  parties  have 
until  August  20  to  comment  on  the  proposed  regulations,  which 
would: 


- exempt  certain  offices  from  CLIA  standards  (labs  which 
only  perform  tests  such  as  dipstick  or  tablet  reagent  urine 
analysis  for  specified  analytes,  fecal  occult  blood,  spun 
microhematocrit,  certain  microscopic  examinations,  ovulation 
tests,  whole  blood  clotting  time,  urine  pregnancy  tests, 
antistreptolysin  O screen-slide  card  agglutination  test,  C 
reactive  protein  screen-slide  card  agglutination  test, 
rheumatoid  factor  screen-slide  card  agglutination  test,  gram 
stain  on  discharges  and  exudates,  infectious  mononucleosis 
screen-slide  card  agglutination  test,  potassium  hydroxide 
preparation  on  cutaneous  scrapings,  erythrocyte  sedimentation 
rate,  sickle  cell  screening-methods  other  than  electrophoresis, 
glucose  screen  whole  blood  dipstick  method-visual  color 
comparison  determination,  and  semen  analysis) . PHYSICIANS  WOULD 
BE  REQUIRED  TO  APPLY  FOR  A "CERTIFICATE  OF  WAIVER"  (APPLICATION 
FEE  ESTIMATED  BY  AM  NEWS  TO  BE  APPROXIMATELY  $500  EVERY  TWO 
YEARS) . 

- require  certification  as  a Level  I lab  (offices  which 
perform  cholesterol  screens,  cultures  for  colony  counts  for 
urinary  tract  infection  (not  to  include  identification  and 
susceptibility) , hemoglobins  (methods  other  than 
electrophoresis) , white  blood  cell  counts,  red  blood  cell 
counts,  hematocrits,  urea  nitrogens  (BUN) , creatinines,  uric 
acids,  glucose  and  direct  streptococcal  antigen  tests  must  be 
directed  by  a physician  or  PhD-level  scientist  and  test  analysts 
must  be  high  school  graduates  or  the  equivalent  (application  fee 
estimated  by  AM  News  to  be  approximately  $2,000  every  two  years). 

- require  certification  as  a Level  II  lab  (offices  which 
perform  all  tests  not  covered  by  above  categories)  must  be 
directed  by  a pathologist  or  PhD-level  scientist.  All  Level  II 
tests  must  be  performed  by  qualified  lab  technologists  or 
technicians  (no  estimated  fee  available  at  this  time) . 

For  a copy  of  the  proposed  regulations  and  a sample  letter  to 
Congress  and  HCFA,  please  call  Kim  Fox  or  Joy  Drennen  at  SCMA 
headquarters.  You  are  encouraged  to  read  these  regulations  to 
ascertain  how  these  requirements  would  affect  your  office  if 
finalized.  You  also  are  encouraged  to  submit  comments  to  HCFA? 
please  send  a copy  to  Barbara  Whittaker  at  the  SCMA.  The  SCMA 
plans  to  write  Congress  and  HCFA. 
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PRACTICE  MANAGEMENT  UPDATE 


For  your  information,  the  CPT  book  includes  a code  "99080"  which 
is  defined  as  the  code  for  "special  reports  such  as  insurance 
forms,  or  the  review  of  medical  data  to  clarify  a patient's 
status  - more  than  the  information  conveyed  in  the  usual  medical 
communications  or  standard  reporting  form." 

Direct  billing  questions  to  Barbara  Whittaker  at  SCMA 
headquarters.  Please  remember  to  keep  the  Insurance  Commissioner 
and  SCMA  informed  of  problems  you  encounter  with  utilization 
review. 

CPC  GUIDELINES  FOR  INFECTION  CONTROL 

Potential  exposure  to  HIV  and  other  bloodborne  pathogens  is  a 
risk  every  physician  faces.  The  AMA  wants  to  make  sure  that 
infection  control  guidelines  are  as  comprehensive  as  possible. 
After  reviewing  all  the  proposed  standards  for  protecting  health 
workers  from  exposure,  the  AMA  concluded  that  the  Centers  for 
Disease  Control's  guidelines  present  the  best  methods  of 
preventing  occupational  transmission. 

The  AMA  recently  testified  to  that  effect  before  OSHA.  In 
addition,  the  AMA  urged  OSHA  to  train  enough  field  staff  to 
conduct  infection  control  inspections  without  disrupting  the 
delivery  of  quality  care. 

For  a copy  of  the  CDC  guidelines,  contact  Kim  Fox  or  Joy  Drennen 
at  SCMA  headquarters. 

SCMA/AMA  MEMBERSHIP  RECRUITMENT  CONTESTS 

Join  the  1990  contest  to  recruit  new  members  and  compete  for  a 
$2,000  gift  certificate  for  a trip  for  two  (first  prize)  or  a pen 
and  pencil  set  (second  prizes) . Physicians  signing  up  SCMA 
members  will  be  awarded  one  point  for  each  member,  and  physicians 
signing  up  AMA  members  will  be  awarded  one  point  for  each  member. 
Three  points  will  be  awarded  when  a physician  is  recruited  for 
both  SCMA  and  AMA  membership.  Recruiters  will  also  have  points 
counted  toward  a county  prize  which  will  be  a $2,000  gift 
certificate  for  a trip  for  two  to  be  given  to  the  county  medical 
society.  The  contest  runs  from  June  15  to  August  31,  1990.  All 
new  membership  applications  must  be  in  the  SCMA  office  by 
September  10. 

Contact  Julia  Brennan  at  SCMA  headquarters  to  sign  up  for  the 
contest. 

WANTED:  PHYSICIANS  TO  TREAT  WORKERS'  COMPENSATION  CASES 

Marion  McFarland,  III,  MD,  chairman  of  the  SCMA  Occupational 
Medicine  Committee,  recently  met  with  the  executive  director  and 
commissioners  of  the  SC  Workers'  Compensation  Commission.  The 
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commissioners  were  concerned  that  many  SC  physicians  were 
refusing  to  take  workers'  compensation  cases. 

In  an  effort  to  have  increasing  communications  between  the  SC 
Workers'  Compensation  Commission  and  the  physicians  in  the  state, 
Dr.  McFarland  would  like  to  encourage  physicians  to  treat 
workers'  compensation  cases.  If  you  are  interested  in  treating 
such  cases,  please  contact  Julia  Brennan  at  the  SCMA. 

AMA'S  HEADQUARTERS  MOVE 

The  staff  of  the  AMA  will  be  moving  into  leased  space  in  a new 
headquarters  building  in  Chicago,  beginning  August  16.  Effective 
August  27,  the  AMA's  mailing  address  changes  to  515  North  State 
Street,  Chicago  60610.  The  general  office  phone  number  becomes 
312-464-5000. 

PUBLICATIONS  AVAILABLE 


Teach  your  staff  claims  processing  the  easy  way  with  the  AMA's 
introductory  audiocassette  and  workbook,  Insurance  Processing. 
This  user-friendly  self-study  course  includes  examples  of  the 
set-up  and  operation  of  efficient  processing  systems,  along  with 
study  exercises  and  resources  listings.  AMA  members  pay  only 
$34.95.  Call  1-800-621-8335  to  order. 

The  SC  Department  of  Mental  Retardation  has  a new  packet  of 
publications  available  to  medical  professionals.  The  free  packet 
contains  information  about  the  mental  retardation  service 
delivery  system,  services  provided  by  DMR  and  support  groups  for 
families  of  people  with  mental  retardation  and  related 
disabilities.  To  receive  the  packet,  write  to  the  Community 
Education  Office,  SC  Department  of  Mental  Retardation,  PO  Box 
4706,  Columbia,  SC  29240  or  call  737-6477  in  Columbia. 

CAPSULES 

Joseph  D.  Thomas,  Sr.,  MD,  of  Denmark,  has  been  named  the  1990 
Family  Physician  of  the  Year  by  the  SC  Academy  of  Family 
Physicians. 

Keith  Torgersen,  who  works  in  the  critical  care  unit  of  McLeod 
Regional  Medical  Center  in  Florence,  has  been  named  the  1990 
Registered  Nurse  of  the  Year  by  the  SC  Hospital  Association. 

Kathy  Hornsby  of  Richland  Memorial  Hospital  was  named  Licensed 
Practical  Nurse  of  the  Year. 
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A HISTORY  OF  THE  WILLIAM  S.  HALL 
PSYCHIATRIC  INSTITUTE 

ALEXANDER  G.  DONALD,  M.D.* 


In  1961,  Mr.  C.  M.  Tucker,  Jr.,  Chairman, 
South  Carolina  Mental  Health  Commission, 
and  Dr.  William  S.  Hall,  South  Carolina  Com- 
missioner of  Mental  Health,  went  to  see  then 
Governor  Fritz  Holhngs  about  the  difficulty  in 
recruiting  psychiatrists.  The  Governor  made 
available  to  them  some  of  his  discretionary 
funds  to  start  a training  program  at  the  South 
Carolina  State  Hospital.  The  program  started 
with  one  faculty  member  (Dr.  Ed  Bum).  The 
residents  were  assigned  inpatients  in  rotation 
with  staff  with  little  in  the  way  of  a formal 
educational  program.  In  1 965  the  residency  was 
put  on  probation  by  the  Council  On  Medical 
Education  and  all  except  one  of  the  residents  left 
the  program.  The  five  major  deficiencies  were: 
(1)  overloading  the  residents  with  service  func- 
tions; (2)  lack  of  individual  supervision;  (3)  lack 
of  an  organized  experience  in  child  psychiatry; 
(4)  lack  of  a definitive  experience  in  the  care  and 
management  of  outpatients  and  (5)  insufficient 
experience  with  the  less  seriously  ill  patients.  At 
that  point,  Mr.  Tucker  and  Dr.  Hall  went  back 
to  Governor  Holhngs,  who  had  heard  of  the 
establishment  of  psychiatric  institutes  in  other 
parts  of  the  country  and  suggested  that  one  be 
established  in  South  Carolina. 

The  value  of  historical  study  in  seeking  clues 
for  the  future  is  pointed  out  by  Lawrence  C. 
Kolb  in  his  article,  “The  Institutes  of  Psychia- 
try, Growth,  Development  and  Future.”  As  the 
result  of  a charge  to  Ira  Van  Gieson  from  the 
Commissioners  of  Lunacy  of  New  York,  the 
Pathologic  Institute  of  the  State  of  New  York 
opened  in  1896,  the  first  medical  research  in- 
stitute in  the  United  States.  It  was  multi- 
disciplinary (bacteriology,  pathology,  phys- 
iology, biochemistry,  anthropology,  psychol- 
ogy and  psychiatry).  It  was  a separate  labora- 
tory and  not  a part  of  a hospital  or  a university. 
After  several  years  it  was  lagging  due  to  a lack 


* William  S.  Hall  Psychiatric  Institute,  P.  O.  Box  202, 
Columbia,  S.  C.  29202. 


of  support.  Dr.  Adolf  Meyer  took  over  as  Di- 
rector, moved  it  to  a state  hospital  and  changed 
the  name  to  The  New  York  State  Psychiatric 
Institute.  In  1928,  it  was  moved  to  the  Colum- 
bia-Presbyterian  Medical  Center  and  has  flour- 
ished since  that  time  in  a university  medical 
center  with  the  primary  functions  of  research 
and  postgraduate  teaching,  while  furnishing 
special  services  for  a limited  number  of  pa- 
tients. History  indicates  that  in  order  for  a 
research  institute  to  flourish,  there  must  be  an 
interdisciplinary  interchange,  with  mutual  re- 
spect— a pursuit  of  knowledge  in  an  ambience 
of  intellectual  freedom,  flexibility,  tolerance, 
humility  and  generativity.  There  is  a need  for 
multiple  sources  of  support.  This  is  necessary 
to  lessen  the  impact  should  any  of  the  work 
being  done  challenge  the  social  values  of  the 
day  or  the  personal  opinions  of  individual  po- 
litical powers,  thus  decreasing  the  pressure  to- 
ward conformity  from  centralized  bureau- 
cratic management. 

After  much  study  and  many  visits  to  operat- 
ing programs,  it  was  decided  that  the  recently 
completed  admission  unit  building  for  the 
South  Carolina  State  Hospital  would  be  estab- 
lished as  a teaching  and  research  institute.  This 
building  had  been  constructed  at  the  cost  of  3.7 
million,  two-thirds  of  which  was  Federal  fund- 
ing under  the  Hill-Burton  Program.  With  the 
Governor’s  help,  a law  was  passed  establishing 
the  William  S.  Hall  Psychiatric  Institute  as  a 
teaching  hospital  for  the  primary  purposes  of 
training  mental  health  professionals  and  con- 
ducting psychiatric  research. 

The  unique  provisions  for  this  hospital  as 
recorded  in  South  Carolina  statutes  are: 

1.  Admissions  to  the  Institute  shall  be  based 
upon  the  need  of  the  Institute  and  shall  be 
controlled  by  the  superintendent. 

2.  Informal  admissions  (like  that  of  a general 
hospital)  shall  be  available. 

3.  In  addition  to  the  mentally  ill,  persons  suf- 
fering from  neurological  disorders  will  be 
eligible  for  admission. 
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William  S.  Hall  Psychiatric  Institute. 


The  Institute  had  a separate  budget,  a sepa- 
rate staff  and  a separate  accreditation.  Empha- 
sis was  placed  on  the  development  of  outpatient 
and  child  psychiatry  services.  The  number  of 
patients  assigned  to  each  resident  was  limited, 
and  admissions  were  strictly  controlled  so  that 
each  resident  had  experience  with  the  total  spec- 
trum of  mental  illness.  A well  qualified  staff  was 
recruited.  Since  it  is  necessary  that  residents 
learn  to  distinguish  physical  from  psychological 
illnesses,  a neurologic  section  with  outpatient 
and  inpatient  services  was  developed.  This  is 
complemented  today  by  an  electroencephalo- 
graphic  laboratory  and  a sleep  laboratory.  This 
section  does  not  treat  acute  neurological  prob- 
lems but  does  treat  chronic,  degenerating  ones 
such  as  Huntington’s  chorea,  Alzheimer’s  dis- 
ease, various  forms  of  epilepsy,  and  Wilson’s 
disease  which  are  frequently  difficult  to  dis- 
tinguish from  psychological  illnesses. 

Supporting  services  for  the  Institute  include 
an  audiovisual  section  with  a closed  circuit  tele- 
vision system,  a professional  library,  and  The 
Psychiatric  Forum,  a journal  devoted  to  the 
publication  of  articles  on  subjects  pertinent  to 
mental  health.  Many  years  ago,  the  Ensor  fam- 
ily established  a foundation  for  mental  health 
research  which  is  administered  by  the  Citizens 
and  Southern  National  Bank.  The  income  from 
this  foundation  was  used  to  partially  support 
the  Ensor  Laboratory  at  the  newly  established 
Institute. 

Fully  accredited  training  programs  in  all 
mental  health  professions  were  developed:  A 


residency  in  general  psychiatry  (four  years — 
the  first  of  which  has  four  months  of  primary 
medical  training,  either  internal  medicine,  pe- 
diatrics, or  family  practice);  a fellowship  in 
child  psychiatry  (two  additional  years,  one  of 
which  may  overlap  with  general  psychiatry); 
an  internship  in  clinical  psychology  (one  year); 
placement  for  graduate  social  work  students 
(three  months);  placement  for  undergraduate 
and  graduate  nursing  students  (three  months); 
placement  for  recreational,  occupational,  mu- 
sic and  art  therapists  (three  months);  clinical 
pastoral  training  (one  year);  clinical  pastoral 
supervisory  training  (one  additional  year)  and 
continuing  medical  education.  These  pro- 
grams involved  early  educational  contacts  and 
relationships  with  The  University  of  South 
Carolina  (nursing  students  and  social  work 
placement),  state  associate  degree  nursing  pro- 
grams, and  colleges  outside  the  state.  All  of 
these  mental  health  specialists  have  specific 
expertise  which  is  most  helpful  to  mental  pa- 
tients when  appropriately  used.  But,  obvious- 
ly, to  expect  the  same  thing  of  an  individual 
with  three  months’  clinical  internship  during  a 
two-year  masters  degree  program  that  is  ex- 
pected of  an  individual  who  has  completed 
medical  school,  a four-year  residency  program 
and  possibly  a two-year  fellowship  is  inap- 
propriate. It  has  been  Institute  philosophy  that 
people  who  train  together  come  to  understand 
what  each  discpline  does  best  and,  therefore, 
work  together  more  effectively  for  the  benefit 
of  the  patients  they  serve. 

In  fulfilling  its  mission  as  a teaching  center, 
the  Institute  developed  a pilot  project  for  the 
village  system  which  the  department  was  de- 
veloping. This  program  related  each  inpatient 
unit  with  a mental  health  center  in  order  to 
maximize  continuity  of  care.  The  Institute  in- 
patient unit  related  to  the  Santee  Wateree 
Mental  Health  Center  in  Sumter.  It  was  such  a 
successful  arrangement  that  it  was  retained 
even  after  the  overall  village  system  was  devel- 
oped and  transferred  to  Bryan  Hospital.  It  is  an 
integral  part  of  the  Institute  residency  training 
program  in  community  psychiatry. 

A second  example  of  an  Institute  pilot  pro- 
ject was  the  development  of  an  intensive  treat- 
ment program  for  patients  who  had  been  in  the 
State  Hospital  for  more  than  seven  years.  The 
length  of  hospitalization  required  was  later  re- 
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duced  to  four  years.  This  was  so  successful  that 
it  was  adopted  department-wide  as  a commu- 
nity support  program  and  has  played  a signifi- 
cant part  in  the  reduction  of  the  population  of 
the  State  Hospital. 

Another  project,  which  was  initially  funded 
by  a federal  grant,  is  the  Alzheimer’s  Day  Care 
Program.  With  an  increasing  number  of  pa- 
tients with  this  disease,  a comprehensive  sys- 
tem of  care  must  be  developed.  This  program 
cares  for  patients  during  the  day  so  that  the 
family  may  go  about  their  work  or  have  respite 
from  the  patient’s  care.  It  has  been  well  re- 
ceived and  featured  in  several  prominent 
newspaper  articles.  It  is  a program  that  has 
turned  out  to  be  worthy  of  duplication  in  each 
metropolitan  area  in  the  state.  The  results  have 
clearly  shown  that  it  prolongs  home  care  and 
the  intact  family,  prevents  early  institution- 
alization, gives  better  patient  care,  improves 
family  acceptance  and  saves  money. 

An  eleemosynary  foundation  (the  Health 
Resources  Foundation)  was  established  in 
1 972  “to  promote  the  educational  and  research 
programs  of  the  William  S.  Hall  Psychiatric 
Institute  and  to  support  such  other  activities  in 
the  mental  health  field  in  South  Carolina  as  the 
trustees  may  from  time  to  time  determine.”  A 
professional  practice  plan  was  developed  in 
order  that  the  academic  staff  might  supple- 
ment their  salaries  with  limited  private  prac- 
tice. The  Shearouse  Pavilion,  a 20-bed  facility 
for  treatment  of  adults  experiencing  acute  psy- 
chiatric problems,  was  established  as  a self- 
supporting  unit  for  the  private  practice  of  fac- 
ulty members  of  the  Department  of  Neuropsy- 
chiatry and  Behavioral  Science. 

Following  the  Institute  director’s  sabbatical 
in  Glasgow  in  1982,  each  Spring  one  Institute 
resident  has  spent  three  months  in  Scotland 
and  one  of  Glasgow’s  “registrars”  has  spent 
three  months  in  Columbia.  This  is  a significant 
addition  to  both  programs.  The  experience  of 
dealing  with  psychiatric  patients  and  staff  in  a 
different  culture  forces  one  to  rethink  and  to 
clarify  basic  concepts. 

A unique  aspect  of  the  Institute’s  history  has 
been  an  annual  visit  by  Dr.  Kenneth  Artiss,  a 
psychiatrist  from  Bethesda,  Maryland.  Over 
the  years,  Dr.  Artiss  has  made  a series  of  pre- 
sentations to  psychiatry  residents;  these  have 
been  compiled  in  a book  which  will  be  pub- 


lished soon.  Dr.  Artiss  annually  evaluates  the 
Institute’s  progress  and  plans — giving  a criti- 
que with  constructive  criticism  and  advice.  It 
is  an  advantage  that  he  has  known  the  Institute 
from  its  inception  yet  has  not  been  involved  in 
its  day-to-day  operations. 

In  1967,  convinced  of  the  importance  of  in- 
cluding in  the  training  programs  the  dynamic 
concepts  best  defined  in  psychoanalysis,  ar- 
rangements were  made  for  three  psychoanalysts 
from  New  York  to  visit  the  Institute  on  a reg- 
ular basis.  (There  was  no  analyst  available  in 
South  Carolina  at  that  time  and  attempts  to 
recruit  one  had  been  unsuccessful.)  After  sev- 
eral years  one  of  the  original  three  decided  to 
move  here  and  another  psychoanalyst  joined 
the  staff  as  the  Director  of  the  General  Psychi- 
atric Residency  Program.  They  started  a psy- 
choanalytic study  group  with  members  drawn 
from  Augusta,  Charleston  and  Savannah.  In  an 
attempt  to  integrate  an  analytic  approach  into 
the  residency  program  here,  they  held  a weekly 
clinically-oriented  session  on  supervision  with 
the  faculty.  A resident  who  was  supervised  by 
the  author  did  a videotape  of  each  session  with  a 
patient,  and  the  tapes  were  then  reviewed  by  the 
faculty.  This  supervisor  shared  his  impressions 
from  supervision  and  an  analyst  critiqued  the 
process  weekly,  for  a year.  Another  staff  mem- 
ber videotaped  each  supervisory  session  with  a 
resident,  and  these  were  critiqued  by  an  analyst 
weekly  for  another  year.  A weekly  case  con- 
ference for  residents  followed  the  treatment  of  a 
patient  who  was  being  treated  by  one  of  them. 
Recently  another  analyst  joined  the  faculty  of 
the  University  of  South  Carolina  School  of 
Medicine  and  was  given  an  office  in  the  medical 
school  library  building  so  that  he  is  available  to 
medical  students  for  counseling  as  needed, 
without  referral  and/or  reporting  to  faculty  or 
administration.  Together,  these  analysts  have 
developed  an  analytic  training  program  as  a 
satellite  to  the  Duke/University  of  North  Caro- 
lina program  and  currently  have  four  psychia- 
trists in  psychoanalytic  training. 

Psychoanalysis  has  contributed  to  the  art  of 
psychiatric  treatment  by:  (1)  an  analytic  ap- 
proach to  mental  problems  based  on  the  prem- 
ise that  human  behavior  can  be  understood;  (2) 
a working  conceptualization  of  the  mind;  (3) 
help  for  those  who  work  with  patients  in  under- 
standing themselves  in  order  that  they  might 
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treat  patients  more  efficiently  and  effectively; 
(4)  contributions  to  the  education  and  training 
of  psychiatrists;  and  (5)  emphasizing  the  impor- 
tance of  a reliable  and  understanding  rela- 
tionship (person  to  person)  in  psychiatric 
practice. 

Further  professional  growth  is  also  reflected 
inasmuch  as  about  a year  ago  there  were  114 
members  of  the  Mid-state  chapter  of  the  South 
Carolina  Psychiatric  Association:  23  were 
members  in  training  at  the  Institute,  9 1 were  full 
members.  Of  the  91,  39  did  their  residencies  at 
the  Institute  and  2 1 were  originally  recruited  to 
the  area  as  faculty  of  the  Institute.  Thus,  60  of 
the  9 1 were  attracted  to  the  area  by  the  Institute. 
Of  1 7 graduates  of  the  Institute  residency  pro- 
gram between  1985  and  1988,  15  (or  88%)  have 
initially  chosen  careers  in  the  public  sector  of 
psychiatry,  12  (or  70%)  with  the  Department  of 
Mental  Health,  1 1 (or  64%)  have  continued  in 
the  public  sector. 

When  the  University  of  South  Carolina  was 
developing  a medical  school,  it  was  felt  that  the 
best  interests  of  the  University  and  the  Depart- 
ment of  Mental  Health  would  be  served  if  the 
Institute  became  the  Department  of  Psychiatry 
at  the  School.  This  would  be  most  economical, 
and  there  was  no  need  for  duplication.  An 
agreement  was  signed  which  stated  that  the 
Director  of  the  Hall  Institute  and  the  Chairman 
of  the  Department  of  Psychiatry  would  be  one 
and  the  same.  The  grant  for  the  medical  school 
had  no  position  for  a neurologist  and  the  In- 
stitute had  four  board  certified  neurologists; 
therefore,  it  was  decided  that  this  department 
would  be  the  Department  of  Neuropsychiatry. 
This  is  relatively  unique:  most  neurologists  are 
in  the  departments  of  Internal  Medicine  or,  at 
large  medical  schools,  there  is  a separate  De- 
partment of  Neurology.  The  medical  school 
grant  had  only  one  position  for  teaching  behav- 
ioral science.  That  seemed  impractical  consid- 
ering the  necessary  absences  for  annual  leave, 
sick  leave,  etc.  The  Institute  had  many  behav- 
ioral scientists;  therefore,  the  final  evolution 
was  the  Department  of  Neuropsychiatry  and 
Behavioral  Science. 

The  combination  worked  well.  The  academic 
halo  helped  to  recruit  well-qualified  faculty. 
The  Department  has  time  allotted  for  teaching 
in  each  of  the  four  years  of  the  medical  school; 
72  hours  in  the  first  year  for  a course  in  human 


behavior;  72  hours  in  the  second  year  for  a 
course  in  psychopathology,  eight  weeks  for  a 
clerkship  in  clinical  psychiatry  during  the  third 
year  and  four  weeks  for  a clerkship  in  neurology 
during  the  fourth  year.  Students  do  their  clinical 
rotations  at  the  Institute,  the  Bryan  Dorn  Vet- 
erans’ Center,  The  Baptist  Medical  Center  and 
Charter  Rivers  Psychiatric  Hospital. 

Students  at  this  school  have  consistently  per- 
formed above  the  national  norm  on  exams  in 
behavioral  science  and  psychiatry.  Since  60  per- 
cent of  psychiatrically  ill  patients  are  treated  by 
primary  care  physicians,  the  more  students 
going  into  primary  care  know  about  the  men- 
tally ill,  the  more  the  mentally  ill  of  South 
Carolina  will  benefit.  Last  year,  nine  of  57  grad- 
uating students  (or  1 5.8%)  went  into  psychiatry, 
eight  applied  for  residencies  at  the  Institute, 
four  were  accepted  because  of  limited  positions 
and  budget,  and  the  other  four  went  elsewhere 
but  hopefully  will  return  to  South  Carolina.  The 
national  average  of  students  going  into  psychia- 
try is  four  percent. 

The  University  halo  has  also  helped  research 
to  flourish.  An  outstanding  child  psychiatry  re- 
searcher was  recruited  and  is  on  the  staff  of  the 
Institute.  Her  grants,  however,  are  acquired  and 
administered  through  the  University.  She  cur- 
rently has  two  major  grants,  one  to  study  the 
epidemiology  of  depression  in  childhood  and 
the  other  to  study  the  effect  of  lithium  in 
therapeutic  doses  on  adolescents  who  are  begin- 
ning to  abuse  drugs.  Another  child  psychiatrist 
at  the  Medical  School  and  a geneticist  at  the 
Institute  have  a major  grant  to  study  autism  and 
have  recently  completed  an  educational  pro- 
gram funded  by  the  Fullerton  Foundation  on 
psychotropic  medications  for  children.  The 
summer  medical  student  clerkship  funded  by 
NIMH,  the  Department  of  Neuropsychiatry, 
and  the  Institute,  has  fostered  both  faculty  re- 
search and  student  interest  in  psychiatry.  The 
grant  funds  for  this  year  are  $692,803  with  a 
projection  of  $1,555,708  approved  for  future 
years;  for  a total  of  $2,248,51 1. 

This  past  November  it  was  the  Institute’s 
privilege  to  host  a three-day,  national,  multi- 
disciplinary symposium  on  Freud’s  impact  on 
twentieth  century  thought.  This  was  held  in 
recognition  of  the  50th  anniversary  of  Freud’s 
death.  The  unsolicited  letters  that  have  been 
received  from  those  who  attended  are  im- 
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pressive,  and  the  program  was  given  full  page 
coverage  in  “The  Week  in  Review”  of  The  New 
York  Times.  A traveling  exhibit  of  archeological 
items  from  Freud’s  consultation  room  was  on 
display  at  the  University  Museum.  There  are 
only  10  academic  centers  around  the  country 
which  mounted  this  exhibit. 

Dr.  Fuller  Torrey  wrote  in  his  evaluation  of 
the  Department  of  Mental  Health  several  years 
ago  that  South  Carolina  was  unique  in  that  it 
had  heaven  on  one  side  of  the  street  and  hell  on 
the  other,  referring  to  his  appraisal  of  the  Hall 
Institute  and  the  South  Carolina  State  Hospital, 
respectively.  The  Commissioner  of  Mental 
Health  asked  for  a plan  from  the  Institute  to 
correct  this  situation.  The  plan  that  he  accepted 
involved  an  increased  service  load  for  the  In- 
stitute (with  the  most  difficult  psychiatric  pa- 
tients— forensic  and  adolescent)  but,  with 
increased  funds  and  positions  for  education  and 
research  to  maintain  the  Institute’s  raison 
d’etre.  The  latter  have  never  materialized  due  to 
budget  problems  whereas  the  service  load  has 
progressively  increased  to  the  detriment  of  re- 
search, staff  recruitment/retention  and  to  a 
lesser  degree — so  far — education. 

Since  that  time,  some  success  has  been  real- 
ized in  the  recruitment  of  qualified  forensic 
psychiatrists.  The  number  of  forensic  inpatients 
has  been  reduced  by  decreasing  the  time  re- 
quired to  do  an  evaluation  and  by  doing  many 
evaluations  on  an  outpatient  basis.  Also,  the 
Institute  developed  a forensic  fellowship  pro- 
gram which  is  one  of  10  approved  programs  in 
the  country.  The  expertise  of  the  forensic  fac- 
ulty is  shared  with  other  state  agencies,  filling  a 
long-standing  need. 

The  child  and  adolescent  program  has  been 
more  problematic  in  that  recruiting  has  been 
less  successful  and  the  number  of  patients  hos- 
pitalized for  evaluation  and  treatment  has  pro- 
gressively increased. 

More  recently,  when  the  medical  school  pur- 
chased the  Clinical  Education  Building,  Neuro- 
psychiatry was  assigned  space  which  has  been 
appropriately  developed.  There  has  always 
been  a problem  of  identity.  First  the  Institute 
was  thought  of  as  a part  of  the  State  Hospital, 
later  it  has  been  thought  of  by  the  Department 
of  Mental  Health  as  part  of  the  University.  This 
new  physical  separation  hopefully  will  go  a long 
way  toward  clarifying  the  identity  of  each.  It 


WILLIAM  S.  HALL,  M.  D. 

STATE  COMMISSIONER  OF  MENTAL  HEALTH 
1963  ~ 1985 

S.  C.  DEPARTMENT  OF  MENTAL  HEALTH 
FELLOW  WORKER  IN  THE  VINEYARD 
1938  - 1985 

“HERE,  IN  THE  DEPARTMENT  OF  MENTAL  HEALTH,  IS 
THE  ARENA  FOR  THE  DOERS  AND  THE  DREAMERS.  OLD  WAYS 
AND  OLD  PHILOSOPHIES  WHICH  TIME  HAS  TESTED  AND 
FOUND  VALID...  NEW  TECHNIQUES,  NEW  PROGRAMS  AND 

FRESH  IDEAS RESEARCH  WHICH  EACH  DAY  ADDS  TO 

OUR  KNOWLEDGE  - - ALL  OF  THESE  AND  MORE  ARE  THE 
MODERN  MENTAL  HEALTH  ARENA.  A TOTAL  PROGRAM. 
ALWAYS  REACHING.  ALWAYS  RESPONSIVE  - - THIS  IS  OUR 
GOAL.  FOR  IT  IS  FOR  THE  PATIENT." 


Bronze  plaque  in  honor  of  Dr.  William  S.  Hall  upon  his 
retirement. 

also  positions  each  so  that  each  can  survive  if  a 
separation  is  mandated  at  some  point. 

The  Institute  has  evolved  into  a nationally 
recognized  teaching  and  research  hospital.  It  is  a 
model  of  the  advantages  of  academic  linkage 
both  for  departments  of  mental  health  and 
schools  of  medicine.  Its  educational  programs 
are  truly  eclectic — from  basic  biologic  research 
to  psychoanalytic  training.  It  has  consistently 
fulfilled  its  mission  of  educating  mental  health 
professionals,  with  by  far  the  majority  of  its 
graduates  going  into  public  service  in  South 
Carolina  and  its  mission  of  psychiatric  research 
into  mental  health  problems  pertinent  to  South 
Carolinians,  with  increasing  Federal  funding. 
The  Institute  has  developed  special  treatment 
programs  which  have  been  adopted  throughout 
the  state,  and  it  stands  ready  to  meet  new  chal- 
lenges to  benefit  the  mentally  ill  citizens  of 
South  Carolina.  □ 
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“We’ve  Never  Had 
DrugTesting. 

But  It  Has  Not  Really  Been 
A Problem  For  Our  Company” 
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Maybe  drugs  aren’t  a problem... yet.  Or  maybe  you 
don’t  know  if  they  are. 

Maybe  your  productivity  hasn’t  been  affected.  May- 
be there  haven’t  been  absences,  or  accidents  that  are 
drug-related. 

Maybe. 

But  are  you  really  willing  to  take  the  chance  that  one 
employee  might  harm  your  business  or  the  health  and 
safety  of  your  other  employees? 

And  now,  it’s  so  easy  to  assure  yourself  and  the  rest  of 
your  employees.  Because  AnalySystems  can  do  it  all. 

We  can  handle  pre-employment  tests,  for-cause  test- 


ing, random  testing,  employee  relations  programs  and 
more,  all  legally  defensible. 

And  it’ll  be  done  confidentially,  conveniently,  and 
professionally. 

Call  1-800-848-4245  now  for  more  information  about 
AnalySystems.  It  could  be  the  most  important  call 
you’ll  make  to  prepare  your  business  for  the  90’s. 

You  Can  Be  Sure  Of  Our  Positive  Results. 


1 AnalySystems 

A Service  From  Columbia  Bio-Medical. 


Editorials 


The  following  guest  editorial  pertains  to  the  important  article  by  Stewart  and  colleagues  in  this 
issue  on  interventional  treatment  of  ventricular  arrhythmias.  Guest  editorials  reflect  the  opinions  of 
the  authors,  and  not  necessarily  those  of  the  Editorial  Board  or  of  the  SCMA  leadership. 

— CSB 


ELECTROPHYSIOLOGY  COMES  OF  AGE 

NEW  THERAPIES  FOR  VENTRICULAR  FIBRILLATION 


Electrophysiologic  evaluation  of  the  heart 
began  in  the  late  1960’s  with  Dr.  Damato’s 
recording  of  a His  bundle  depolarization  in 
man.  Over  the  next  decade,  many  investigators 
expanded  this  specialty  to  evaluate  the  mecha- 
nism of  bradyarrhythmias  and  tachyarrhyth- 
mias. Ventricular  tachycardia  and  fibrillation 
were  found  to  arise  from  a microreentrant 
focus.  Frequently  this  focus  could  be  sup- 
pressed with  appropriate  drug  therapy  identi- 
fied by  serial  electrophysiologic  drug  testing. 
“In  lab”  suppression  correlates  highly  with 
clinical  control.  The  focus  could  also  be  lo- 
calized and  surgically  excised  or  ablated.  Elec- 
trophysiologic evaluation  of  the  heart  thus 
assisted  physicians  with  one  of  the  most  diffi- 
cult medical  management  problems — sudden 
cardiac  death.  Unfortunately,  the  next  decade, 
while  further  advancing  our  understanding  of 
ventricular  tachyarrhythmias,  also  defined  the 
limitations  of  electrophysiologic  testing.  Many 
patients  could  not  be  appropriately  studied 
due  to  lack  of  reliable  induciability  of  the  ven- 
tricular arrhythmias  in  the  electrophysiology 
lab.  Many  could  not  be  controlled  with  avail- 
able drug  therapy.  Risk  for  sudden  cardiac 
death,  therefore,  continued  to  plague  the 
electrophysiologist. 

As  the  NASA  space  technology  became 
available  to  the  pacing  industry,  ventricular 
tachycardia  terminating  pacemakers  were  de- 
veloped. Unfortunately,  it  became  rapidly  ap- 
parent that  instead  of  tachycardia  termination, 
sometimes  these  devices  could  accelerate  the 


tachycardia  to  a potentially  lethal  arrhythmia. 
Tachycardia  terminating  devices  for  ven- 
tricular arrhythmias  have  not,  therefore,  been 
released  from  clinical  trials — and  appropri- 
ately so. 

At  the  same  time  that  Dr.  Damato  was  re- 
cording the  His  bundle,  Dr.  Mirowiski  was 
mourning  the  death  of  his  mentor  at  Johns 
Hopkins — having  died  of  ventricular  tachy- 
cardia. He  spent  the  next  20  years  of  his  medi- 
cal career  developing  an  “implantable  defibril- 
lator.” Many  technical  problems  arose,  but 
once  again,  with  the  release  of  the  NASA  space 
technology,  the  device  was  finally  developed. 
The  device  is  not  without  its  limitations  as 
noted  by  Dr.  Leman’s  group.  Ideally,  ven- 
tricular tachycardia  should  be  terminated  by  a 
tachycardia  terminating  pacemaker  with  car- 
diac defibrillation  capability  in  case  the  dys- 
rhythmia accelerates. 

Since  this  is  not  available  in  a single  implan- 
table device  (yet!),  Dr.  Leman’s  group  im- 
provised with  two  devices  implanted  simulta- 
neously. This  allows  termination  of  the  poten- 
tially lethal  arrhythmia  without  the  discomfort 
of  a defibrillation  shock,  yet  maintains  the 
back-up  protection  needed  should  the  ar- 
rhythmia accelerate.  We  applaud  the  ingenuity 
of  Dr.  Leman’s  group. 

As  we  embark  on  the  last  decade  of  the  20th 
century,  the  medical  community  has  reached 
the  threshold  of  reliable  protection  from  sud- 
den cardiac  death.  Identification  of  patients  at 
risk  can  be  achieved  with  Holter  monitoring, 
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high  resolution  electrocardiographic  identifi- 
cation of  ventricular  late  potentials,  and  elec- 
trophysiologic  testing.  Protection  can  be 
achieved  with  use  of  drug  therapy,  accurately 
identified  by  electrophysiologic  testing;  with 
tachycardia  terminating  devices;  and/or  im- 
plantable defibrillators.  We  have  a long  way  to 


PASS  THE  WORD! 

First  the  rumors:  “He’s  still  in  the  Atlanta 
airport!”  Then  the  whispers:  “He’s  in  the 
hotel!”  Finally,  the  introduction.  Dr.  John 
Simmons,  our  new  president,  presented  his 
friend,  Dr.  Ferrol  Sams,  to  speak  at  the  inaugu- 
ral banquet  at  the  142nd  annual  meeting  of  the 
South  Carolina  Medical  Association. 

One  point  registered  quite  clearly:  John  Sim- 
mons had  decided  that  the  occasion  should  be 
fun\  Sober  remarks  about  the  state  of  medicine 
could  wait — Dr.  Sams  had  come  to  entertain 
us.  He  did. 

John  Simmons’  introduction  of  Ferrol  Sams 
seemed  to  set  the  tone  of  the  142nd  annual 
meeting  of  the  South  Carolina  Medical  Asso- 
ciation. The  meeting  should  be  serious,  with  a 
high  sense  of  purpose — and  indeed  it  was.  But 
the  meeting  should  also  be  fun!  Pass  the  word! 

There  were  poignant  moments,  such  as  Dr. 
John  Hawk’s  retiring  from  the  AM  A House  of 
Delegates  and  Dr.  Euta  Colvin’s  retiring  from 
the  SCIMER  board.  There  were  moments  of 
which  our  association  should  be  quite  proud, 
such  as  a strong  endorsement  of  the  concept  of 
providing  care  to  all  of  our  state’s  Medicaid 
recipients.  There  were  high-quality  continuing 
medical  education  sessions,  which  were  well- 
attended.  There  was  something  for  every- 
body— which  is  exactly  as  it  should  be. 

We  were  honored  by  the  presence  of  dis- 
tinguished guests.  There  was,  of  course,  Dr. 
Sams — the  noted  author  of  such  works  as  Run 
with  the  Horsemen  and  The  Whisper  of  the 
River.  Dr.  J.  Roy  Rowland,  Jr.  of  Georgia,  one 
of  only  two  physicians  now  serving  in  the  Con- 
gress of  the  United  States,  made  inspirational 
remarks  at  the  SOCPAC  luncheon.  Nick  The- 
odore, our  Lieutenant  Governor,  addressed 


go,  but  we  have  also  come  a long  way.  No 
matter  how  you  view  it,  electrophysiology  is 
truly  coming  of  age. 

W.  Lawrence  Schoolmeester,  M.D. 
Director,  Cardiac  Electrophysiology  Lab 
Providence  Heart  Institute 
Columbia,  South  Carolina  29204 


the  House  of  Delegates.  And  we  were  given  a 
comprehensive  overview  of  issues  facing  orga- 
nized medicine  today  by  the  president  of  the 
AMA,  Dr.  Alan  R.  Nelson. 

Dr.  Nelson  began  his  remarks  with  reflec- 
tions about  the  extent  to  which  our  society  is 
media-driven.  To  a large  extent,  he  suggested, 
the  media  create  the  demands  for  our  services; 
then,  they  blame  us  for  the  costs.  He  drew 
parallels  with  the  health  care  systems  in  other 
countries.  In  Great  Britain,  conservatives  want 
to  privatize  services  while  liberals  want  to  na- 
tionalize them,  and  both  do  so  in  the  name  of 
saving  money.  He  drew  attention  to  what  he 
called  “the  hassle  factor,”  which  includes  the 
problem  of  our  reputations  and  standings  in 
the  community  being  held  hostage  by  the 
courts. 

Dr.  Nelson  ended  with  a series  of  long  term 
goals,  or  desiderata:  (1)  authority  to  match  our 
responsibility;  (2)  fairness  in  reimbursement; 
(3)  full  due  process;  (4)  freedom  from  conflicts 
of  interest;  (5)  relief  from  destruction  by  the 
courts;  and  (6)  a balance  between  the  art  of 
medicine  and  the  science  of  medicine.  The  art 
of  medicine,  he  reiterated,  has  at  least  five 
identifiable  components.  These  are:  human- 
ism, altruism,  ethics,  diligence,  and  a special 
ability  to  individualize  and  regard  our  services 
as  unique. 

John  Simmons’  inaugual  address  left  every- 
one feeling,  as  the  Speaker  of  the  House  put  it, 
that  “we’re  in  good  hands.”  He  began  with  this 
premise:  “We  have  to  accept  the  fact  that  this 
decade  will  produce  a fundamental  change  in 
the  appearance  and  function  of  our  healthcare 
system.”  Pointing  out  that  the  Medicare  bud- 
get seems  likely  to  exceed  the  combined  bud- 
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gets  of  Social  Security  and  Defense  by  the  year 
2000,  he  called  for  accountability:  “we  are  all 
stakeholders  in  the  cost  part  of  the  equation.” 
We  must  acknowledge  the  reality  of  change, 
Dr.  Simmons  urged,  if  we  are  to  remain  at  the 
discussion  table. 

I suspect  that  most  of  the  more  than  500 
attendees  at  this  year’s  annual  meeting  would 
say,  “Yes,  I’d  go  back  again.”  Reflecting  the 


growing  strength  and  diversity  of  our  organiza- 
tion, the  annual  meeting  seems  to  be  getting 
better  each  year.  And  it  is  a relevant  meeting. 
Dr.  Gerald  Harmon  made  this  clear  in  the 
report  from  his  reference  committee:  “Par- 
ticipation in  organized  medicine  is  the  only 
way  to  maintain  the  practice  of  medicine  as  we 
now  know  it.” 

Pass  the  word! 

— CSB 


Letters  to  tl)e  Editor 


ELECTROCONVULSIVE  THERAPY 
IN  SOUTH  CAROLINA 

To  the  Editor: 

Electroconvulsive  therapy  (ECT)  is  widely 
acknowledged  to  be  a very  effective  treatment 
for  serious  depression.  Because  of  recent  ad- 
vances in  technique,  ECT  is  again  entering  the 
mainstream  of  psychiatric  practice.  With  the 
use  of  up-to-date  procedures,  its  safety  and 
side-effect  profile  have  been  markedly  im- 
proved. 

The  American  Psychiatric  Association  re- 
cently commissioned  a task  force  to  write  a 
practical  manual  on  ECT  for  psychiatrists. 
This  has  resulted  in  the  publication  of  a 200 
page  report  which  provides  guidelines  for  all 
aspects  of  the  use  of  ECT. 

As  part  of  an  effort  to  gather  information 
about  the  current  practice  of  ECT  in  South 
Carolina,  we  (representing  the  ECT  committee 
of  the  South  Carolina  Psychiatric  Association) 
surveyed  208  psychiatrists  throughout  the 
state.  The  survey  asked  questions  about  the 
number  of  physicians  who  perform  ECT,  the 
number  of  physicians  who  refer  patients  for 
ECT,  preliminary  data  regarding  the  frequency 
of  the  use  of  ECT,  and  general  attitudes  toward 
the  practice  of  ECT. 

Fifty-eight  percent  of  those  physicians  sur- 
veyed responded.  Thirty-one  physicians  (26%) 
reported  that  they  have  treated  patients  with 
ECT  in  the  past  year,  averaging  1 1 patients  per 
year.  There  was,  however,  a wide  variability  in 
the  number  of  patients  treated,  ranging  from 


one  to  50  patients  per  year.  Sixty-nine  physi- 
cians (53%)  reported  that  they  refer  patients  to 
other  physicians  for  ECT,  averaging  three  re- 
ferrals per  year. 

The  fact  that  physicians  are  utilizing  ECT  as 
a treatment  modality  in  South  Carolina  may 
reflect  a generally  positive  attitude  toward  the 
use  of  ECT  for  a select  patient  population. 
However,  it  is  noteworthy  that  these  descrip- 
tive data  were  calculated  by  the  responses  of  a 
relatively  small  sample  of  the  population  sur- 
veyed. It  is  likely  that  a larger  sample  size 
would  produce  more  reliable  data  concerning 
the  practice  of  ECT  in  the  state. 

These  findings  should  serve  to  generate  fur- 
ther investigation  into  how  ECT  is  practiced  in 
our  state,  including  electrode  placement,  ma- 
chine preferences,  anesthesia,  and  types  of  pa- 
tients treated.  These  issues  will  be  studied  in  a 
subsequent  survey. 

Charles  H.  Keller,  M.D. 

Hilary  J.  Bernstein,  L.M.S.W. 
Carol  M.  Burns,  R.N.,  C. 
Russell  R.  Monroe,  Jr.,  M.D. 
Department  of  Psychiatry  and 
Behavioral  Sciences 
Medical  University  of 
South  Carolina 
1 7 1 Ashley  Avenue 
Charleston,  S.  C.  29425 
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MORE  ABOUT  CIRCUMCISION 
To  the  Editor: 

The  article  on  circumcision  by  Elhassani  in 
the  February  issue  of  The  Journal  (86:1 07- 1 09, 
1 990)  was  interesting  and  well-illustrated. 

Rummaging  through  my  texts  on  neuro- 
pathology on  another  matter,  I found  the  fol- 
lowing statement  by  Courville:  “The  physio- 
logic effects  of  an  impaired  blood  supply  to  the 
brain  have  long  been  recognized.  To  lessen  the 
pain  of  circumcision  the  ancient  Assyrians 
produced  syncope  in  their  young  men  by  pres- 
sure on  the  carotids.”1 
Is  it  not  the  custom  for  the  presiding  Rabbi 
in  the  circumsion  rite  on  Jewish  male  infants 
to  give  the  baby  a cloth  wick  soaked  in  wine  to 
suck  to  deaden  the  pain  of  the  removal  of  the 
foreskin? 

John  P.  Gallagher,  M.D. 
1544  Burningtree  Road 
Charleston,  S.  C.  29412 

REFERENCE 
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Editor’s  note: 

All  aspects  of  the  circumcision  procedure 
seem  to  have  been  subjected  to  various  modifi- 
cations over  the  years.  In  his  definitive  review 
of  biblical  and  talmudic  medicine,  Julius  Pre- 
uss  notes:  “A  mixture  of  wine  and  oil  was  . . . 
used  in  those  days,  but  we  do  not  know 
whether  for  compresses  or  for  some  other  pur- 
pose.” In  another  variation,  the  mohel  (person 
who  performed  the  circumcision)  would  take  a 
sip  of  red  wine,  suck  the  wound,  and  then  spit 
the  wine  out.1 

— CSB 
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96%  of  patients 
don't  ask  about 
their  medicines,1 
but  72%  want  more 
information.2 

Don't  disappoint  them. 


UK 


Break 

the  Rx  Silence 
Barrier 


Write  for  a free  “Talk  About 
Prescriptions”  Month  Guide 
containing  “how-to”  ideas  and 
reproducible  patient  handouts  to: 


The  National  Council  on  Patient 
^ Information  and  Education 

JK  666  11th  Street.  NW,  Suite  810 
Washington.  D.C.  20001 


* FDA  survey.  "Patient  Receipt  of  Rx  Drug  Information".  1983 

- A Study  of  Attitudes.  Concerns,  and  Information  Needs  for 
Rx  Drugs  and  Related  Illnesses.  CBS  Television  Network 
Consumer  Model  Survey.  1983 


On  the  Cover 


THE  JOURNAL:  JUNE  21,  1905 


On  June  21,1 905,  The  Journal  of  the  South 
Carolina  Medical  Association  was  born.  The 
Editor,  Dr.  Robert  Wilson,  Jr.,  had  the  follow- 
ing editorial  comment: 

The  publication  of  a medical  journal  in 
South  Carolina  is  no  longer  a dream  in  the 
minds  of  a few — it  has  become  a reality 
before  the  eyes  of  all.  The  need  of  a journal 
has  long  been  felt,  and  five  years  ago  Dr. 
W.  P.  Porcher,  in  his  presidential  address, 
suggested  that  we  make  an  effort  to  this 
end.  But  it  was  not  then  considered  prac- 
ticable. Convinced  that  a journal  would  be 
of  the  greatest  value  in  strengthening  and 
maintaining  our  new  organization,  the 
House  of  Delegates,  at  the  last  meeting  of 
the  State  Association,  determined  to  ven- 
ture upon  such  a publication  and  en- 
trusted its  management  to  the  present 
Board  of  Editors.  The  Journal  is  owned 
and  published  by  the  State  Association,  to 
whose  members  it  will  be  issued  free. 
Every  member  of  the  Association,  there- 
fore, has  the  interest  of  proprietorship  and 
should  regard  it  as  a duty  to  work  for  its 
success.  The  Journal  [should  be]  not  only 
representative  of  what  is  best  in  medicine, 
but  a means  through  which  individuals 
and  societies  may  keep  in  touch. . . . 

Two  important  health  concerns  of  1 905  were 
discussed  in  this  first  journal:  Small  Pox  and 
the  good  news  of  the  passage  of  the  compulsory 
vaccination  law,  and  Tuberculosis  which  in 
1903  accounted  for  14.8%  of  all  deaths  in 
Charleston.  (State  statistics  were  unavailable.) 
The  projection  for  the  state,  using  the  same 
proportions,  was  that  190,000  South  Caroli- 
nians alive  in  1905  would  die  of  TB. 

Dr.  Wilson,  as  the  outgoing  President  of  the 
Association,  ended  his  President’s  Address 
with  these  words: 

And  now,  my  friends  and  fellow-work- 
ers, one  word  in  conclusion.  The  burden 
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of  my  message  to-day  has  been  that  the 
justification  of  our  new  organization  will 
be  its  usefulness — usefulness  to  ourselves 
and  usefulness  to  others — that  in  order  to 
make  this  aim  a reality  and  not  an  empty 
dream,  we  must  stand  shoulder  to  shoul- 
der and  work.  I have  attempted  to  point 
out  a few  of  the  fields  wherein  our  labors 
are  most  urgently  needed,  and  to  show 
how  they  may  be  made  fruitful.  If  any  of 
my  suggestions  should  appear  at  first  Uto- 
pian, consider  well  before  you  pass  a final 
judgment,  and  you  will  later  come  to  feel 
with  me  that  if  an  end  be  just,  it  only  needs 
for  its  attainment  that  we  join  ourselves 
together. 

Betty  Newsom 

The  Waring  Historical  Library 
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ORTHOPEDIC  SURGEONS: 


Your  time  and  talent  are  valuable.  They’re  valuable  to  the 
Army  Reserve,  too.  We’ll  pay  you  for  a small  fraction  of  your  time, 
not  only  in  money,  but  with  big  opportunities  and  challenges  you 
won’t  find  in  civilian  practice. 

• You’ll  have  flexibility  in  how  and  when  you  participate. 

• You’ll  be  offered  conferences  and  continuing  education. 

• You’ll  have  opportunities  for  military  training  in  areas  like 
Advanced  Trauma  Life  Support,  Parachuting, 

Flight  Medicine  and  Mountaineering. 

• You’ll  work  with  top,  dedicated  professionals. 

• You’ll  have  the  rank  and  privileges  of  an  Army  officer. 

If  you  want  more  information  about  the  Army  Reserve,  or  if  you 
would  like  to  talk  to  an  Army  Reserve  physician,  our  experienced 
Army  Medical  Counselors  can  assist  you.  Call  or  write: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
1835  Assembly  Street,  Room  575 
Columbia,  SC  29201-2430 
(803)  765-5696 

BE  ALL  YOU  CAN  BE.® 

ARMY  RESERVE 
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BUILDING  SELF-ESTEEM 

“How  wondrous  if  we  could  accept  the  fact  that  we  are  our  perfect  self.  Who  is  a more  perfect  you 
than  you?  And  you  are  the  only  perfect  you  who  will  pass  this  way  in  the  history  of  the  world.”  Easy 
for  Leo  Buscaglia  to  say! 

In  the  process  of  teaching  a course  on  how  to  raise  children’s  self-esteem,  I realized  that  many 
adults  feel  constrained  by  their  own  lack  of  healthy  self  concept.  At  a recent  auxiliary  meeting,  I 
shared  some  of  the  strategies  I’ve  found  most  effective  in  raising  my  own  self-esteem,  culled  from 
decades  of  serious  researching  and  experimenting. 

Start  by  taking  the  Myers-Briggs  Personality  Inventory.  A trained  professional  will  administer  it. 
Otherwise,  you  can  buy  the  paperback  book  Please  Understand  Me  by  Keirsey  and  Bates  and  have 
the  fun  of  taking  it  on  your  own.  The  results  will  intrigue  and  enlighten  you.  You  will  understand 
yourself  better  and  appreciate  yourself  more.  The  MBTI  told  me  I’m  an  introvert.  That  explained 
some  of  the  feelings  and  behavior  that  I’d  never  understood  before  and  gave  me  the  permission  I 
needed  to  be  reclusive  now  and  then. 

Try  keeping  a journal.  My  journal  gives  me  perspective  and  reminds  me  that  I’ve  coped 
successfully  in  previous  hard  times.  Written  words  nail  down  vague  brooding  thoughts,  keep  them 
from  vaporizing  and  tainting  other  things  and  allow  me  to  inspect  them  closely  for  what  they  are. 
Then  I’m  free  to  leave  them  and  move  on  with  my  life. 

Change  any  tapes  in  your  head  that  fail  to  nurture  you.  If  there  are  negative  tapes  telling  you  that 
you  are  clumsy,  dumb  or  unattractive,  tape  over  them  with  messages  that  nurture.  Ask,  “What  kind 
of  parent  am  I to  myself?” 

Celebrate  Yourself,  by  Dorothy  Briggs,  delineates  this  process  as  do  many  other  books.  I delivered 
a giant  watermelon  to  friends  and  centered  it  proudly  on  their  kitchen  counter  only  to  have  it 
splatter  on  their  floor  as  soon  as  I turned  my  back.  I rummaged  in  my  head  for  the  tape  that  plays, 
“Anybody  can  make  a mistake,”  and  turned  up  the  volume  so  it  would  drown  out  the  tape  that 
plays,  “You  are  an  oaf.” 

Surround  yourself  with  positive  friends,  all  of  whom  have  unique  gifts  to  share.  When  I was 
running  for  a county  board,  there  was  one  businessman  in  particular  I felt  compelled  to  enlist  and 
impress.  As  I stood  declaiming  in  his  office,  my  slip  fell  down  and  rested  gently  around  my  ankles. 
Instant  and  absolute  mortification!  The  tape  that  plays,  “You  sabotage  yourself,”  was  drowning  out 
all  the  other  tapes.  I minced  out  of  his  office  and  immeditely  called  friends  who  could  be  counted  on 
to  understand.  Each  one  of  them  laughed  so  hard  she  couldn’t  speak — which  was  exactly  what  I 
needed  to  bring  me  to  the  point  where  I could  laugh. 

Quoting  Dr.  Guido  Groeger,  a German  psychotherapist:  “. . . there  is  in  man  no  inborn  self-love. 
Self-love  is  either  acquired  or  it  is  non-existent.  The  one  who  does  not  acquire  it,  or  who  acquires  it 
insufficiently,  either  is  not  able  to  love  others  at  all  or  to  love  them  only  insufficiently.  The  same 
would  be  true  for  such  a person  in  his  relationship  with  God.” 

“You  are  not  enough”  is  a very  detrimental  message  for  a parent  to  send  to  a child.  Yet,  many 
parents  send  that  message  because  they  feel  inadequate  themselves. 

Scott  Peck  tells  us,  “There  is  no  better,  and  ultimately  no  other  way  to  teach  your  children  that 
they  are  valuable  people  than  valuing  them.” 

If  you  still  need  a reason  to  value  yourself,  value  yourself  so  that  you’ll  successfully  value  your 
children. 


Fran  Hawk  (Mrs.  J.  Chris,  III) 
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Classifieds 


GENERAL  INTERNIST  WANTED.  Rapidly 
growing  practice  and  medical  referral  area.  Full  part- 
nership after  one  to  two  years  with  excellent  fringe 
benefits  to  start.  Subspecialty  interest  is  acceptable. 
Contact  Pee  Dee  Internal  Medicine  Associates,  P.A. 
at  803-667-8561  or  P.  O.  Box  1938,  Florence,  S.  C. 
29503  with  curriculum  vitae. 

FAMILY  PRACTITIONER  NEEDED  for  several 
openings  in:  Florida,  Texas  and  Northern  Califor- 
nia. Practice  quality  medicine  on  quality  people — 
where  the  patient’s  needs  come  first.  Reach  new 
heights.  Call  1-800-531-5980.  Please  send  CV  to  Col. 
William  E.  Patterson,  HQ  USAFRS/RSH,  Ran- 
dolph AFB,  TX  78150. 

SOUTH  CAROLINA,  YORK:  Emergency  Medi- 
cine staff  position  available  in  this  low  volume,  low 
trauma  facility.  Perfect  setting  for  the  primary  care 
physician  looking  to  begin  the  practice  of  Emer- 
gency Medicine.  Six  figure  income  in  addition  to 
professional  liability  procurement  plan.  Benefit 
plan  available.  For  more  information  about  this  or 
other  South  Carolina  opportunities  call  or  send  CV 
to  Physician  Recruiter,  Coastal  Emergency  Services, 
Inc.,  Dept.  SJE,  PO  Box  15697,  Durham,  NC 27704. 
(800-476-5986.) 

COASTAL  GOVERNMENT  SERVICES.  Oppor- 
tunities are  currently  available  for  emergency  medi- 
cine specialists,  primary  care  physicians,  and  OB/ 
GYNs,  to  provide  medical  services  to  a young  and 
healthy  population  of  military  beneficiaries.  We 
have  openings  in  Coastal  Virginia,  North  Carolina, 
South  Carolina,  California,  and  Washington  state. 
Immediate  openings  in  our  newest  program  at 
Camp  LeJeune  in  Jacksonville,  North  Carolina  be- 
ginning June  1.  Please  call  1-800-476-4157  or  write 
Coastal  Government  Services,  2828  Croasdaile 
Drive,  Durham,  NC  27705. 

ATTENTION— HIRING!  Government  jobs— 
your  area.  Many  immediate  openings  without  wait- 
ing list  or  test.  $17,840 — $69,485.  Call  1-602- 
838-8885,  Ext.  R 10419. 

CHIEF,  OCCUPATIONAL  THERAPY:  SC  DE- 
PARTMENT OF  MENTAL  RETARDATION 
PIEDMONT  REGION  WHITTEN  CENTER  is 

seeking  a progressive,  highly  skilled  professional  to 
be  a part  of  our  management  team.  Position  requires 
SC  licensure  as  a Registered  Occupational  Therapist 


and  3 years  experience  or  a Master’s  degree  and  2 
years  experience.  Excellent  opportunity  to  direct 
own  program  at  a progressive  mental  retardation 
facility.  We  offer  a competitive  salary  and  outstand- 
ing SC  benefit  program  including  3 weeks  vacation 
and  sick  leave  the  first  year,  health  and  dental  plan, 
life  and  term  insurance,  deferred  compensation  and 
retirement.  Call  or  send  complete  resume  to  Person- 
nel Director,  Whitten  Center,  P.O.  Drawer  239,  Clin- 
ton, SC  29325  (803)  833-2733,  ext.  146. 

2468  SQ.  FT.  OF  PROFESSIONAL  OFFICE 
SPACE  at  $9.00  per  sq.  ft.  located  7481  Northside 
Dr.,  Ashley  Phosphate  Rd.  at  1-26,  North  Charles- 
ton. 797-2010.  Convenient  access  on  an  off  Inter- 
state. Dentists  occupy  remainder  of  building. 

FOR  LEASE:  2300  sq.  ft.  doctor’s  office  space  near 
the  Baptist  & Providence  Hospitals.  Large  reception 
area,  lab,  2 private  offices  with  bathrooms,  7 exam 
rooms.  Available  for  lease — would  consider  selling. 
For  more  information  call  Bill  Smith — (803) 
799-4444. 
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INTRODUCTION 

Modern  medical  advances  now  enable  phy- 
sicians to  sustain  patients  who  require  cardio- 
pulmonary support  for  prolonged  periods. 
Often,  however,  patients  receiving  cardiopul- 
monary support  have  suffered  significant  brain 
injuries,  raising  the  issue  of  possible  brain 
death.  The  determination  of  brain  death,  de- 
spite increasingly  sophisticated  technology,  re- 
mains a clinical  decision.  Here  we  outline  a 
guide  for  South  Carolina  physicians  in  order  to 
help  with  this  complex  decision. 

The  simple  days  are  gone  when  “death” 
meant  “cessation  of  all  organ  systems.”  Most 
states,  including  South  Carolina,  now  define 
“death”  as  equalling  “brain  death.”  A more 
precise  term  than  “brain  death”  is  determining 
death  due  to  an  “irreversible  cessation  of  brain 
function”  (ICBF).  Here  we  will  use  the  terms 
interchangeably. 


* From  the  Departments  of  Neurology  (Drs.  George, 
Gross,  Hogan,  Kurent,  and  Plyler),  Psychiatry  and  Be- 
havioral Sciences  (Dr.  George),  and  Neurosurgery  (Dr. 
Perot),  The  Medical  University  of  South  Carolina, 
Charleston. 

**  Address  correspondence  to  Dr.  Plyler  at  the  Depart- 
ment of  Neurology,  Medical  University  of  South  Caro- 
lina, 171  Ashley  Avenue,  Charleston,  S.  C.  29425- 
2232. 


CLINICAL  EVALUATION 

Numerous  professional  committees  on 
brain  death  (ICBF)  have  proposed  guidelines 
for  determining  brain  death  (ICBF)  (See  Table 
1).  All  agree  that  ICBF  remains  a clinical  diag- 
nosis. The  key  elements  in  this  diagnosis  are: 
(1)  the  absence  of  cerebral  functions;  (2)  the 
absence  of  brainstem  functions  including 
spontaneous  respiration  for  a period  of  at  least 
six  hours;  and  (3)  an  irreversible  state.1 

CEREBRAL  FUNCTION 

Cerebral  function  is  judged  to  be  absent 
when  there  is  a lack  of  volitional  movement 
and  of  response  to  visual,  auditory,  and  cut- 
aneous stimulation. 1 It  is  important  to  realize 
that  some  movements,  particularly  spinal  re- 
flexes, may  persist  even  with  ICBF  (brain 
death).2’ 3 Ropper  described  five  patients  who, 
four  to  eight  minutes  after  the  ventilator  was 
discontinued,  had  sudden  movements  of  the 
arms  and  shoulders — a “Lazarus”  sign.3  Jor- 
dan described  a patient  who,  five  minutes  after 
respiratory  support  was  terminated  and  car- 
diac function  ceased,  crossed  both  arms  over 
his  chest  and  began  to  sit  up.2  The  authors 
suggest  that  upper  cervical  cord  motor  neurons 
respond  to  mechanical  and  hypoxic  stimula- 
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BRAIN  DEATH 


TABLE  1 

Summary  of  Sets  of  Criteria  Used  to  Determine  Brain  Death  (ICBF) 


Harvard  Criteria  (1968)17 


Minnesota  Criteria  (1971)18 


President’s  Commission  (1981)19 


1.  Unresponsive  coma  for  at  least  24  hours. 

2.  Apnea. 

3.  Absent  oculocephalic  reflexes. 

4.  Isoelectric  EEG. 

5.  Absence  of  drug  intoxication  or  hypothermia. 

6.  Absent  spinal  reflexes. 

1.  Diagnosis  of  irreparable  cerebral  lesion. 

2.  No  spontaneous  movements  or  respirations. 

3.  Absent  brainstem  reflexes. 

4.  Condition  unchanged  for  12  hours. 

1.  Irreversible  cessation  of  all  brain  function,  including  the  brainstem, 
for  at  least  six  hours. 

2.  No  brainstem  reflexes. 

3.  Failed  apnea  test. 

4.  Irreversible  cause  of  coma  is  known  or  reversible  causes  are  excluded. 


Brain  Death  in  Children  Task  Force  (1987)14* 


1.  Coma  exists.  No  volitional  activity. 

2.  Absent  brainstem  function. 

a.  Midposition  dilated  pupils. 

b.  Absent  oculovestibular  and  oculocephalic  testing. 

c.  Absent  bulbar  musculature  movement. 

d.  Apneic 

3.  Not  hypothermic  or  hypotensive. 

4.  Flaccid  tone. 

5.  Age  guidelines  as  follows: 

Age  7 days-2  months 

2 examinations,  2 EEGs  48  hours  apart 
Age  2 months- 1 year 

2 examinations,  2 EEG’s  24  hours  apart 
Age  > 1 year  and  irreversible  condition 

l exam,  observe  for  12  hours,  EEG  optional 


* These  brain  death  criteria  do  not  apply  to  premature  infants  or  within  the  first  seven  days  of  life. 


tion  and  produce  these  movements.  Other  spi- 
nal reflexes  which  may  be  present  in  a brain 
dead  patient  include  preserved  deep  tendon 
reflexes,  extensor  plantar  responses,  priapism, 
neck  flexion,  and  partial  opisthotonus.  Be- 
cause of  the  possibility  that  these  reflex  move- 
ments might  occur  in  bona  fide  brain  death,  it 
is  advisable  that  family  members  not  be  pres- 
ent immediately  after  discontinuation  of  ven- 
tilatory support. 

BRAINSTEM  FUNCTION 

Brainstem  functions  are  evaluated  by  testing 
pupillary  reactions  to  light,  reactions  to  corne- 
al stimulation,  and  the  oculocephalic,  oculo- 
vestibular, oropharyngeal  and  tracheal  re- 
flexes. The  oculocephalic  reflex,  or  “doll’s  eyes 
maneuver,”  is  often  misunderstood  in  the 
clinical  setting.  In  the  brain  of  an  unconscious 
patient  with  intact  brainstem  function,  reflex 
pathways  keep  the  eyes  directed  toward  a sin- 
gle point  in  space.4  Rapid  movement  of  the 
head  is  countered  by  reflex  stimulation  of  mus- 


cles which  maintain  the  direction  of  the  eyes  in 
a fixed  position  in  space.  These  oculocephalic 
reflexes  are  altered  in  patients  with  brainstem 
lesions  and  are  absent  in  a patient  with  no 
brainstem  function.  Thus,  when  the  head  of  a 
brain  dead  patient  is  rotated,  the  eyes  turn  with 
the  head.  This  is  often  written  as  “negative 
doll’s  eye  test;”  however,  the  term  “absent 
oculocephalic  reflexes”  is  much  less  confusing. 
Similarly,  the  oculo-vestibular  test  is  often 
confusing  for  the  clinician.  Stimulation  of  the 
labyrinthine  receptors  by  injection  of  ice-cold 
water  upon  the  tympanic  membrane  in  a co- 
matose patient  with  an  intact  brainstem  will 
cause  convergent  deviation  of  the  eyes  toward 
the  cold  stimulus  with  rapid  saccadic  move- 
ments away.  In  brain  death,  stimulation  with 
ice  cold  water  produces  no  effect.  This  is  a 
negative  oculo-vestibular  test,  or  negative 
“cold  calorics.”1  Another  essential  test  of 
brainstem  function  is  to  determine  if  spon- 
taneous respiration  is  possible.  This  is  done 
best  by  an  apnea  test  in  which  the  patient  with 
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TABLE  2 

Clinical  Bedside  Tests  to  Determine  Brain  Death  (ICBF) 


1 . Establish  the  diagnosis 

Eliminate  as  a potential  cause: — Paralytic  Agents 

— Sedative-hypnotic  Agents  (phenobarbital,  benzodiazepines,  etc.) 

— Toxic  and  Metabolic  Disorders 
— Hypothermia 
— Hypotension 

2.  Evaluate  cerebral  function 

A.  No  response  to  auditory,  visual,  and  painful  stimuli 

3.  Evaluate  brainstem  function 

A.  Corneal,  pupillary  and  gag  reflexes  absent 

B.  Oculocephalic  reflex  absent 

(Doll’s  eye  maneuver) 

C.  Oculovestibular  reflex  absent 

(Negative  cold  water  calorics) 

D.  Failed  apnea  Test 

No  spontaneous  respirations  unventilated  for  10  minutes  with  a documented  arterial  pC02  of  >60mm  Hg 


a known  pC02  is  pre-oxygenated  with  1 00%  02 
for  10  minutes,  disconnected  from  the  ven- 
tilator and  observed  for  10  minutes  while  six 
liters  per  minute  of  oxygen  is  administered  via 
an  intratracheal  catheter.5  Arterial  blood  gases 
are  then  measured  to  confirm  that  a PC02 
value  of  > 60mm  Hg  has  been  reached,  a level 
at  which  breathing  should  take  place  in  a pa- 
tient with  a functioning  brainstem.  If  the  pa- 
tient does  not  breathe  under  these  conditions, 
he  has  failed  the  apnea  test  and  one  can  con- 
clude that  the  respiratory  drive  function  of  the 
brainstem  is  absent. 

In  addition  to  determining  by  a thorough 
clinical  exam  that  cerebral  and  brainstem  func- 
tions are  absent,  the  clinician  must  try  to  accu- 
rately determine  the  cause  of  the  comatose 
state.  If  the  etiology  of  the  coma  remains  un- 
known despite  a thorough  diagnostic  assess- 
ment, the  physician  is  obligated  to  determine 
that  no  reversible  causes  for  coma  are  present. 
It  is  important  to  exclude  sedative-hypnotic 
drugs,  paralytic  agents,  toxic  and  metabolic 
disorders,  hypothermia  and  hypotension  as 
causes  of  the  coma.6  After  determining  that 
brain  function  has  ceased,  one  must  ensure 
that  the  condition  is  irreversible.  When  there  is 
a known  irreversible  cause  of  coma,  one  exam 
alone  is  sufficient  to  declare  ICBF  or  brain 
death.  If  the  cause  is  unknown,  then  we  recom- 
mend two  exams  repeated  1 2 hours  apart  as  a 
good  clinical  guideline  in  adults  for  declaring 
irreversibility. 


THE  ROLE  OF  THE 
ELECTROENCEPHALOGRAM 

Often  for  psychological  and  legal  reasons 
doctors  obtain  an  EEG  to  confirm  the  clinical 
diagnosis  of  brain  death  (ICBF).7’ 8’  9 An  EEG 
must  meet  criteria  for  electrocerebral  silence  to 
support  the  diagnosis.  There  must  be  no  elec- 
trical activity  of  cerebral  origin  on  the  EEG 
which  is  greater  than  two  microvolts  ampli- 
tude with  the  sensitivity  set  at  maximum  gain. 
If  the  EEG  shows  electrocerebral  silence,  this  is 
a valuable  confirmatory  test  for  the  clinical 
diagnosis.  It  is  noteworthy,  however,  that  one 
study  has  shown  that  one  in  five  patients  with 
irreversible  cessation  of  brain  function  has 
continued  EEG  activity  for  up  to  72  hours.10 
Thus,  in  20%  of  clinically  brain  dead  patients, 
the  presence  of  some  form  of  EEG  activity  will 
not  confirm  the  clinical  diagnosis  and  will  only 
serve  to  make  matters  more  complex.11’ 12  It  is 
important  to  note  that  100%  of  patients  with 
residual  EEG  activity  following  the  clinical 
diagnosis  of  ICBF  have  irreversible  loss  of 
brain  function  and  progress  to  further  deterio- 
ration of  all  organ  systems  within  several 
days.10’  13 

GUIDELINES  FOR  CHILDREN 

Brain  death  (ICBF)  guidelines  for  children 
vary  from  those  for  adults  because  of  the 
greater  recovery  potential  of  the  young  brain.14 
Guidelines  for  premature  infants  and  infants 
with  damage  within  the  first  seven  days  of  life 
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are  still  evolving  and  beyond  the  scope  of  this 
article.  For  term  infants,  seven  days  to  two 
months  old,  two  examinations  spaced  48  hours 
apart  with  two  EEG’s  are  recommended.  For 
children  aged  two  months  to  one  year,  the  time 
interval  between  exams  is  decreased  to  24 
hours.  For  children  older  than  one  year,  the 
guidelines  are  similar  to  those  for  adults.8’  14 

LEGAL  ASPECTS 

The  determination  of  ICBF  and  thus  death 
has  potential  legal  implications.  In  1984,  South 
Carolina  passed  a brain  death  (ICBF)  law  (see 
Table  3). 15  This  statute  refers  to  “accepted 
medical  standards”  in  determining  ICBF. 
Table  1 summarizes  the  published  standards 
for  determining  brain  death  as  proposed  by 
several  expert  national  professional  commit- 
tees. There  is  considerable  variation  in  the 
recommendations  of  these  committees,  and 
the  use  of  an  EEG  is  optional  in  most. 

On  a separate  but  related  topic,  the  South 
Carolina  legislature  in  1988  passed  the  Death 
with  Dignity  Act,  stipulating  guidelines  for  es- 
tablishing living  wills.16  If  a patient  meets  the 
criteria  for  ICBF,  then  he  is  legally  dead  and 
the  Death  with  Dignity  Act  does  not  apply.  The 
complex  questions  raised  by  the  Death  with 
Dignity  Act  arise  only  if  the  patient  fails  to 
meet  the  criteria  for  ICBF.  The  clinical,  ethical 
and  legal  questions  raised  by  withdrawing  or 
witholding  life  support  in  a patient  with  evi- 
dence of  some  brainstem  function  are  beyond 
the  scope  of  this  article. 

SUMMARY 

With  recent  technological  and  medical  ad- 
vances, basic  cardiopulmonary  function  can 
now  be  prolonged  in  many  patients.  Concur- 
rently, organ  transplantations  have  become 
more  common  and  interest  in  living  wills  has 
increased.  As  a result,  the  South  Carolina  phy- 
sician is  increasingly  obligated  to  determine 
whether  a patient  receiving  cardiopulmonary 
support  is  dead  due  to  irreversible  cessation  of 
brain  function  (ICBF)  (brain  dead).  Here  we 
review  the  bedside  clinical  valuation  of  brain 
death  (ICBF),  the  adjunctive  use  of  the  EEG 
and  other  tests,  and  the  South  Carolina  laws 
pertaining  to  this  complex  decision.  □ 


TABLE  3 

South  Carolina’s  Brain  Death  Law15 

§ 44-43-460.  When  an  individual  is  deemed  to  be  dead; 
standards  applicable  to  determination. 

An  individual  who  has  sustained  either  ( 1 ) irreversible 
cessation  of  circulatory  and  respiratory  functions  or  (2) 
irreversible  cessation  of  all  functions  of  the  entire  brain, 
including  the  brainstem,  is  dead.  A determination  of  death 
must  be  made  in  accordance  with  accepted  medical 
standards. 
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There  is  considerable  evidence  that  psycho- 
social factors  including  social  and  professional 
support1*3  influence  adaption  to  chronic  ill- 
nesses such  as  diabetes  mellitus.  Yet.  there  are 
a few  studies  on  the  effect  of  a physician-pa- 
tient relationship  in  the  management  of  di- 
abetes. In  a recent  publication  from  the 
American  Diabetes  Association,  the  con- 
gruence of  physician-patient  goals  was  listed  as 
one  of  the  most  important  factors  influencing 
treatment."  However,  even  before  goals  are  set 
physicians  need  to  understand  patients’  pri- 
mary concerns.  Therefore,  we  undertook  a 
study  to  determine  what  psychosocial  factors 
are  most  important  to  diabetic  patients  and 
then  to  determine  how  well  physicians  under- 
stand these  concerns. 

METHODS  AND  RE  SETTS 

In  this  study.  35  white,  middle  class,  insulin 
dependent,  ketosis  prone  diabetic  individuals 
completed  a questionnaire  regarding  the  im- 
pact of  diabetes  on  their  lives.  The  question- 
naire was  devised  by  interviewing  more  than 
100  Type  I diabetic  patients  and  listing  then- 
major  concerns  regarding  diabetes.  The  an- 
swers to  these  questions  were  categorized  and 
included  in  one  of  the  following:  ( 1 ) Difficulty 
adjusting  to  diabetes  in  general.  (2)  The 
amount  of  time  and  effort  expended  to  obtain 
diabetic  control.  (3)  Change  and  limitation  of 
lifestyle.  (4)  Pain  of  injections  and  testing.  (5) 
Expense  of  medical  supplies.  ( 6 ) Fear  of  com- 
plications or  disability.  (7)  Fear  of  death.  (8) 
Loss  of  self  esteem.  (9)  Guilt  from  not  follow- 
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ing  medical  regimen.  (10)  Resentment  of  time 
involved.  (11)  Anger  at  having  gotten  diabetes, 
and  (12)  Concern  about  hypoglycemia. 

Then.  92  physicians  were  asked  to  complete 
the  same  questionnaire  indicating  how  they 
perceived  their  diabetic  patients  felt  about 
these  same  12  items.  The  family  physicians 
and  internists  were  polled  at  a state  medical 
society  meeting,  and  endocrinologists/ 
diabetologists  at  a regional  diabetes  research 
meeting.  The  mean  values  to  the  responses  of 
the  patients  and  physicians  were  compared 
using  the  student  T test.  Significant  levels  of 
0.05  (*)  and  0.02  (**)  were  used. 

Patients*  concerns  ranging  from  the  most  to 
the  least  important,  and  the  means  of  the  pa- 
tients* and  physicians*  responses  to  each  ques- 
tion are  given  in  Table  1.  Duration  of  diabetes 
(average  10  years),  age  (average  30  years),  and 
sex  (25  female,  10  male),  did  not  affect  the 
scores  on  any  of  the  12  items  involved.  The 
item  addressing  the  fear  of  complications  or 
disability  was  given  the  highest  mean  score  by 
the  patients.  The  physicians*  mean  for  this 
question  was  significantly  different  from  those 
of  the  patients  and  it  was  ranked  by  the  physi- 
cians as  seventh  of  the  12  concerns.  The  only 
specialty  of  the  physicians  to  rank  this  item 
first  was  psychiatry.  Internists  were  able  to 
identify  correctly  the  relative  importance  of  all 
the  items,  except  the  primary  concern  of  pa- 
tients. the  tear  of  complications  and  disability. 

Overall,  the  item  given  the  highest  score  by 
physicians  was  the  question  regarding  the 
change  and  limitation  of  lifestyle.  Whereas 
physicians  believed  a change  of  lifestyle  was  a 
major  problem,  patients  actually  rated  this 
item  of  only  moderate  concern.  All  physicians, 
across  the  specialties,  felt  this  item  to  be  of 
more  importance  to  the  patient  than  the  pa- 
tients’ responses  expressed. 

Interestingly,  the  question  regarding  pain  of 
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TABLE  1 

Patient  and  Physician  Concerns  About  Diabetes# 


All 

Family 

Internal 

Patients 

Physicians 

Med. 

Psych. 

Med. 

Endo. 

Complications 

6.6 

5.2** 

5.7 

6.6 

4.8** 

5.3* 

Adjustment 

5.9 

6.0 

6.0 

6.4 

5.8 

6.0 

Control 

5.7 

5.9 

6.3 

5.5 

5.2 

6.3 

Expense 

5.1 

5.4 

6.2* 

4.6 

4.4 

5.2 

Hypoglycemia 

4.9 

4.7 

4.3 

4.8 

5.0 

5.8 

Guilt 

4.8 

4.6 

4.5 

4.6 

4.4 

5.2 

Lifestyle  Change 

4.8 

6.1** 

6.2** 

6.2* 

5.2 

6.0 

Anger 

4.3 

5.3 

5.0 

6.5** 

5.2 

5.2 

Time  Involved 

4.2 

5.5** 

5.3 

6.0* 

4.8 

5.4* 

Death 

4.1 

4.1 

4.2 

5.9** 

3.5 

3.7 

Self  Esteem 

2.8 

4 0** 

4.1* 

5.0** 

3.6 

3.7 

Injections 

2.4 

4.0** 

4 4** 

4 2** 

2.7 

3.7** 

# Mean  value  of  the  responses. 

* p < 0.05 

**  p < 0.02 


injections  and  blood  sugar  testing  was  given 
the  lowest  score  by  patients  and  also  was 
ranked  low  by  physicians  although  physicians 
did  assign  this  item  a significantly  higher  mean 
score.  The  mean  score  (5.1)  assigned  to  all 
items  by  physicians  was  not  statistically  differ- 
ent from  the  patients’  mean  score  (4.6). 

A final  question  was  used  to  verify  the  rank 
order  of  the  12  questions  and  showed  again 
that  the  majority  of  patients  fear  most  the 
complications  and  disability  associated  with 
diabetes.  Only  16%  of  physicians,  however, 
identified  this  as  being  the  item  of  most  con- 
cern to  their  patients.  Thirty-one  percent  of 
physicians  felt  that  limitation  of  lifestyle  was  of 
most  concern  to  the  patients.  Only  six  percent 
of  patients  chose  this  as  the  item  of  most  con- 
cern to  them. 

DISCUSSION 

From  these  data  it  is  obvious  that  physicians 
do  not  recognize  that  diabetic  patients  fear  the 
long  term  complications  more  than  any  other 
aspect  of  the  disorder.  This  is  a realistic  fear  as 
diabetes  is  a leading  cause  of  blindness  and 
renal  failure.5  The  disease  also  increases  the 
risk  of  heart  disease6  which  is  the  most  com- 
mon cause  of  death  in  most  diabetic  and  non- 
diabetic individuals. 

Most  physicians  link  high  glucose  levels  with 
the  development  of  diabetic  complications. 
Many  believe  that  if  patients  were  made  aware 
of  this  association  they  would  be  more  diligent 


or  motivated  to  “control”  their  blood  sugar. 
Inadvertently  this  places  the  responsibility  of 
whether  or  not  complications  develop  on  the 
patient  and  his  or  her  ability  to  maintain  nor- 
mal glucose  levels.  It  is  not  surprising  that, 
after  the  fear  of  complications,  patients  in  this 
study  were  concerned  most  about  their  ability 
to  adjust  to  diabetes  and  control  their  blood 
sugar. 

Yet,  even  with  maximal  effort  by  both  pa- 
tients and  physicians,  complications  related  to 
diabetes  cannot  be  eliminated.7- 8 The  ongoing 
multicentered  diabetes  control  and  complica- 
tions trial9  is  designed  to  answer  questions 
regarding  the  possible  relationship  of  hyper- 
glycemia and  complications,  as  well  as  other 
risks  and  benefits  of  tight  control.  While  the 
importance  of  maintaining  as  normal  glucose 
levels  as  possible  deserves  attention,  the  im- 
possibility of  perfect  control  also  needs  to  be 
acknowledged.  The  consequence  of  maintain- 
ing the  illusion  that  perfect  control  can  be  ob- 
tained often  leads  to  discouragement  and  guilt. 

More  time  spent  listening  to  patients’  con- 
cerns would  form  a firmer  basis  on  which  phy- 
sicians could  devise  a therapeutic  program 
which  would  address  both  the  patients’  phys- 
ical and  emotional  needs.  Just  understanding 
patients’  primary  concerns  may  enable  physi- 
cians to  support,  as  an  ally,  diabetic  patients’ 
struggle  to  prevent  and  delay  complications, 
which  is  clearly  their  greatest  concern.  This 
approach  would  positively  affect  the  patient- 
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physician  relationship  by  emphasizing  a major 
treatment  objective,  that  of  increasing  physi- 
cian-patient congruence  of  goals. 

SUMMARY 

Patients  with  Type  I diabetes  mellitus  are 
most  concerned  about  the  possibility  of  devel- 
oping complications  or  disability  related  to 
their  disease  and  really  have  very  little  concern 
regarding  the  pain  of  insulin  injections  or 
blood  sugar  monitoring.  Just  understanding 
patients’  primary  concerns  may  enable  physi- 
cians to  devise  a more  effective  therapeutic 
program  as  well  as  enhance  the  patient-phvsi- 
cian  relationship.  □ 
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Myasthenia  gravis  is  an  autoimmune  disor- 
der of  neuromuscular  transmission  charac- 
terized by  weakness  and  fatigue  of  voluntary 
muscles.1  A relationship  between  myasthenia 
gravis  and  abnormalities  of  the  thymus  gland 
has  been  recorded  since  1 90 1 . In  1941,  Blalock 
demonstrated  that  removal  of  a nontumorous 
thymus  gland  could  lead  to  clinical  improve- 
ment.2 Despite  conflicting  reports  of  the  value 
of  thymectomy  since  that  time,  studies  have 
suggested  that  many  patients  obtain  sustained 
remission  after  thymectomy  and  require  little 
or  no  additional  antimyasthenic  medication.3 

This  report  reviews  the  current  literature  on 
myasthenia  gravis  with  emphasis  on  the  diag- 
nosis and  management  of  this  disease.  We  also 
review  our  10-year  experience  with  the  treat- 
ment of  myasthenia  gravis  by  complete  trans- 
sternal  thymectomy. 

CLINICAL  MANIFESTATIONS  OF 
MYASTHENIA  GRAVIS 

Myasthenia  gravis  is  a disease  that  may  af- 
fect any  age  group  but  clusters  of  cases  are 
found  among  young  women  and  older  men. 
The  hallmark  of  the  clinical  picture  is  muscle 
fatigue  following  exercise.  The  intensity  of  the 
symptoms  varies  and  spontaneous  remissions 
are  known  to  occur.  The  disease  is  incapacitat- 
ing and  life-threatening  if  untreated.  Ptosis  and 
diplopia  are  found  in  the  vast  majority  of 
cases,  indicating  ocular  muscle  involvement. 
Bulbar,  neck,  limb  girdle,  and  distal  extremity 
muscle  all  may  be  involved  in  this  order  of 
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frequency.3  The  modified  clinical  classifica- 
tion according  to  Osserman  is  presented  in 
Table  1. 


TABLE  1.  Clinical  Classification  of  Myasthenia 
Gravis,  and  Response  to  Drug  Therapy,  After 
Osserman 

Group  Muscle  Involvement 

Response 
to  therapy 

I.  Ocular:  Ocular  only;  ptosis, 

Good  to 

diplopia 

prednisone 

II.  Generalized: 

A.  Mild:  Ocular  frequent,  grad- 

Good 

ual  spread  to  skeletal 
and  bulbar.  No  respi- 
ratory involvement. 

B.  Moderate:  Frequent  ocular,  grad- 

Fair 

ual  onset,  more  severe 
bulbar  and  skeletal. 
Some  dysarthria,  dys- 
phagia, and  masti- 
cation problems.  No 
respiratory 
involvement. 

C.  Severe: 

1.  Acute  fulminating: 

Rapid  onset,  severe 

Fair  to  Poor 

bulbar  and  skeletal. 
Early  respiratory  in- 
volvement. Thymoma 
is  common. 

2.  Late  severe: 

Severe  symptoms 

Poor 

about  two  years  after 
onset. 

Many  consider  myasthenia  gravis  to  be  the 
result  of  an  immune  attack,  and  the  disease  can 
be  seen  with  other  autoimmune  disorders  such 
as  systemic  lupus  erythematosis,  rheumatoid 
arthritis,  and  polymyositis.  Thymic  abnor- 
malities are  found  in  80  to  90  percent  of  pa- 
tients with  myasthenia  gravis.  The  vast 
majority  of  these  patients  have  thymic  hyper- 
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plasia  manifested  primarily  by  the  presence  of 
germinal  centers.  Thymomas  are  found  in  10 
percent  of  patients  with  myasthenia  gravis  (up 
to  40  percent  have  been  considered  malignant 
based  on  the  finding  of  local  invasion  at 
surgery). 

EVALUATION  OF  PATIENTS  WITH 
SUSPECTED  MYASTHENIA  GRAVIS 

Figure  1 is  a representation  of  the  diagnostic 
approach  to  patients  suspected  of  having  my- 
asthenia gravis.  It  is  important  to  search  for 
associated  disease  (particularly  thyroid  dys- 
function).3 

When  the  clinical  history  and  examination 
suggest  myasthenia  gravis,  the  Tensilon  (edro- 
phonium) test  is  indicated.  The  drug  will  cause 
transient  inhibition  of  acetylcholinesterase  en- 
zyme, enhancing  the  effects  of  acetylcholine, 
and  temporary  clinical  improvement  results. 
Eighty  to  90  percent  of  patients  will  have  a 
positive  response.  Electrical  tests  are  also  of 
value  in  establishing  the  diagnosis  of  my- 
asthenia gravis.  The  Jolly  test  is  based  upon  the 
amplitudes  of  succeeding  muscle  action  poten- 
tials following  repetitive  nerve  stimulation.  A 
newer  technique  uses  single-fiber  electromyo- 
graphy to  provide  a measure  of  “jitter”  in  my- 
asthenia gravis.  Results  are  improved  when 
several  muscle  groups  are  tested.1 

Measurement  of  the  specific  antibody  to  the 
acetylcholine  receptor  is  available,  and  they 
can  be  found  in  90  percent  of  patients  with 
myasthenia  gravis.  The  antibody  titer,  how- 
ever, does  not  correlate  with  the  clinical  state 
of  the  disease.3  Chest  radiography  and  CT  scan 
of  the  anterior  mediastinum  are  important  in 
the  detection  of  thymomas.  Despite  all  current 
diagnostic  measures,  some  thymomas  may  not 
be  identified  preoperatively. 

TREATMENT  OF  MYASTHENIA 
GRAVIS 

Therapy  may  be  aimed  at  the  receptor  (anti- 
cholinesterase agents)  or  at  the  immune  disor- 
der (steroids,  immunosuppression,  plasma- 
pheresis, thymectomy),  as  outlined  in  Table  2. 
When  findings  are  restricted  to  the  ocular  mus- 
cles, thymectomy  is  not  recommended.  When 
generalized  symptoms  of  myasthenia  develop, 
thymectomy  should  be  considered,  and  per- 


FIGURE  1.  Schematic  Diagram  of  the  Diagnostic  Approach  to 
Patients  Suspected  of  Having  Myasthenia  Gravis 


Myasthenic  Symptoms  Careful  History  and  Physical 


Investigate  for  associated  conditions:  Diagnostic  Tests: 


- Thyroid:  TFT ' s & TH  antibodies 

- Thymoma:  CT  scan 

- Collagen  Vascular  Disease: 
(SLE,  Polymyositis) 

LE  Prep,  FANA,  CPK,  Sed  Rate 

- Red  Cell  Aplasia 

- Multiple  Sclerosis 

- Drug  Induced 


- Pharmacologic: 
Tensilon  test 

- Electrical: 

Jolly  Test 
Jitter  Test 

- Serologic: 

ACH  R Antibodies 


forming  the  procedure  as  soon  as  possible  after 
the  generalized  symptoms  appear  is  advocated 
by  many  proponents  as  optimizing  results.1’ 3-10 
Medical  treatment  is  employed  to  obtain  the 
best  possible  myasthenic  status  and  to  mini- 
mize the  risk  of  the  surgical  procedure  prior  to 
thymectomy. 

Role  of  thymectomy  in  the  treatment 
of  myasthenia  gravis 

Most  authors  agree  that  in  individuals  with 
an  established  diagnosis  of  myasthenia  gravis 
who  have  any  generalized  symptoms  (Osser- 
man’s  Group  II  A,  B,  and  C)  are  candidates  for 
early  thymectomy.  Ordinarily,  Group  I pa- 
tients (ocular  involvement  only)  are  least  likely 
to  respond  to  thymectomy,  and  they  can  be 
managed  with  anticholinesterase  medication 


TABLE  2.  Treatment  Options  for  Myasthenia  Gravis 

Clinical  Presentation 

Treatment 

Ocular 

Myasthenia 

Conservative  therapy: 
Steroids  (low  dose) 

Generalized 

Myasthenia 

Medical  therapy: 

— Anticholinesterase  agents 
— Plasmapheresis 
— Steroids 

— Immune  Suppression 
Surgical  therapy  (Thymectomy): 
— Transcervical 
— Transstemal 
— Maximal  thymectomy 
(transcervical  transstemal) 

Thymoma 

Thymectomy 
(regardless  of  clinical 
presentation) 
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and  steroid  therapy.  When  ocular  symptoms 
are  interfering  with  normal  activities  or  work, 
surgery  may  provide  some  response.10’  15 
Thymectomy  can  be  carried  out  in  patients 
with  myasthenia  gravis  with  low  morbidity 
and  mortality  rates  and  with  an  80  percent 
expectation  of  clinical  improvement.  Thymec- 
tomy is  the  only  treatment  modality  that  offers 
the  possiblity  of  a complete  remission  with  no 
need  of  any  further  therapy.4 

Surgical  approaches  for  thymectomy  in- 
clude the  following:  1.  transcervical  thymec- 
tomy; 2.  median  sternotomy;  3.  partial  median 
sternotomy;  4.  median  sternotomy  plus  cer- 
vical incision;  and  5.  upper  median  ster- 
notomy combined  with  transsternal  ster- 
notomy. Most  surgeons  perform  thymectomy 
through  an  anterior  sternal  splitting  incision. 
This  approach  allows  excellent  visualization  of 
the  thymus  gland,  its  vascular  attachments, 
and  perithymic  tissue.  Extended  transsternal 
thymectomy  with  exenteration  of  anterior  me- 
diastinal fat  and  soft  tissues  is  the  procedure  of 
choice  in  our  institution  because  it  allows  re- 
moval of  ectopic  foci  of  thymic  tissue  lying  in 
the  mediastinal  fat.3’  4 The  transcervical  ap- 
proach13 and  the  “maximal  thymectomy,”  a 
combined  transcervical  transsternal  en  bloc 
resection,14  have  been  reported  with  compara- 
ble results.  Jaretzki  et  al.  stated  that  results  of 
maximal  thymectomy  are  better  than  those 
reported  for  classic  transsternal  or  transcer- 
vical procedures,  but  further  studies  are  neces- 
sary before  this  radical  operation  can  be 
recommended. 

Analysis  of  the  M.  U.S.C.  experience 
Between  July  1979  and  June  1989,  12  con- 
secutive patients  with  myasthenia  gravis  were 
treated  by  thymectomy.  Their  ages  range  from 
1 1 to  56  years  (mean  29  years,  median  age  24 
years).  Eight  patients  (67%)  were  less  than  25 
years  old.  One  patient  had  the  late  onset  type  of 
myasthenia  gravis  and  she  was  56  years  old. 
Only  one  was  a male  patient,  the  remaining 
(92%)  were  females.  The  interval  from  first 
symptoms  of  myasthenia  gravis  to  thymec- 
tomy varied  from  two  months  to  1 7 years,  with 
mean  interval  of  49  months  (median  eight 
months).  Nine  patients  (75%)  had  gradual 
onset  of  symptoms,  and  three  (25%)  had  rapid 


TABLE  3.  MUSC  Experience:  Clinical  Status  of 

Patients  (Modified  Osserman  Classification) 

Group 

Number  of  patients 

Percentage 

I.  Ocular  only 
II.  Generalized 

1 

8% 

A.  Mild 

3 

25% 

B.  Moderate 

4 

33.5% 

C.  Severe 

4 

33.5% 

progression  to  the  severe  form  of  the  disease. 
The  clinical  status  of  the  patient  was  assessed 
according  to  a modification  of  the  Osserman 
Classification  (Table  3).  Ninety-two  percent  of 
the  patients  had  generalized  myasthenia 
gravis.  Ocular  involvement  was  present  in  50% 
of  the  patients,  and  other  cranial  nerves  were 
affected  in  75%  of  them  (impaired  chewing, 
dysarthria,  and  facial  weakness).  Exclusive 
ocular  involvement  was  noted  in  one  patient. 

Acetylcholine  receptor  antibodies  were  ob- 
tained in  nine  patients  prior  to  surgery.  Two 
had  normal  levels  (less  than  0.5  nM/1)  and 
seven  had  levels  ranging  from  0.6  to  30  nM/1 
(mean  11.7  nM/1).  Eleven  patients  had  a 
positive  tensilon  (edrophonium)  test  with  sig- 
nificant improvement  of  muscle  weakness, 
and  one  had  a non-conclusive  test  prior  to 
surgery.  Electrophysiologic  studies  were  per- 
formed in  nine  patients,  and  eight  had  im- 
paired neuromuscular  transmission  compati- 
ble with  the  diagnosis  of  myasthenia  gravis.  All 
patients  were  on  anticholinesterase  medica- 
tion (pyridostigmine)  for  symptomatic  relief. 
Corticosteroids  (prednisone)  were  used  in  five 
patients,  and  two  required  immunosuppres- 
sive agents  (azathioprine)  in  managing  refrac- 
tory myasthenia  gravis.  Preoperative  plas- 
mapheresis was  employed  in  three  patients  re- 
sulting in  transient  improvement. 

All  thymectomies  were  performed  through  a 
median  sternotomy  incision  with  total  extra- 
capsular  excision  of  the  thymus,  including  an- 
terior mediastinal  fat  and  soft  tissues.  Acetyl- 
cholinesterase inhibitors  were  continued  after 
surgery  only  if  significant  disability  persisted 
or  when  patients  deteriorated.  There  was  no 
operative  mortality;  morbidity  was  minimal 
and  limited  to  one  patient  that  had  left  lung 
atelectasis  on  the  second  postoperative  day. 
One  patient  developed  avascular  necrosis  of 
both  hips  three  years  after  surgery  due  to  pro- 
longed corticosteroid  therapy.  On  histo- 
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pathological  examination  of  the  excised  thy- 
mus, hyperplasia  was  present  in  seven  (59%), 
thymoma  in  one,  and  in  four  the  thymus  was 
found  to  be  without  histologic  abnormality. 

The  patient’s  response  to  operation  was 
graded  according  to  a modification  of  Osser- 
man’s  scale  (Table  4).  Long  term  follow-up  was 
available  in  all  but  one  patient.  The  mean 
follow-up  time  was  30  months  (range  of  eight 
months  to  seven  years).  Overall  improvement 
was  obtained  in  82%  of  the  patients.  Significant 
improvement  was  usually  delayed  for  several 
months  following  surgery;  of  the  four  patients 
with  complete  remission  (response  grade  A) 
only  one  was  symptom  free  in  the  early 
postoperative  period.  It  was  evident  that  early 
response  (up  to  30  days  after  thymectomy)  did 
not  correlate  to  late  results.  Five  patients  with 
early  grade  of  response  C or  D progressed  to 
grade  A or  B in  the  late  follow-up  period. 


TABLE  4.  MUSC  Experience:  Grade  of  Response  to 
Thymectomy  According  to  Modified  Osser- 
man  Scale 


Number  of 


Response  Grade: 

Patients 

Percentage 

A.  Complete  remission,  off  all 
anticholinesterase 
medications 

4 

37% 

B.  Symptom  free,  on  decreased 
dose  of  medication 

3 

27% 

C.  Clinical  improvement,  with 
no  change  in  medications 

2 

18% 

D.  No  improvement,  medica- 
tions unchanged 

2 

18% 

E.  Clinically  worse,  requiring 
new  medication 

0 

— 

Some  authors  have  reported  better  response 
to  thymectomy  in  cases  with  thymic  hyper- 
plasia.5’ 9 Others  have  concluded  that  the  pres- 
ence or  absence  of  hyperplasia  does  not 
correlate  with  clinical  response.4’  8’  11  In  re- 


viewing our  experience,  we  noted  improve- 
ment after  thymectomy  irrespective  of  the  type 
of  thymic  pathology.  All  four  patients  with 
histologically  normal  thymus  glands,  and  three 
of  seven  with  hyperplasia  achieved  a Grade  A 
or  B response.  The  single  patient  with  thy- 
moma had  minimal  improvement  with  sur- 
gery. Remission  has  been  reported  in  only  10 
percent  of  the  cases  when  there  is  a benign 
thymoma.  When  the  tumor  becomes  invasive, 
remission  is  even  less  likely  and  the  five-year 
survival  rate  is  less  than  50  percent.  It  is 
thought  that  early  intervention  in  patients  with 
thymic  tumors  may  reduce  the  likelihood  of 
local  invasion.3 

The  palliation  rate  (patients  achieving  im- 
provement as  well  as  remission)  is  not  related 
to  the  type  of  early  response  to  thymectomy. 
Improvement  may  be  delayed  for  three  to  five 
years  following  surgery.1-  3 Hankins  et  al.4  re- 
ports maximal  response  within  six  to  12 
months  after  thymectomy. 

Most  authors  agree  that  early  thymectomy 
enhances  the  likelihood  of  permanent  remis- 
sion. Moreover,  the  patients  are  generally  less 
severely  affected  and  better  able  to  tolerate  the 
operation,4-  16  In  our  experience,  the  response 
was  independent  of  the  preoperative  duration 
of  the  disease,  and  was  often  delayed. 

SUMMARY 

Review  of  our  results  with  thymectomy  for 
myasthenia  gravis  supports  the  role  of  early 
surgery  for  this  debilitating  and  often  lethal 
disease.  The  data  presented  here  confirm  the 
fact  that  thymectomy  has  rare  complications 
and  low  operative  mortality.  Approximately 
80  percent  of  patients  with  myasthenia  gravis 
can  expect  clinical  improvement  with  surgery, 
which  also  offers  a chance  for  complete  remis- 
sion. □ 
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THE  ANNUAL  MEETING  OF  THE  AMA 

REPORT  OF  THE  SCMA  DELEGATION 


JOHN  C.  HAWK,  JR.,  M.D.* 


The  Annual  Meeting  of  the  House  of  Delegates  of  the  AMA, 
held  in  Chicago,  June  24-28,  1990,  was  a remarkably  calm, 
peaceful,  non-controversial  affair.  Just  why  this  was  the  case 
is  hard  to  say.  Perhaps  it  was  because  a few  days  earlier  we  had 
all  received  the  announcement  that  Dr.  James  S.  Todd  had  been 
named  the  Executive  Vice  President  by  the  Board  of  Trustees  on 
June  19,  1990.  This  forestalled  any  major  controversy  about  Jim 
Sammons'  successor  as  EVP,  and  that  helped  prepare  the  way  for 
what  was  touted  as  a new  era  of  the  AMA. 

Perhaps  major  credit  can  be  given  to  Speaker  John  Clowe  and 
Vice  Speaker  Stormy  Johnson  for  their  excellent  preparation  for 
the  meeting,  and  for  a number  of  innovations  which  helped  keep 
things  under  control  and  moving  more  rapidly  than  usual.  These 
included  the  limitation  of  debate  to  three  minutes  per  speaker, 
right  from  the  start;  conducting  nomination  of  candidates  on 
Sunday  afternoon  and  completing  the  elections  on  Wednesday, 
except  for  one  supplementary  ballot  required  by  Roy  Deffebach's 
resignation  from  the  Council  on  Medical  Service;  and  designating 
a number  of  Board  and  Council  reports  as  Informational  only. 
Perhaps — and  this  would  be  the  worst  case  scenario  for  the  future 
of  American  medicine,  as  far  as  I am  concerned — it  was  because  so 
many  of  the  delegates  feel  so  frustrated  by  the  many  intrusions 
of  government  in  the  practice  of  medicine,  and  medicine's 
apparent  inability  to  stem  the  tide,  that  they  are  ready  to  give 
up  the  fight,  or  have  already  done  so. 

As  outlined  in  the  June  29  issue  of  AM  News . Jim  Todd  has 
very  impressive  credentials,  and  I believe  most  delegates  who 
know  him  well  feel  that  he  will  do  an  excellent  job  as  the  new 
EVP . 

VOLUME  OF  BUSINESS  CONSIDERED 

The  House  faced  a monumental  volume  of  business.  Whether  it 
was  a record  number  of  items  is  hard  for  me  to  say  without  a 
review  of  all  past  years.  In  any  case,  there  were  295 
Resolutions  (including  four  late  Resolutions  accepted  by  the 
House)  , 110  Reports  from  the  Board  and  various  Councils 
(including  30  that  were  considered  only  Informational  and  not 
referred  to  Reference  Committees) . There  were  also  seven 
speeches  or  reports  of  officers  which  were  referred  to  Reference 
Committees. 
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PRESIDENTIAL  ADDRESSES 


Outgoing  President  Alan  R.  Nelson  gave  his  departing  address 
to  the  House  on  Sunday  afternoon,  entitling  it  "The  Business  at 
Hand  and  the  Challenges  Ahead."  He  has  been  a strong  leader 
during  a year  which  has  witnessed  the  surfacing  of  many  problems. 
He  emphasized  the  importance  of  Health  Access  America  and  stated 
"We  must  take  our  place  at  our  patients'  side.  We  must  position 
ourselves  as  guardians  of  the  public  health,  not  guardians  of 
self  interest." 

Dr.  C.  John  Tupper  of  California  was  inaugurated  as  the 
145th  President  of  the  AMA  on  Wednesday  afternoon.  He  entitled 
his  stirring  inaugural  address  "Dreams,  Dollars  and  Deeds:  The 
Sacred  Fire  and  Health  Access  America."  You  should  read  and 
indeed  study  both  of  these  important  addresses,  which  I'm  sure 
will  be  published  in  full  in  JAMA  in  the  near  future. 

DOMINANT  ISSUES 

No  single  issue  dominated  the  proceedings  of  this  Annual 
Meeting.  After  listening  to  the  debate  for  over  four  days,  and 
reviewing  all  the  Reference  Committee  reports  and  my  notes  taken 
during  the  debate,  I would  pick  the  following  three  topics  as 
probably  the  most  important:  (1)  access  to  health  care;  (2) 
concerns  with  PROs  and  their  intrusions  into  the  practice  of 
medicine  and  the  delivery  of  appropriate  care  to  our  elderly?  (3) 
Medicare  regulations  relating  to  payment  for  services,  including 
implementation  of  the  RBRVS . 

fl)  ACCESS  TO  HEALTH  CARE 

In  Report  XX  the  Board  gave  in  detail  what  has  been  done 
since  the  Interim  Meeting  last  December  to  develop,  present  to 
the  medical  profession,  and  promote  to  the  general  public  Health 
Access  America,  the  16-point  program  designed  to  make  available 
adequate  medical  care  to  the  many  people  who  are  said  to  have 
dropped  through  the  cracks  in  the  past.  As  noted  above,  both  Dr. 
Nelson  and  Dr.  Tupper  emphasized  the  importance  of  this  program. 

A majority  of  the  delegates  appeared  to  agree  with  most  of 
the  proposals,  although  there  were  certainly  questions  about  the 
mandate  that  all  employers,  including  those  in  small  business, 
provide  insurance  for  their  employees.  Underlying  the  whole 
proposal  is  the  tacit  assumption  that  medical  care  is  a "right" 
with  which  many  physicians  would  disagree.  In  my  personal 
opinion,  the  most  thoughtful,  and  indeed  the  definitive  article 
on  this  subject  was  written  almost  20  years  ago  by  Dr.  Robert  M. 
Sade,  now  Professor  of  Pediatric  Thoracic  Surgery  at  MUSC,  and  a 
member  of  the  SCMA  Medical  Ethics  Committee.  It  was  published  in 
the  New  England  Journal  of  Medicine  on  December  2,  1971,  and  was 
entitled  "Medicare  Care  as  a Right:  A Refutation."  You  should 
all  obtain  a copy  of  this  article  and  study  it  carefully. 
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In  connection  with  the  subject  of  access  to  medical  care,  at 
the  OSMAP  (Organization  of  State  Medical  Association  Presidents) 
on  Friday  afternoon,  Dan  Brake  presented  the  development  of  and 
the  salient  features  of  Health  Care  2000,  the  program  developed 
here  in  South  Carolina  for  which  he  was  personally  responsible 
during  his  tenure  as  SCMA  President.  This  received  kudos  from 
almost  everyone  present  and  he  had  many  requests  for  copies  of 
the  published  report. 

The  medical  profession,  and  the  general  public  as  well,  will 
undoubtedly  be  kept  fully  informed  of  the  implementation  of  the 
AMA  proposal. 

(2)  CONCERNS  WITH  PROS 

A long  and  detailed  report  from  the  Council  on  Medical 
Service  and  over  a dozen  Resolutions  (including  our  own  S.C. 
Resolution-see  below)  addressed  various  aspects  of  problems  with 
PROs.  In  addition,  many  Resolutions  and  several  Reports  dealt 
with  similar  problems  which  have  arisen  with  private  insurance, 
such  as  preadmission  certification,  retroactive  denials  of 
benefits,  sanctions  of  various  types,  utilization  review 
programs,  etc.  Among  other  actions  taken,  the  House  asked  the 
AMA  to  review  the  existing  data  to  determine  if  the  savings  to 
the  Health  Care  Finance  Administration  effected  by  PROs  are 
greater  than  expenses  incurred  by  the  PROs  and  physicians 
themselves,  and  also  asked  that  this  information  be  publicized  as 
soon  as  it  is  available.  There  are  many  who  feel  that  the 
government  is  actually  losing  money  on  this  program  and  certainly 
that  there  is  a tremendous  "hassle"  factor  to  practicing 
physicians . 

(3)  MEDICARE  REGULATIONS — IMPLEMENTATION  OF  RBRVS 

The  concerns  expressed  by  physicians  from  different  areas  of 
the  country  and  in  different  types  of  practice  were  varied  and 
diverse.  There  were  numerous  Resolutions,  including  our  own  (see 
below) . Among  the  important  positions  adopted  by  the  House  were 
the  following: 

1.  That  the  AMA  adopt  the  position  that  any  patient, 
regardless  of  health  care  insurance  coverage,  has  both  the  right 
to  privately  contract  with  the  physician  and  to  personally  pay 
for  those  services  when  they  are  not  adequately  covered  or  deemed 
unnecessary  by  the  health  care  plan. 

2.  That  the  AMA  pursue  appropriate  legislative  and  legal 
means  to  permanently  preserve  the  patient's  basic  rights  to 
privately  contract  with  physicians  for  wanted  or  needed  health 
care  services. 

3.  That  the  AMA  continue  to  expeditiously  pursue 
regulatory  or  legislative  changes  that  will  allow  physicians  to 
treat  Medicare  patients  outside  current  regulatory  constraints 
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that  threaten  the  physician-patient  relationship.  Also,  the  AMA 
will  seek  documentation  of  cases  where  patient-physician  rights 
to  privately  contract  have  been  denied  or  impaired. 

Milton  Davis,  speaking  for  the  Texas  Delegation,  repeatedly 
brought  out  the  benefits  of  having  an  Indemnity  Payment  System  to 
eliminate  some  of  the  current  Medicare  problems.  The  AMA  was 
also  asked  to  determine  as  accurately  as  possible  the 
administrative  costs  of  health  care  (now  estimated  to  be  around 
22  or  23  percent)  and  to  insist  that  HCFA  distinguish  between 
physician  and  non-physician  costs  of  Part  B of  Medicare. 

SOUTH  CAROLINA  RESOLUTIONS 


Our  Delegation  submitted  two  resolutions  which  have  been  of 
concern  to  our  own  House  of  Delegates  and  to  our  Board  of 
Trustees . 

The  first  (Resolution  82)  dealt  with  the  1991  limitations  on 
"Physician's  Charges  to  Medicare  Patients."  It  was  considered  by 
the  Reference  Committee  and  the  House,  together  with  a number  of 
other  Resolutions  dealing  with  problems  arising  out  of  the 
implementation  of  OBRA  1989.  We  felt  that  our  concerns  were 
appropriately  addressed  by  the  following  substitute: 

"Resolved,  That  the  American  Medical  Association  continue  to 
seek  to  halt  the  1991  implementation  of  new  limits  on  physician 
charges  for  Medicare  patients  of  125%  of  the  Medicare  prevailing 
charge  or  the  MAAC,  whichever  is  less,  and  convey  its  concerns  to 
the  Congress  over  the  discriminatory  nature  of  this  1991 
implementation  of  charge  limits  on  rural,  primary  care,  and  other 
affected  physicians." 

The  AMA  was  also  directed  to  seek  immediate  repeal  of  the 
OBRA-89  requirement  that  all  physicians  (including  "non- 
participating" physicians) , submit  all  Medicare  claims  on  behalf 
of  their  patients  starting  September  1,  1990. 

The  second  Resolution  (#81)  asked  the  AMA  to  vigorously 
oppose  any  further  expansion  of  Peer  Review  Organization  (PRO) 
activities  in  reviewing  charts  of  Medicare  patients  in 
physicians'  offices,  as  is  being  carried  out  in  a pilot  project 
by  the  Wisconsin  PRO  and  six  other  PROs,  "until  such  a time  when 
it  can  be  clearly  demonstrated  and  documented  that  such  review  is 
cost-effective,  genuinely  educational  to  the  practicing 
physicians  involved,  not  disruptive  to  physician-patient 
relationships,  and  productive  of  improved  quality  of  care  for 
patients."  We  believe  that  such  a time  will  never  arrive.  This 
Resolution  was  placed  on  the  consent  calendar  by  the  Reference 
Committee  and  was  adopted  without  debate  by  the  House. 

OTHER  ISSUES  OF  NOTE 

Since  I have  had  to  meet  a July  5th  deadline  in  order  to  get 
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this  report  in  the  current  issue  of  The  Journal  of  the  South 
Carolina  Medical  Association,  I do  not  know  when  the  actions  of 
the  House  of  Delegates  will  be  reported  in  the  AM  News.  However, 
I feel  sure  that  as  in  the  past  at  least  two  issues  of  this 
publication  will  give  detailed  reports  of  the  meeting.  You  are 
urged  to  read  these  carefully  in  order  to  keep  more  fully 
informed.  Following  are  some  of  the  other  issues  and  actions 
which  our  delegation  considered  particularly  important: 

o Referred  to  the  Board  for  decision  and  report  back  in 
December  a Resolution  asking  the  AMA  to  urge  HCFA  to  eliminate 
the  "participating"  and  "non-participating"  classifications  and 
to  substitute  terminology  more  acceptable  to  the  Board. 

o Reaffirmed  the  AMA's  opposition  to  the  Medicare  Maximum 
Allowable  Actual  Charge  (MAAC)  limits  and  asked  the  AMA  to  seek 
the  development  of  uniform  HCFA  policy  regarding  the 
interpretation  of  MAAC  compliance  regulations  by  all  Medicare 
carriers  so  that  when  Medicare  is  the  secondary  payor,  MAAC 
limits  will  not  apply. 

o Referred  to  the  Board  for  report  back  in  December  a 
Resolution  from  the  Georgia  Delegation  asking  for  a special 
subcommittee  of  the  Council  on  Medical  Service  to  serve  as  the 
Medicare  Watchdog  Committee  for  the  purpose  of  monitoring  in 
detail  the  Medicare  Laws,  formal  Rules  and  Regulations,  and 
published  "Memorandum  to  Carriers",  and  to  provide  concise  and 
meaningful  information  and  interpretative  guidance  to  individual 
AMA  physicians  on  a regular  basis. 

o Asked  the  Board  to  request  that  the  CPT  Editorial  Panel 
consider  approaches  to  modify  CPT  so  as  to  better  allow 
physicians  to  report  their  services  associated  with  obtaining 
precertification  (e.g.  adding  a new  code(s))  in  the  CPT  "Special 
Services  Reports". 

o Asked  the  AMA  to  urge  its  constituent  medical 
associations  to  seek  the  enactment  of  legislation  requiring  that 
utilization  review  for  insurers  be  conducted  by  physicians 
licensed  by  the  state  in  which  they  are  doing  the  review  and  also 
that  they  seek  enactment  of  legislation  that  would  require  all 
agencies  or  groups  doing  utilization  review  to  be  registered  with 
the  appropriate  health  regulatory  agency  and  that  they  have  an 
appropriately  staffed  office  in  the  state.  It  should  be  noted 
that  we  have  accomplished  part,  but  not  all  of  this,  in  South 
Carolina. 

o Adopted  a Board  Report  which  states  that  in  the  absence 
of  consistent  and  scientifically  established  evidence  that 
preadmission  review  is  cost  saving  or  beneficial  to  patients,  the 
AMA  strongly  opposes  the  use  of  this  process. 

o Asked  the  AMA  to  vigorously  oppose  the  proposed 
Medicare  regulation  that  would  deduct  the  fee  for  an  assistant 
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surgeon  from  payment  to  the  primary  surgeon. 

o Studied  in  detail  Board  Report  KK  in  regard  to  minimum 
benefits  in  reguired  employers  health  insurance.  A motion  to 
change  Family  Planning  from  "non-covered"  to  "covered"  was  not 
adopted  by  what  seemed  to  me  to  be  a dubious  voice  vote.  Various 
other  motions  to  change  covered  and  non-covered  items  were  not 
adopted . 

o Asked  the  AMA  to  work  with  HCFA  and  other  payors  to 
allow  identification  of  the  specialty  and  subspecialty  of  the 
physician  who  provides  each  service,  for  the  purpose  of 
recognizing  jointly  provided  medically  necessary  services  such  as 
concurrent  care. 

o Asked  the  AMA  to  amend  its  bylaws  to  state  that  it  and 
all  of  its  constituent  associations  shall  not  discriminate 
against  anyone,  except  on  the  basis  of  professional  competence. 
This  was  in  response  to  Resolutions  from  the  District  of  Columbia 
(similar  to  one  they  introduced  at  1-89) , the  Medical  Student 
Section,  and  the  Resident  Physician  Section,  all  asking  for  the 
words  "sexual  orientation"  to  be  added  to  the  list  of  items  for 
which  membership  could  not  be  denied  or  abridged,  as  specified  in 
1.50  of  the  bylaws.  We  considered  this  a "non-issue,"  as  no 
cases  of  such  discrimination  were  cited.  We  felt  that  the 
solution  proposed  by  the  Reference  Committee  and  adopted  by  the 
House  was  excellent  and  will  keep  this  inappropriate  issue  from 
coming  back  to  us  year  after  year. 

o Discussed  in  detail  the  National  Practitioner  Data 
Bank,  and  asked  the  AMA  to  notify  its  members  of  the  AMA 
resources  available  to  assist  individual  physicians  having 
difficulties  with  the  Data  Bank. 

o Asked  the  Board  to  continue  to  develop  policies  for 
maintaining  the  AMA  in  a leadership  position  with  regard  to 
practice  parameters. 

o Referred  back  to  the  Council  on  Ethical  and  Judicial 
Affairs  (CEJA)  its  Report  D on  the  testing  of  patients  for  HIV 
infections,  in  which  there  were  still  a number  of  items  which 
were  controversial. 

o Referred  back  to  the  CEJA  the  guidelines  that  had  been 
developed  for  the  appropriate  use  of  "do  not  resuscitate"  orders. 
This  was  by  a counted  vote  of  200  to  159. 

o Determined  that  when  it  is  in  the  best  interest  of 
their  patients,  physicians  and  tertiary  hospitals  should  be 
encouraged  to  transfer  patients  back  to  hospitals  in  their  home 
community.  The  AMA  was  asked  to  support  any  needed  revision  in 
Medicare  regulations  that  will  allow  appropriate  reimbursement  to 
the  home  community  hospitals. 
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o Asked  the  , AMA  to  begin  immediately  to  seek 
comprehensive  reform  to  reduce  the  administrative  inefficiency, 
burdens  and  expenses  involved  in  paying  for  health  care  services, 
and  urged  that  all  proposals  to  increase  access  to  health  care 
also  address  the  need  to  reduce  administration  costs  and  burdens. 

o Adopted  the  principle  that  the  indication  for  a 
diagnostic  test  is  based  on  the  suspected  diagnosis  of  a clinical 
disorder  and  that  a test  with  normal  results  is  not  de  facto 
"unnecessary. " 

o In  response  to  Board  Report  KKK  and  four  separate 
resolutions,  adopted  a strong  resolution  protesting  the  proposed 
regulations  for  implementing  the  Clinical  Laboratory  Improvement 
Amendments  of  1988. 

AMPAC  REPORT 


Randy  Smoak  of  our  own  Delegation,  Chairman  of  AMPAC  for  the 
second  year,  gave  an  excellent  report  of  the  accomplishments  of 
both  the  national  and  state  political  action  committees.  Our 
Delegation  feels  that  Randy  is  an  extremely  able  and  viable 
candidate  for  the  Board  of  Trustees  for  the  AMA,  and  we  have 
determined  to  nominate  him  for  this  position  at  the  June  1991 
meeting.  We  will  be  making  plans  for  his  campaign  in  the 
immediate  future,  will  keep  the  membership  apprised  of  the  steps 
we  are  taking,  and  will  give  members  an  opportunity  to  assist  in 
this  important  project. 

ELECTIONS 


The  House  of  Delegates,  despite  the  relatively  peaceful  tone 
of  the  meeting  as  a whole,  "sent  a message"  to  the  Board  of 
Trustees  that  they  weren't  pleased  with  the  course  of  events 
during  the  past  year,  by  failing  to  reelect  two  incumbents,  John 
Dawson  and  Ray  Gifford.  Robert  McAfee  of  Maine,  and  Joe  Painter 
of  Texas,  both  regarded  as  exceptionally  strong  Board  members 
were  returned  to  the  Board  on  the  first  ballot,  for  full  three- 
year  terms,  together  with  a newcomer,  Pamela  Formica,  Immediate 
Past  Chairman  of  the  Council  on  Long  Range  Planning  and 
Development.  On  the  first  runoff  for  the  fourth  full  term,  John 
Seward,  outgoing  Chairman  of  the  Council  on  Legislation,  won 
election  over  Ray  Gifford. 

After  completion  of  the  election  for  the  four  Trustees  for 
terms  ending  in  1993,  the  remaining  candidates  were  eligible  to 
run  for  John  J.  Ring's  unexpired  term.  Ray  Gifford  withdrew 
from  this  runoff?  John  Dawson  and  Russell  Patterson  were 
defeated  and  made  gracious  statements  to  the  House.  Tom  Reardon 
of  Oregon,  who  has  been  instrumental  in  setting  up  and  insuring 
the  success  of  the  Hospital  Medical  Staff  Section  (HMSS) , was 
elected  to  the  Board  over  George  Bohigian  of  Missouri. 
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John  J.  (Jack)  Ring  was  unopposed  for  President-elect,  John 
Clowe  for  Speaker,  and  Stormy  Johnson  for  Vice  Speaker,  and  all 
three  were  elected  by  acclamation  at  the  time  of  nominations  on 
Sunday . 

SCMA  DELEGATION 


The  SCMA  was  represented  by  Randy  Smoak,  Don  Kilgore,  and 
John  Hawk,  Delegates;  Charlie  Duncan,  Dan  Brake,  and  Walt 
Roberts,  Alternate  Delegates?  John  Simmons,  President;  Ed 
Catalano,  Chairman  of  the  Board,  Chris  Hawk,  President-elect? 
Bill  Mahon  and  Barbara  Whittaker,  Staff.  Steve  Hulecki  and 
Gerald  Harmon  represented  the  Young  Physicians  Section  (YPS)  and 
were  able  to  meet  with  our  caucuses  when  their  schedules 
permitted.  Mark  Milburn,  President,  and  Lorenzo  Simpson,  Vice 
President  of  the  MUSC  Student  Body,  as  well  as  Chris  McManus, 
President  at  USCSM,  were  present  for  the  Student  Section 
meetings.  We  were  also  pleased  to  have  eight  residents  present, 
including  four  who  were  attending  under  the  auspices  of  the 
Burroughs  Wellcome  Company  in  recognition  of  their  community 
services.  We  were  sorry  that  we  did  not  get  to  see  more  of  the 
auxiliary  members  who  were  meeting  at  the  Drake,  at  the  other  end 
of  Michigan  Avenue's  Miracle  Mile. 

CONCLUSION 


As  in  past  years,  all  of  the  members  of  your  delegation 
express  sincere  appreciation  for  the  opportunity  of  representing 
you,  our  members,  at  the  AMA  House  of  Delegates  meeting.  We  are 
always  open  to,  and  indeed  would  welcome,  any  suggestions  and 
opinions  from  any  members.  We  will  also  welcome  any  of  you  at 
our  caucuses,  and  we  remind  you  that  you  are  fully  eligible  to 
speak  to  Reference  Committee  hearings. 

The  Interim  Meeting  will  be  held  in  Orlando,  Florida, 
December  2-5,  1990,  and  the  next  Annual  Meeting  will  be  in 

Chicago,  June  23-27,  1991. 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

MAJOR  CHUCK  HELVEY 
STATION-TO-STATION  COLLECT 
919-850-9549 


“SERVICE  SINCE  1919" 


Winchester  Surgical  Supply  Company 

P.O.  BOX  35488,  CHARLOTTE,  N.C.  28235  Phone  No.  704/372-2240  or  800-868-5588 

Winchester  Home  Healthcare 

MEDICAL  SUPPLIES  AND  EQUIPMENT  FOR  YOUR  PATIENTS  AT  HOME 
CHARLOTTE,  N.C.  GREENSBORO,  N.C.  HICKORY,  N.C. 

704/332-1217  or  919/275-0319  704/324-0336 

704/547-0708 


We  equip  many  physicians  beginning  practice  each  year  and  invite  your  inquiries 

800-868-5588 

J.  Kent  Whitehead  M.M.  “Buddy”  Young  Allan  W.  Farris 

We  have  salesmen  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.C.  State  Medical  Society  Meeting  since  1921. 
and  advertised  CONTINUOUSLY  in  the  S.C.  Journal  since  January  1920  issue. 
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YOU  AND  THE  PRO 

JOHN  W.  RHENEY,  JR.,  M.D.* 


Providers  of  care  say  that  Peer  Review  Orga- 
nizations (PROs)  inappropriately  second- 
guess  medical  decisions,  while  consumer 
groups  charge  that  the  organization  places  too 
much  emphasis  on  cost-containment  and 
overlooks  problems  in  quality  care.  PROs  are 
called  “Gestapo  agents”  by  some  physicians 
and  “Physician  Oriented  Protective  Services” 
by  some  consumer  groups.1 

Which  are  we?  Really,  neither! 

Although  some  public  sector  Utilization  Re- 
view (UR)  existed  prior  to  1965,  a major  ex- 
pansion of  UR  activity  occurred  as  a result  of 
the  1965  Medicare  and  Medicaid  legislation, 
which  included  mandatory  provisions  for  hos- 
pitals to  establish  UR  committees.  Amend- 
ments to  the  Social  Security  Act  in  1972 
established  Professional  Standards  Review  Or- 
ganizations (PSROs)  to  monitor  medical  care 
provided  to  beneficiaries,  thereby  creating  a 
review  entity  independent  of  hospitals.  Begin- 
ning with  passage  of  the  Tax  Equity  and  Fiscal 
Responsibility  Act  of  1982,  responsibility  for 
review  of  the  appropriateness  as  well  as  the 
quality  of  care  was  passed  to  newly  created 
Utilization  and  Quality  Control  Peer  Review 
Organizations  (PROs). 

In  South  Carolina,  the  South  Carolina  Medi- 
cal Care  Foundation  was  the  initial  PSRO.  It 
was  succeeded  by  Metrolina,  a North  Carolina 
Peer  Review  Organization,  which,  in  turn,  was 
replaced  by  the  present  PRO,  Carolina  Medi- 
cal Review  (CMR).  CMR  is  a subsidiary  of 
Medical  Review  of  North  Carolina  (MRNC), 
which  has  been  the  PRO  in  North  Carolina  for 
five  years. 

With  this  brief  history  behind  us,  let  us  now 
proceed  to  how  you  and  the  PRO  interact. 
How  is  a chart  selected  for  review  and  how 
does  the  review  proceed?  Attached  are  two 
flow  charts  which  depict  the  process  of  Quality 
Review  for  Inpatient  Hospital  Generic 
Screens,  Other  Than  Inpatient  Hospital  Qual- 
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ity  Screens,  and  Outpatient  Surgery  Generic 
Screens.2 

There  are  certain  cases  which  are  screened 
on  a preadmission/preprocedure  basis.  They 
are  permanent  cardiac  pacemaker  implant/ 
replacement,  cataract  extraction  (lens  pro- 
cedure), total  cholecystectomy,  inguinal  hernia 
repair,  major  joint  replacement,  endarterec- 
tomy of  other  vessels  of  head  and  neck,  coro- 
nary artery  bypass  graft,  percutaneous  trans- 
luminal coronary  angioplasty,  transurethral 
resection  of  the  prostate,  and  hysterectomy. 

After  the  above  cases,  and  any  additional 
required  review,  are  selected,  three  percent 
of  all  discharged  Medicaid,  Medicare  and 
CHAMPUS  charts  are  randomly  selected  by 
computer  for  review. 

These  charts  are  initially  reviewed  by  non- 
physician reviewers.  HCFA  Generic  Screens 
and  CMR  Discharge  Screens  are  used.  These 
non-physician  reviewers  may  pass  charts,  but 
may  not  fail  a chart.  If  the  reviewed  chart  fails 
the  screen,  it  is  passed  on  to  a physician  consul- 
tant (PC).  Physician  consultants  do  not  use 
criteria  in  reviewing  charts.  Physician  consul- 
tants are  urged  to  place  themselves,  as  nearly  as 
possible,  in  the  attending  physician’s  shoes,  at 
the  time  of  admission.  They  ask,  “At  this 
point,  was  the  decision  of  the  attending  physi- 
cian in  the  best  interest  of  the  patient?”  Follow- 
ing the  patient’s  course  through  the  hospital, 
they  again  ask,  “Were  the  decisions  reached  by 
the  attending  physician,  at  that  particular  time, 
logical  and  good  medical  practice?”  On  dis- 
charge, “Did  the  attending  physician  give  the 
patient  clear  and  concise  instructions  on  the 
medication,  activities,  follow-up,  etc.?”  And 
very  importantly,  did  the  attending  physician 
document  this  in  the  record? 

There  are  three  levels  of  severity: 

Level  I is  “medical  mismanagement”  with- 
out the  potential  for  significant  adverse  ef- 
fects on  the  patient. 

Level  II  is  “medical  mismanagement”  with 
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the  potential  for  significant  adverse  effects 
on  the  patient. 

Level  III  is  “medical  mismanagement”  with 
significant  adverse  effects  on  the  patient. 

Let  me  hasten  to  add  that  the  term  “medical 
mismanagement”  is  what  upsets  physicians 
more  than  any  thing  else.  It  is  equally  disliked 
by  the  PROs.  .All  of  the  PROs  in  the  United 
States  have  attempted  to  have  it  changed,  but 
HCFA  remains  adamant  on  its  use.  At  a recent 
meeting  of  the  American  Medical  Peer  Review 
Association  (AMPRA),  the  organization  again 
petitioned  HCFA  to  change  the  term  “medical 
mismanagement”  to  something  less  offensive.3 
So  far.  the  appeals  have  fallen  on  deaf  ears. 

Following  our  schematic  drawing,  you  will 
note  that  these  charts  are  reviewed  by  a series 
of  PCs,  any  one  of  whom  may  rule  that  there  is 
no  problem  and  the  review  comes  to  a close  at 
this  point. 

Should  it  finally  be  determined  by  the  first 
PC  that  the  case  is  of  a Level  I severity,  it  is 
placed  in  the  data  bank  for  quality  profiling. 
Should  the  physician  or  institution  have  three 
Level  I cases  per  quarter  or  five  per  bi-quarter, 
he,  she  or  they  will  undergo  additional  physi- 
cian review. 

On  the  other  hand,  Severity  Levels  II  and  III 
are  referred  for  physician  review,  followed  by  a 
30-day  letter,  calling  for  further  information 
and  review  by  PC3  after  a response  has  been 
received. 

If  PC3  also  finds  a quality  problem,  a sever- 
ity weight  is  assigned  and  a notice  of  final 
determination  to  the  responsible  parties  is 
mailed.  Following  this,  any  indicated  quality 
intervention  is  initiated. 

In  general,  things  are  going  well  with  Caro- 
lina Medical  Review  after  one  year.  There  is 
one  particular  area  in  the  review  process  which 
has  caused  some  confusion.  It  involves  tele- 
phone calls.  If  a question  is  raised  regarding 
either  utilization  or  quality  of  care,  the  20  or  30 
day  letters  contain  the  following: 

Y ou  may  wish  a telephone  conference  with  a 
PRO  physician  or  non-physician  represen- 
tative, as  appropriate,  concerning  this  case. 
To  arrange  for  this,  you  should  specifically 
request  a telephone  conference  in  your  writ- 
ten response. 


A case  will  only  be  reviewed  again  if  there  is 
a written  response  within  the  number  of  days 
specified  in  the  letter.  Telephone  calls  must  be 
requested  in  this  reply.  There  is  no  other  point 
in  the  review  process  which  allows  for  tele- 
phone calls.  Calls  are  made  by  physician  con- 
sultants in  the  PRO  offices  to  discuss  the 
clinical  aspects  of  these  cases.  They  generally 
will  not  be  in  your  specialty.  They  do  not  make 
final  decisions  and  so  cannot  give  you  any 
results  during  the  call. 

Most  doctors  are  individualists  and  do  not 
take  well  to  having  their  practices  monitored. 
However,  the  PRO  is  here  and  it  is  not  going 
away.  To  compare  CMR  with  other  PROs,  the 
following  is  for  your  information: 

Under  Metrolina.  denial  of  hospital  admis- 
sions was  5.7%.  Under  CMR.  it  is  currently 
1.8%  of  cases  reviewed.4  National  statistics 
show  that  the  denial  rate  for  PROs  throughout 
the  country  averages  2.1%.  The  SuperPRO.  or 
PRO  that  reviews  the  state  PROs.  has  a denial 
rate  of  16.5%  in  South  Carolina. 

It  has  even  been  suggested  that  review 
should  be  conducted  by  computer  or  removed 
from  the  local  medical  community  and  per- 
formed by  physicians  accountable  to  a more 
autonomous  UR  organization.4 

If  it  is  difficult  to  discuss  a case  with  a peer, 
think  about  talking  to  a computer. 

In  closing,  I would  emphasize  two  things.  (1) 
Document!  A large  portion  of  our  charts  fail 
initially,  then  pass  when  the  physician  sends  an 
explanatory7  letter  regarding  material  not  on 
the  chart.  (2)  Do  not  forget  admissions  for 
observation.  Physicians  should  base  their  deci- 
sions to  use  inpatient  care  versus  24-hour  ob- 
servation on  medical  evidence  available  to 
them  at  the  time  a patient  presents  at  the  hospi- 
tal. If  medical  evidence  at  that  time  indicates 
the  patient  needs  inpatient  care,  the  patient 
should  be  admitted. 

Physician  consultants  should  not  cite  the 
attending  physician  for  an  unnecessary7  admis- 
sion if  the  medical  evidence  on  admission — 
evidence  explicitly  documented  in  the  medical 
records — indicates  an  acute  stay  is  warranted. 
This  is  true  even  if  the  patient’s  condition  later 
evolves  into  a condition  that  normally  does 
not  warrant  acute  medical  attention. 

Physicians  should  consider  the  following 
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QUALITY  REVIEW  PROCESS 

Inpatient  Hospital  Generic  Screens  1,  4,  6b  and  6e, 
HHA  Screens  5 and  6,  and  Outpatient  Surgery  Generic 
Screens  la,  lc,  4 and  5 


Review  coordinator  identifies  screen  failure 

I 

Review  coordinator  quality  determination 


Potential  quality  problem  No  quality  problem 

Severity  Level  I Severity  Level  Stop 

II  or  III 


1 


Case  pended 

i 

Quarterly  profiling 

Threshold  of  3 cases/qtr 
or  5 cases/biquarter 


Physician  Review 


Potential  quality  problem 


Refer  to  specialist 

i — 


No  problem 

i 

Stop 


Potential  quality  problem 

i 

Notice  to  responsible  party(ies) 
for  discussion 

i 

Confirmation/Nonconfirmation  of  quality  problem 

I 

Severity  weight  assigned 


No  quality  problem 

1 

Stop 


I 


Notice  of  final  determination  to  responsible  party(ies) 
Quality  intervention  process  initiated 
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B. 


1. 


2. 


3. 


4. 


5. 


6. 


7. 


8. 

9. 

10. 
11. 


Other  Than  Inpatient  Hospital  Generic  Quality  Screens  1 , 4, 
6b,  and  6e  HHA  Screens  5 and  6,  and  Outpatient  Surgery 
Generic  Screens  la,  lc,  4 and  5 


First  reviewer  identifies 
a potential  quality- 
problem  not  related  to 
generic  quality  screens 


First  reviewer  identifies  a 
generic  quality  screen  failure 
other  than  those  listed  above 


Potential  quality 
problem 


No  quality 
problem 


Stop 


Referred  to  Physician  Advisor  for  review 


Potential  quality  problem 


Severity  Level  I 


1 


Severity  Level 
II  or  III 


No  quality  problem 

I 

Stop 


Case  pended 

i 

Quarterly  profiling 

Threshold  of  3 cases/qtr 
or  5 cases/biquarter 


Refer  to  Specialist 


Potential  quality  problem 


No  quality  problem 

; 

Stop 


Notice  to  responsible  party(ies) 
for  discussion 


Confirmation/Nonconfirmation  of  quality  problem 


I 


Severity  weight  assigned 

4 

Notice  of  final  determination  to  responsible  party(ies) 

i 

Quality  intervention  process  initiated 
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when  making  the  decision  to  admit  a patient 
versus  placing  the  patient  in  a 24-hour  obser- 
vation setting: 

(1)  The  severity  of  the  signs  and  symptoms 
exhibited  by  the  patient. 

(2)  The  medical  predictability  of  the  patient 
suffering  an  adverse  consequence. 

(3)  The  need  of  diagnostic  studies  that  appro- 
priately are  outpatient  services  to  assist  in 
determining  whether  to  admit  the  patient 
(i.e.,  the  tests  do  not  ordinarily  require  the 
patient  to  remain  in  the  hospital  for  24 
hours  or  more);  and 

(4)  The  availability  of  diagnostic  procedures 
at  the  time  the  patient  presents  to  a particu- 
lar facility.5 

After  24  to  36  hours,  if  the  patient’s  condi- 
tion warrants,  then  his  or  her  regular  admis- 
sion can  be  arranged.  Just  document  on  the 
chart  the  justifiable  reasons  for  the  change  of 
status. 

It  should  be  emphasized  that  the  medical 
advisor  does  not  make  decisions  regarding  uti- 
lization or  quality  of  care  issues.  These  deci- 


sions are  made  by  PCs,  and  the  medical 
advisor  has  no  authority  to  reverse  them. 
However,  the  medical  advisor  is  willing  to 
discuss  specific  problems  pertaining  to  the  re- 
view process  with  any  concerned  physician.  □ 
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ADDENDUM 

Since  this  article  was  submitted  for  publication.  HCFA 
has  yielded  to  requests  by  AMPRA,  MRNC  and  CMR  to 
change  the  term  “medical  mismanagement”  to  “con- 
firmed quality  problem.” 
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GAVIN 

He  once  said  he  was  “just  a countiy  doctor,  ” but  to  those  who  knew  Dr.  J.  Gavin  Appleby,  those 
humble  words  don’t  even  come  close. 

The  State,  May  18,  1990,  page  1. 


The  year  was  1976;  the  place  the  Landmark 
Hotel  in  Myrtle  Beach:  the  setting  my  first 
SCMA  annual  meeting.  As  Ed  Kimbrough  and 
I walked  down  a corridor,  we  heard  a great 
commotion  from  one  of  the  reference  commit- 
tees. Peeking  in,  we  found  in  progress  a spirited 
and  rather  acrimonious  debate.  It  was  soon 
obvious  that  one  man  would  not  be  easily 
swayed.  Tall,  straight,  impassioned,  unhesitat- 
ing. and  articulate,  he  looked  like  he  had 
stepped  right  out  of  one  of  George  Caleb  Bing- 
ham’s oil  paintings  of  19th  Century  stump 
speakers.  Ed  whispered:  “That’s  Gavin.” 

My  first  impression:  he  took  himself  a bit  too 
seriously.  My  first  impression  was  wrong,  ut- 
terly and  totally  wrong.  I came  to  appreciate 
that  Gavin  Appleby  took  his  many  causes 
quite  seriously — but  not  himself.  I came  to 
appreciate  him  as  a multifaceted  state  treasure. 
He  became  a treasured  friend  to  me.  as  to 
countless  others.  He  was  unique. 

The  headline  to  the  front-page  obituary  ex- 
tolled his  public  service.  It  was  appropriate,  the 
writer  noted,  that  Gavin  spent  part  of  his  last 
day  umpiring  a softball  game,  calling  the  balls 
and  strikes.  “That’s  what  everyone  thought 
about  him,”  said  the  chairman  of  the  state 
Health  and  Human  Services  Finance  Commis- 
sion. “Put  him  in  charge  and  let  him  make  the 
tough  calls.”  The  obituary  also  pointed  out 
that  he  was  “a  champion  of  the  underdog,  the 
poor  people”  . . . that  he  was  “vigorous  and 
principled”  . . . that  he  “never  blanched  at  un- 
comfortable issues.”  Gavin  was  a leader. 

Gavin  would  remind  us  that  he  was  first  a 
doctor  or,  as  he  put  it,  a “country  doctor.”  The 
term’s  nostalgia  belies  the  deep  and  passionate 
meaning  it  held  for  him.  When  he  entered 
private  practice  in  St.  George  in  1953,  the  con- 


J.  GAVIN  APPLEBY,  M.D 
May  16.  1927-May  17,  1990 


tinued  viability  of  country  doctors  was  ques- 
tioned from  many  quarters.  Gavin  entered  the 
vanguard  of  one  our  times’  most  successful 
movements:  the  emergence  of  family  medicine 
as  a full-fledged,  highly  credible  specialty. 

After  1 7 years  of  practice,  Gavin  spent  a year 
on  the  full-time  faculty  at  MUSC,  from  which 
he  wrote  an  article  for  The  Journal  entitled 
“Interest  of  freshman  medical  students  in  fam- 
ily practice.”  In  retrospect,  this  article  reflected 
both  seminal  ideas  and  a commitment  to 
change  and  progress.  He  returned  to  St.  George 
and  became  a driving  force  in  the  family  prac- 
tice movement  on  both  a statewide  and  a na- 
tional level.  He  focused  his  energies  especially 
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on  the  development  of  effective  residency  pro- 
grams. He  was  president  of  the  South  Carolina 
Academy  of  Family  Physicians;  he  was  the 
South  Carolina  Family  Physician  of  the  Year 
in  1981;  he  was  a finalist  in  a contest  for  na- 
tional recognition  as  Family  Physician  of  the 
Year.  All  of  this  was  fitting,  for  he  stood  tall 
among  those  whose  efforts  replaced  the  term 
“general  practitioner”  with  a proud  new  one: 
“family  physician.” 

Although  Gavin  joined  the  SCMA  almost 
immediately  after  returning  to  St.  George,  it 
must  have  been  through  his  involvement  in 
the  family  practice  movement  that  he  saw  the 
need  to  commit  large  blocks  of  his  time  to 
organized  medicine.  He  served  our  association 
in  many  capacities:  as  chairman  of  the  Con- 
stitution and  ByLaws  Committee:  as  parlia- 
mentarian, vice  speaker,  and  speaker  of  the 
House  of  Delegates;  as  secretary;  as  president; 
and  as  alternate  delegate  and  delegate  to  the 
American  Medical  Association.  It  was  in  these 
capacities  that  most  of  us  knew  him  best.  He 
was  well-organized  and  he  was  a good  team 
player. 

Three  aspects  of  his  personality  merit  special 
comment. 

First,  he  was  playful.  Gavin  liked  people, 
and  it  wasn’t  difficult  to  get  past  the  sternness 
he  sometimes  conveyed  on  first  impression. 
Visiting  him  in  St.  George,  I was  impressed  by 
the  range  of  his  interests  and  activities:  the 
vineyard,  the  old  cars,  the  many  organizations 
with  which  he  was  associated.  To  all  of  these  he 
brought  a sense  of  humor.  He  was  an  accom- 
plished wine  judge,  and  some  of  the  jargon 
used  by  oenologists  seems  aptly  descriptive  of 
Gavin  himself:  sharp  yet  pleasant;  distinctive 
yet  well-balanced;  full-bodied;  and  with  a nice 
finish. 

Second,  he  was  extremely  bright.  His  study 
reflected  numerous  interests  outside  of  medi- 
cine, and  he  had  many  projects  underway  si- 
multaneously. He  was  that  rare  commodity: 
the  scholar  who  is  also  the  man  of  action,  ready 
and  willing  to  make  prompt  and  difficult  deci- 
sions under  pressure.  Small  wonder,  then,  that 


the  American  Academy  of  Family  Practice 
turned  to  him  for  advice  especially  in  the  area 
of  education. 

Finally,  he  was  committed.  One  sensed  that 
he  had  gone  back  to  St.  George  because  his 
roots  there  were  so  deep.  His  office  was  on 
Gavin  Street;  he  was  president  of  a society  to 
preserve  the  old  Appleby  Church.  He  served 
St.  George  and  Dorchester  County  in  just 
about  every  way  conceivable:  as  a long-time 
member  and  chairman  of  the  school  board;  as 
president  of  the  Jaycees  and  of  many  other 
organizations;  as  a leader  in  his  church.  Such 
involvement  gave  him  great  credibility  when 
he  spoke  in  state  and  national  forums.  He  was  a 
role  model. 

Over  the  years,  Gavin  gradually  extended 
his  commitment  to  the  area  of  public  health. 
He  served  as  chairman  of  DHEC’s  advisory 
committee  on  health  care;  as  editor  of  Preven- 
tive Medicine  Quarterly;  and  as  a member  of 
the  State  Development  Board,  the  Governor’s 
Task  Force  on  Health  Care  Extension,  and  the 
General  Assembly’s  Medical  Care  Study  Com- 
mittee. In  1987,  he  left  private  practice  to  be- 
come medical  director  of  the  Health  and 
Human  Services  Finance  Commission.  It  is 
especially  in  this  last  capacity  that  his  death  is  a 
great  loss  to  all  South  Carolinians.  Among  his 
many  contributions  was  the  successful  ap- 
proval of  a Medicaid  waiver  for  AIDS  patients 
in  our  state. 

In  his  last  editorial  for  The  South  Carolina 
Family  Physician,  Gavin  quoted  Shakespeare: 
“The  old  bard  said  it  very  well  when  he  put 
down  those  words  ‘the  moving  hand  writes  and 
having  writ  moves  on.’  ” Now,  the  words  seem 
prophetic,  for  he  died  suddenly  and  unexpect- 
edly a few  hours  after  celebrating  his  63rd 
birthday.  We’ll  all  miss  him.  Looking  back,  I 
can  add  one  more  rebuttal  to  the  old  question: 
“Why  should  anyone  bother  to  become  in- 
volved in  organized  medicine.”  The  rebuttal  is 
this:  only  by  becoming  involved  can  one  get  to 
know  the  truly  unforgettable  personages  of  our 
own  times.  Like  Gavin. 

— CSB 
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MEDICARE  UPDATE 


Self  Referral  and  Physicians'  Ownership  of  Clinical  Laboratories 

As  of  January  1,  1992,  physicians  who  own,  invest  in,  or  have 
certain  compensation  arrangements  with  clinical  laboratories  will 
be  prohibited  from  referring  Medicare  patients  to  those 
facilities  for  laboratory-testing  services.  These  "self- 
referral"  provisions  were  contained  in  the  budget  bill  which  was 
signed  into  law  on  December  19,  1989.  The  prohibition  will  also 
apply  if  a member  of  a physician's  immediate  family  owns  an 
interest  in  or  has  a compensation  relationship  with  a laboratory 
to  which  the  physician  refers  testing. 

Exceptions  to  the  self-referral  ban  include  arrangements  with 
laboratories  located  and  managed  entirely  within  a physician's 
office;  in  group  medical  practices  of  which  the  referring  doctor 
is  a member;  in  hospitals  in  which  the  referring  physician  is  on 
the  medical  staff  and  his  or  her  ownership  interest  is  in  the 
whole  hospital  rather  than  a part  of  it;  in  health  maintenance 
organizations;  in  rural  areas;  and  in  hospitals  in  Puerto  Rico. 
Also,  physicians  are  allowed  to  invest  in  and  refer  patients  to 
any  clinical  laboratory  whose  stock  is  publicly  listed  on  a 
national  exchange  and  which  has  assets  exceeding  $100  million. 

Stiff  sanctions  will  be  imposed  for  violation  of  the  "self- 
referral" provisions  of  the  legislation.  If  any  person  is  paid 
for  services  performed  as  the  result  of  a banned  referral,  that 
person  must  refund  the  amount  collected  or  be  subject  to  civil 
penalties  of  not  more  than  $15,000  for  each  service.  A physician 
entering  into  an  arrangement  to  ensure  referrals  (a  "cross- 
referral" arrangement)  that  would  be  forbidden  if  they  were  made 
directly  will  be  subject  to  civil  penalties  of  not  more  than 
$100,000  for  each  such  arrangement  and  to  exclusion  from 
Medicare. 

Effective  October  1,  1990,  every  request  for  Medicare  payment  for 
services  involving  referral  by  a physician  will  have  to  include 
the  name  and  provider  number  of  that  physician.  If  the 
information  does  not  accompany  assigned  claims,  payment  will  be 
denied.  If  the  information  does  not  accompany  unassigned  claims, 
the  provider  will  be  subject  to  civil  penalties  of  up  to  $2,000. 
If  the  failure  to  provide  the  information  is  knowing,  willful  and 
repeated,  the  entity  may  be  excluded  from  the  Medicare  program 


for  up  to  five  years. 

You  will  receive  specific  instructions  at  a later  date  from 
Medicare.  If  you  have  questions  or  comments,  please  contact 
Barbara  Whittaker  at  the  SCMA. 

MEDICAID  UPDATE 


Billing  for  Emergency  Room  Services 

The  1990  edition  of  the  Physician's  Current  Procedural 
Terminology  (CPT)  text  has  changed  the  way  that  non-hospital 
based  physicians  should  bill  for  emergency  room  services. 
However,  the  State  Health  and  Human  Services  Finance  Commission 
requests  that  these  changes  not  be  implemented  when  billing  for 
Medicaid  recipients. 

Physicians  should  continue  to  use  the  90500-90580  range  depending 
on  the  level  of  service  provided,  along  with  codes  99062,  99064 

and  99065  when  applicable. 

This  is  a change  from  the  proposed  policy  outlined  in  the  April 
edition  of  the  "SCMA  Newsletter"  in  which  physicians  were 
instructed  to  bill  according  to  CPT  standards  for  emergency  room 
visits  beginning  July  1,  1990.  Billing  by  CPT  standards  would 

have  resulted  in  decreased  reimbursement  to  physicians  and 
therefore  will  not  be  required. 

Direct  Medicaid  questions  to  your  provider  representative  at 
HHSFC. 

Medicaid  Appropriations  Approved  bv  SC  General  Assembly 

When  the  SC  General  Assembly  approved  its  final  appropriations 
bill  prior  to  adjournment  on  June  7,  it  provided  an  increase  of 
$16.3  million  for  the  Medicaid  Program.  That  figure  includes  a 
five  percent  inflation  factor  for  provider  rates,  delayed  until 
October  1,  1990. 

AIDS  UPDATE 

Effective  June  30,  1990,  DHEC  HIV/AIDS  Surveillance  is  offering  a 
toll-free  number  to  all  health  care  professionals  in  South 
Carolina  who  may  diagnose  or  treat  someone  with  HIV  infection  or 
AIDS.  Please  call  1-800-277-0873  Monday  through  Friday  from  8:30 
a.m.  to  5:00  p.m.  for  information  on  the  case  definition  for 
AIDS,  or  to  report  someone  who  is  HIV  positive  or  who  has  AIDS. 
Surveillance  staff  will  be  available  to  answer  any  questions.  By 
SC  statute,  physicians,  laboratories,  health  care  institutions 
and  others  must  report  HIV  infection  and  AIDS  cases  to  DHEC. 

AMA  ACTIONS  ON  PROPOSED  PHYSICIAN  OFFICE  LAB  REGULATIONS 

The  American  Medical  Association  has  initiated  the  following 
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actions  regarding  the  proposed  laboratory  regulations  published 
in  the  May  21  Federal  Register  and  described  in  last  month's 
"SCMA  Newsletter": 

* A special  AMA  Ad  Hoc  Multi-Council  Physician  Advisory 
Committee,  consisting  of  members  of  the  AMA  Councils  on 
Scientific  Affairs,  Legislation  and  Medical  Services,  has  been 
meeting  over  the  last  month  to  review  the  proposed  regulations. 

* A meeting  of  approximately  20  medical  specialty  societies 
was  held  June  20  to  discuss  the  proposed  regulations.  At  this 
meeting,  each  medical  society  voiced  its  concerns  on  various 
aspects  of  the  regulations.  A meeting  on  July  5 provided  a 
further  opportunity  for  discussion  between  medical  specialty 
societies. 

* In  order  to  allow  time  for  the  broadest  and  most 
extensive  possible  input  from  physicians  on  these  complex 
regulations,  the  AMA  is  seeking  a 60-day  extension  of  the  comment 
period. 

Call  Barbara  Whittaker  at  SCMA  Headquarters  if  you  have  questions 
regarding  these  proposed  regulations. 

FROM  THE  OFFICE  OF  LEGAL  AFFAIRS 


Annual  Certification  Requirement  Repealed 

The  requirement  of  the  1988  Business  Corporations  Act  requiring 
PAs  and  PCs  to  file  an  annual  certification  statement  with  the 
State  Board  of  Medical  Examiners  was  repealed  on  May  7,  1990. 

Infectious  Waste  Laws 

Questions  still  exist  about  the  status  of  SC  law  regarding 
infectious  waste.  For  physicians  who  generate  less  than  50 
pounds  of  such  waste  per  month,  the  following  rules  apply: 

1.  Disposal  of  sharps:  Sharps  are  to  be  disposed  of  in 
"rigid  puncture-proof  containers."  Once  the  sharps  are  sealed  in 
this  type  container,  the  container  may  be  disposed  of  as  any 
other  solid  waste,  that  is,  thrown  into  the  garbage  can.  The  law 
does  not  require  the  use  of  any  special  container,  or  of  any 
special  disposal  mechanism,  once  the  sharps  are  contained  in  a 
rigid  puncture-proof  container. 

2.  Blood  and  other  body  fluids:  These  substances  may  be 
poured  down  the  drain  under  present  law. 

3.  Soiled  linens,  paper  items,  towels,  etc.:  These  items 
may  be  thrown  away  as  any  other  solid  waste.  It  is  best  that 
they  be  bagged,  but  bags  of  any  particular  color  are  not 
required. 
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Physicians  should  note  that  OSHA  regulations  have  an  impact  upon 
the  handling  and  disposal  of  infectious  waste. 

The  universal  precautions  promulgated  by  the  CDC  should  be 
followed  to  protect  health  care  workers  in  your  office.  A 
needle  should  never  be  recapped  or  broken  by  hand  or  a 
mechanical  device  prior  to  disposal.  Simply  dispose  of  it  in  a 
proper  container.  Blood  soaked  linens  and  paper  products  should 
be  bagged  securely  in  a manner  to  insure  leakage  will  not  occur. 

These  are  general  guidelines  and  do  not  represent  all  of  the  OSHA 
requirements.  Copies  of  the  universal  precautions  are  available 
from  Kim  Fox  or  Joy  Drennen  at  SCMA  or  you  may  direct  specific 
questions  to  Stephen  Williams  in  the  SCMA  Office  of  Legal 
Affairs. 

The  Cruzan  Case 

On  June  25,  1990,  the  US  Supreme  Court  rendered  a decision  in 
this  controversial  case. 

In  a 5-4  decision,  the  court  ruled  that  states  may  intervene  to 
keep  a person  alive  by  artificial  means  where  the  patient  has  not 
made  a sufficient  advance  directive  that  he/ she  did  not  want  to 
be  kept  alive  by  artificial  means,  even  though  the  family 
overwhelmingly  supports  the  withdrawal  of  life  support 
equipment.  The  court  left  the  matter  of  deciding  the  proper 
methods  of  determining  what  constitutes  a sufficient  advance 
directive  to  the  individual  states. 

At  issue  in  the  Cruzan  case  was  whether  a Missouri  law  requiring 
"clear  and  convincing  evidence"  of  a person's  desire  not  to  be 
kept  alive  by  artificial  means  was  constitutional  in  light  of 
what  many  had  argued  as  a "constitutional"  right  to  die  that 
could  not  be  abridged  by  state  evidentiary  rules. 

Applying  the  same  sort  of  analysis  seen  in  the  recent  Webster 
abortion  case,  the  Supreme  Court  held  the  federal  constitution 
does  not  prohibit  a state  from  choosing  which  standard  of  proof 
will  be  required  in  determining  the  patient's  intent. 

This  decision,  squarely  against  the  prevailing  trend  in  the  law, 
raises  many  more  questions  than  it  answers.  On  its  surface,  the 
case  is  easily  written  off  as  a statement  on  the  breadth  of  the 
federal  constitution  in  matters  dealing  with  state  evidence  law. 
However,  it  may  be  nightmarish  for  health  care  providers  to  deal 
with  50  different  laws  concerning  terminally  ill  patients  who 
have  given  some  intent  of  their  desire  to  avoid  artificial  life 
support.  Unquestionably,  the  court  has  opened  the  door  for  even 
more  intervention  by  the  government  in  the  physician-patient 
relationship. 

Justice  O'Connor,  in  a separate  concurring  opinion,  sought  to 
emphasize  that  the  decision  was  a narrow  one  limited  to  the 
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single  question  of  Missouri  law  and  indicated  she  may  be  open  on 
the  issue  of  whether  the  federal  constitution  supports  and  would 
protect  someone's  "right”  to  make  an  advance  directive  such  as  a 
living  will.  Justice  Scalia,  on  the  other  hand,  referred  to 
withdrawing  life  support  as  assisted  suicide. 

In  South  Carolina,  the  decision  makes  the  durable  power  of 
attorney  and  living  wills  more  important  than  ever. 

Labeling  of  Samples 

On  April  3,  1990,  Governor  Campbell  signed  into  law  a bill 
drafted  by  SCMA  which  modified  DHEC's  requirements  for  labeling 
drug  samples. 

Labeling  is  not  required  for  a sample  that  does  not  require  a 
federal  or  state  controlled  substances  license  to  dispense,  is 
dispensed  by  the  physician  at  no  charge  to  the  patient,  is 
contained  in  the  manufacturer's  original  package,  and  not  more 
than  120  dosage  units  or  eight  fluid  ounces  of  the  drug  is 
dispensed. 

ALL  SAMPLES  OF  CONTROLLED  SUBSTANCES  MUST  BE  PROPERLY  LABELED! 
SCMA  PHYSICIANS  APPOINTED  TO  PRO  BOARD 

Roger  Gaddy,  MD,  of  Winnsboro,  Robert  L.  Galphin,  MD,  of 
Columbia,  and  William  Carter,  MD,  of  Charleston  have  been 
appointed  to  three  new  positions  on  the  PRO  Board.  These 
physicians  were  nominated  by  the  SCMA  Board  of  Trustees. 

SOUTH  CAROLINA  RESIDENTS  HONORED 

The  following  SCMA  members  were  recognized  by  the  AMA/Burroughs 
Wellcome  Company  Leadership  Program  for  Resident  Physicians  at  a 
reception  and  ceremony  on  June  22,  1990:  Mark  George,  MD,  from 
MUSC;  and  Dan  W.  Robinson,  MD,  and  Enoch  G.  Ulmer,  MD,  from  Self 
Memorial . 

These  resident  physicians  were  selected  for  their  commitment  to 
community  service  and  their  outstanding  leadership  skills.  Out 
of  50  possible  awards,  South  Carolina  residents  received  four. 

FIFTH  ANNUAL  PRACTICE  OPPORTUNITIES  FAIR 

The  SC  Area  Health  Education  Consortium  (SC  AHEC)  Center  for 
Recruitment,  Retention  and  Placement  will  sponsor  its  fifth 
Annual  Practice  Opportunities  Fair  on  August  10-11  at  the  Embassy 
Suites  Hotel  in  Columbia.  The  fair  is  designed  to  help  residents 
identify  and  evaluate  practice  opportunities  throughout  the  state 
by  visiting  with  physicians  looking  for  partners  and 
representatives  of  hospitals  and  communities  to  discuss 
locations,  cost,  assistance  and  other  considerations  associated 
with  establishing  a practice  in  South  Carolina. 
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For  additional  information  and  to  register  for  the  fair,  call 
Mary  Chesshire  or  Becky  Seignious  at  792-4431  in  Charleston. 

COLLECTIONS  SEMINAR 

The  SCMA  is  considering  holding  a one-day  collections  seminar  for 
office  manager  or  collections  personnel  if  there  is  enough 
interest.  The  cost  for  lunch  and  seminar  materials  would  be 
$100-$125. 

If  you  or  your  staff  would  be  interested  in  attending  such  a 
seminar,  please  call  Julia  Brennan  at  the  SCMA  in  Columbia. 

AMA  EXECUTIVE  VICE  PRESIDENT  SELECTED 

On  June  19 , the  AMA  Board  of  Trustees  announced  the  selection  of 
James  S.  Todd,  MD,  as  executive  vice  president  designate  (pending 
agreement  on  final  terms) . Dr.  Todd  was  named  acting  executive 
vice  president  in  February,  1990,  after  having  served  as  senior 
deputy  executive  vice  president  since  1985.  A general  surgeon 
from  Ridgewood,  NJ,  Dr.  Todd  was  a member  of  the  AMA  Board  of 
Trustees  from  1980  to  1984  and  served  as  a commissioner  to  the 
Joint  Commission  on  Accreditation  of  Hospitals  from  1982  to  1985. 

UPCOMING  CONFERENCES 

The  SCMA,  SC  Hospital  Association,  SC  Nurses  Association,  SLED, 
the  Governor's  Office  and  the  SC  Criminal  Victims  Compensation 
Fund  are  sponsoring  a Criminal  Sexual  Assault  seminar  on  Tuesday, 
July  31,  1990  at  the  Embassy  Suites  Hotel  in  Columbia.  For 

information  and  registration  details,  contact  Doris  Clevenger  at 
SCHA,  796-3080  in  Columbia. 

Greenville  Technical  College,  the  March  of  Dimes  South  Carolina 
Chapter,  the  Greenville  Hospital  System  and  several  other  health 
care  agencies  are  sponsoring  the  Third  Annual  Conference  on  Black 
Health  Issues,  August  5-7,  1990  at  the  Hyatt  Regency  Hotel  in 

Greenville,  SC.  The  focus  will  be  a call  to  action,  an  attempt 
to  share  successful  intervention  strategies  with  health  care 
personnel,  state  officials,  educators,  community  leaders  and 
legislative  representatives.  Registration  fee  for  the  conference 
is  $75.00.  To  register,  call  250-8158  in  Greenville  with  your 
MasterCard  or  VISA  number,  or  write  Greenville  Technical  College, 
PO  Box  5616,  Greenville  29606-5616,  Attention:  Holly  Benedict. 
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GUIDELINES  FOR 
SYMPOSIUM  ISSUES 

The  Editorial  Board  of  The  Journal  wel- 
comes suggestions  and  proposals  for  special 
symposium  issues  devoted  to  one  or  another 
topic  or  specialty.  Through  experience,  we 
have  come  to  appreciate  that  such  issues 
should  fulfill  several  desiderata.  They  should 
meet  the  needs  of  our  readership — ideally  be- 
coming keepsakes  for  many  of  our  associa- 
tion’s members.  They  should  foster  a sense  of 
good  will  and  cooperation  among  the  contrib- 
utors, who  should  be  drawn  from  around  the 
state — not  just  from  one  institution  or  locality. 
And  they  should  be  consistent  with  the  ideals 
and  goals  of  the  South  Carolina  Medical  Asso- 
ciation. A recently-developed  and  approved 
set  of  guidelines  is  published  in  full  in 
this  issue.  Again:  suggestions  for  topics  are 
welcome! 

— CSB 


Do  you  plan  on  retiring  in  the  next 
10-15  years?  If  you  are  45  years  old, 
or  older,  you  should  be  planning  NOW 
for  your  retirement! 

Physicians  Financial  Services: 
invites  you  to  attend: 

1990 

PERSONAL 

RETIREMENT  PLANNING 
SEMINAR  FOR  PHYSICIANS 

Latest  Information  and  Techniques  on  Successful  Retirement 
from  Your  Medical  Practice  with  Emphasis  on  Tax  Planning 
for  the  Culmination  of  Your  Medical  Practice,  Recognizing 
Value  from  Your  Medical  Practice,  Effective  Investment 
Management  of  Your  Retirement  Funds  and  Opportunities  in 
Estate  Planning  for  You  and  Your  Family. 

Faculty  composed  of  Recognized  and  Proven  Professionals  in 
Tax  Planning,  Practice  Management,  Practicing  Physician, 
Investment  Management,  Tax  Attorney  and  Estate  Planning. 

October  11-14,  1990 

Kiawah  Island  Inn 

Kiawah  Island,  South  Carolina 

For  Additional  Information  Contact: 

Con  T.  McDonald 

PO  Box  32249  - Raleigh,  NC  27622  - (919)831-2371 


Has  P&in  Shattered  Your  Patient's  Life? 

You’ve  probably  seen  it  in  your  patient.  It’s  the  kind  of  pain  that  just  won’t 
go  away.  Shattering  his  physical  health  and  mental  well-being.  And 

you’ve  tried  everything  to  help. 

Now,  there’s  a way  to  continue  your  help  at  the  Center  for 
Pain  Management  at  Walton  Rehabilitation  Hospital. 
Our  multidisciplinary  team  will  work  with  you  to 
treat  all  aspects  of  your  patient’s  pain.  To  help 
him  reduce  it.  Or  teach  him  how  to  manage  it. 


Whether  for  stroke,  head  injury,  chronic 
pain,  or  another  disabling  illness  or  injury, 
we’ll  help  return  your  patient  to  an 
independent  lifestyle. 


Call  Walton  Rehabilitation  Hospital  at 
404/823-8519.  We  can  help  your  patient  pick 

up  the  pieces. 


Walton  Rehabilitation  Hospital 


er  for  Life  Inc. 

Inc. 

-1037  • 404/724-7746 
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Letter  to  t(je  Editor 


To  the  Editor: 

I would  like  to  make  one  other  point  con- 
cerning the  issue  of  testing  for  inhalant  allergy 
that  has  recently  been  the  subject  of  articles 
and  letters  to  the  Editor  in  The  Journal. 

First  of  all,  I appreciate  the  eloquent  letter  by 
Dr.  Banov.  I am  disappointed  that  his  points 
substantiated  by  the  literature  were  not  taken 
seriously  by  the  authors  of  the  original  article. 

However,  another  issue  is  the  matter  of  in 
vitro  testing  for  allergy.  Whether  the  RAST  or 
monoclonal  antibody  test,  both  are  flawed  by 
serious  scientific  problems.  The  tests  are  tech- 
nically difficult,  particularly  the  RAST.  Even 
nationally  recognized  laboratories  have  admit- 
ted at  scientific  meetings  that  their  technicians 
have  difficulty  reproducing  results  from  day  to 
day  using  different  batches  of  antigen  solu- 
tions, etc. 

But  the  more  important  point  is  the  nature 
of  the  IgE  antibody  itself.  It  is  a tissue-bound 
antibody  and  is  not  a blood-borne  antibody 
(thus  the  need  for  micro  and  radioimmune 
assay  techniques  in  the  first  place).  Of  major 
importance  is  that  its  equilibrium  coefficient 
between  blood  and  tissue  is  markedly  on  the 
tissue  side  so  that  the  half-life  in  serum  is  only  a 
matter  of  days  for  IgE  protein,  where  the  half- 
life  in  the  skin  and  tissues  is  several  months. 
Therefore,  testing  for  a specific  seasonal  pollen 
antigen/antibody  might  well  be  accurate  with 
the  in  vitro  test  during  that  season,  but  out  of 
the  season  would  be  inaccurate.  Given  the 
longer  half-life  of  IgE  in  the  skin,  an  out  of 
season  skin  test  is  still  usually  reliable.  Iron- 
ically, the  scales  for  interpretation  of  in  vitro 
test  results  are  created  using  the  skin  tests  as 
the  “gold”  standard. 

The  other  point  to  be  made  in  the  debate 
between  in  vitro  and  in  vivo  testing  is  that  much 


of  the  benefit  of  in  vitro  testing  is  to  the  eco- 
nomics of  the  physician  administering  or 
drawing  the  blood  for  the  test  (and  the  labora- 
tory that  runs  the  test).  Properly  performed 
skin  tests  described  by  Dr.  Banov  are  much 
more  effective  and  significantly  cheaper  than 
in  vitro  testing. 

In  vitro  testing  for  inhalant  allergy  has  to  be 
used  with  great  care.  There  are  serious  scien- 
tific problems  with  the  reproducibility  and  the 
accuracy  of  the  test  itself.  The  major  difficulty 
with  in  vitro  testing  is  that  if  done  in  the 
“wrong  time  of  the  year”  the  results  may  not  be 
accurate  so  that  there  may  be  false  negative 
results  (in  vitro  allergy  tests  are  specific  but  are 
not  sensitive). 

These  are  serious  issues  that  need  to  be  ac- 
knowledged not  just  because  of  some  conflict 
between  ENT  physicians  and  allergists.  Now 
many  family  practice  physicians  and  pediatri- 
cians and  other  primary  care  physicians  are 
starting  to  do  in  vitro  testing  mainly  from  the 
pressure  of  advertisements  both  in  their  jour- 
nals and  in  the  national  media.  These  are  is- 
sues that  the  public  needs  to  be  more  aware  of, 
that  we  as  physicians  need  to  be  more  aware  of, 
and  also  the  insurance  companies  need  to  be 
more  aware  of,  particularly  when  there  are 
such  scientific  problems  with  the  in  vitro  test. 

Thank  you  for  your  kind  attention  to  these 
issues. 

Stephen  A.  Imbeau,  M.D. 
514-G  South  Dargan  Street 
P.O.  Box  1938 
Florence,  SC  29503 
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GUIDELINES  FOR  GUEST  EDITORS  OF  SYMPOSIUM  ISSUES 
THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


CHARLES  S.  BRYAN,  M.D.,  EDITOR 


BACKGROUND 

Over  the  years,  special  issues  have  been  a 
valued  feature  of  The  Journal.  Several  have 
attracted  national  attention  and  even  won 
awards.  Members  of  the  South  Carolina  Medi- 
cal Association  continue  to  express  their  desire 
for  special  issues  relevant  to  their  practices. 

Through  experience,  we  have  learned  some- 
thing about  (1)  what  works  best;  (2)  what  our 
readers  want;  and  (3)  what  pitfalls  to  avoid. 
The  purpose  of  these  guidelines  is  to  share 
these  perspectives  with  prospective  guest  edi- 
tors of  symposium  issues. 

CRITERIA  FOR  EVALUATION 

Proposals  for  special  issues  are  circulated  to 
members  of  the  Editorial  Board  for  final  deci- 
sion. The  following  considerations  should  be 
addressed: 

1 . Is  the  topic  of  relevance  or  general  interest 
to  the  majority  of  SCMA  members? 

High  priority  is  assigned  to  topics  relevant 
to  the  practices  of  primary  care  physicians. 
Topics  of  interest  primarily  to  specialists  or 
subspecialists  are  discouraged.  A number  of 
symposium  issues  written  by  specialists  for 
primary  care  physicians  have  been  well- 
received.  On  an  individual  basis,  topics  of  a 
more  specialized  nature  are  also  considered 
especially  when  these  pertain  uniquely  to 
South  Carolinians  or  reflect  events  taking 
place  in  South  Carolina. 

2.  Is  the  topic  timely? 

Planning  for  symposium  issues  usually  be- 
gins a full  year  prior  to  publication.  Publica- 
tion of  similar  symposium  issues  in 
national  or  regional  journals  does  not  pre- 
clude consideration  for  The  Journal  of  the 
South  Carolina  Medical  Association — pro- 
vided, of  course,  that  there  is  no  overlap  in 
authorship.  Highest  priority  is  assigned  to 
topics  of  ongoing  interest  to  primary  care 
physicians  or  of  broad  general  interest.  Pa- 
renthetically, it  has  been  The  Journal’s  pol- 
icy for  many  years  to  decline  all  proposals 
for  regular  or  “serial”  publications.  We 


have  permitted  and  even  encouraged  “up- 
date” symposia  spaced  several  years  apart, 
but  we  have  declined  suggestions  that  any 
topic  be  treated  on  an  annual  basis. 

3.  Does  the  issue  promise  to  be  a truly  state- 
wide effort? 

As  a general  rule,  we  have  found  the  best 
working  model  to  be  a cooperative  effort 
between  (a)  faculty  members  at  both  of  our 
state’s  medical  schools,  (b)  private  practi- 
tioners, and/or  (c)  physicians  or  health  au- 
thorities at  state  agencies — notably  DHEC. 
A symposium  issue  should  decidedly  not  be 
primarily  the  work  of  one  or  another 
author,  clinic,  institution,  or  unit. 

4.  Does  the  issue  hold  the  potential  to  pro- 
mote cooperation  and  good  will  among 
South  Carolina  physicians? 

As  a corollary  to  the  previously  desider- 
atum, we  feel  strongly  that  the  effort  should 
promote  such  cooperation,  reflecting  a truly 
collaborative  effort.  When  issues  deal  with 
one  or  another  specialty  or  subspecialty,  a 
“call  for  papers”  issued  to  all  potential  au- 
thors creates  a sense  of  opportunity  for  par- 
ticipation. In  most  instances,  this  is  easily 
accomplished  through  existing  specialty  or 
subspecialty  organizations.  Prospective 
guest  editors  should  not  overlook  senior 
physicians  who  have  made  large  contribu- 
tions to  the  area  over  the  years.  Historical 
perspectives  or  guest  editorials  by  such  phy- 
sicians add  both  interest  and  credibility  to 
the  effort. 

SPACE  LIMITATIONS 

The  Journal  operates  on  a restricted  budget. 
As  is  the  case  for  most  state  medical  journals, 
printing  costs  exceed  advertising  revenues. 
Therefore,  we  can  ordinarily  accommodate  no 
more  than  40  pages  of  typed,  double-spaced 
pages  of  manuscript  per  issue,  with  no  more 
than  1 6 figures  and/or  tables.  Guest  editors  of 
symposium  issues  must  adhere  to  these  guide- 
lines unless  additional  funding  is  available. 
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SPECIAL  FUNDING 

Additional  funding — as  might  be  obtained 
from  pharmaceutical  firms,  manufacturers,  or 
grants — enables  us  to  publish  longer,  more 
elaborate  issues.  On  a number  of  occasions, 
such  funding  has  allowed  the  publication  of 
rather  comprehensive  treatises  on  one  or  an- 
other topics,  which  have  been  of  keepsake 
value  to  our  state’s  practitioners.  Hence,  we 
strongly  encourage  guest  editors  to  consider 
this  possibility.  Proposals  should  address 
whether  outside  funding  will  be  elicited. 

GUEST  EDITORSHIP 

Each  symposium  issue  should  have  one  or 
more  guest  editors.  In  many  situations,  it  is 
appropriate  to  have  two  or  more  guest  editors, 
drawn  from  different  sectors — for  example 
from  either  or  both  of  our  medical  schools  and/ 
or  from  among  private  practitioners. 

Guest  editors  should  (1)  supervise  planning 
of  the  issue;  (2)  correspond  with  potential  au- 
thors and  then  with  confirmed  authors;  (3) 
assure  that  manuscripts  are  received  in  a 
timely  fashion;  (4)  make  recommendations  for 
revisions,  when  necessary;  and  (5)  perform  ap- 
propriate copy  editing.  Guest  editors  should 
author  or  co-author  no  more  than  one  man- 
uscript in  the  symposium  issue.  Exceptions  to 
this  rule  should  be  cleared  by  the  Editorial 
Board.  Guest  editors  should  inform  the  editor 
and  managing  editor  periodically  of  the  issue’s 
progress.  The  issue  should  be  delivered  to  the 
editorial  office  of  The  Journal  no  later  than  the 
first  day  of  the  month  prior  to  scheduled  pub- 
lication. Earlier  delivery  is  encouraged. 

SUBMISSION  OF  PROPOSALS 

Initial  inquiries  can  be  addressed  to  the  edi- 
tor for  suggestions  with  regard  to  timeliness 
and  appropriateness.  Formal  submissions 
should  consist  of  (1)  a brief  justification  of  the 
issue  (why  the  topic  is  important);  (2)  a pro- 
posed list  of  articles;  (3)  a proposed  list  of 
potential  authors  or  a statement  about  what 
persons  or  groups  of  persons  will  be  ap- 
proached with  regard  to  potential  authorship; 
(4)  some  mention  of  how  the  issue  will  reflect  a 
truly  statewide  effort  (or,  if  not,  why);  and  (5)  a 
statement  whether  outside  funding  will  be 
solicited. 


PROCEDURE  FOR  SUBMISSION 
AND  APPROVAL 

Proposals  and  all  other  correspondence 
should  be  addressed  to  The  Editor,  Journal  of 
the  South  Carolina  Medical  Association,  P.  O. 
Box  11188,  Columbia,  SC  2921 1. 

Proposals  are  sent  to  members  of  the  Edi- 
torial Board  for  approval.  Ordinarily,  a deci- 
sion will  be  rendered  within  six  weeks. 


BATES  MORTGAGE  SERVICES,  INC. 

“The  Mortgage  Company  for  Physicians ” 

Featuring  Preferred  Interest  Rate 
Home  Mortgage  Loans  for 
South  Carolina  Physicians 

* Mortgage  Loans  from  $100,000  to  $1,000,000 

* Fast  Approval  Time 

* Free  Bi-Weekly  Mortgage  Payment  Plan 

* Staff  C.P.A. 

Telephone  LESTER  BATES,  III: 

1-800-252-5659 
In  Columbia:  256-065 1 

Fifth  Floor 

South  Carolina  National  Bank  Building 
1401  Main  Street 
Post  Office  Box  11718 
Columbia,  South  Carolina  292 1 1 
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On  the  Coz  'ey 


JOHN  LINNAEUS  EDWARD  WHITRIDGE  SHE  CUT 
1770-1836 


Dr.  Shecut  was  bom  in  Beaufort  on  De- 
cember 4.  1770.  but  moved  at  an  early  age  to 
Charleston  where  he  studied  medicine  under  a 
friend  of  the  family.  Dr.  David  Ramsay.  He 
continued  his  study  under  Dr.  Benjamin  Rush 
at  the  University  of  Pennsylvania  but  "misfor- 
tunes prevented  him  from  graduating."  He  re- 
turned to  Charleston  and  practiced  medicine 
until  his  death  in  1836. 

Dr.  Shecut  was  a man  of  many  interests.  He 
was  one  of  the  pioneers  in  the  therapeutic  use 
of  electricity,  though  his  “cures"'  were  not  al- 
ways above  criticism.  He  founded  in  1813  the 
Antiquarian  Society  which  soon  became  the 
Literary  and  Philosophical  Society  of  South 
Carolina  and  which  played  an  important  pan 
in  the  founding  of  the  Charleston  Museum.  Dr. 
Shecut  opened  the  first  cotton  mill  in  South 
Carolina  and  was  so  enthusiastic  about  the 
project  that  he  named  one  of  his  sons  Abraham 
Homespun  Shecut.  He  wrote  two  shon  novels 
on  early  Indians,  and  undenook  a revision  of 
the  Episcopal  Book  of  Common  Prayer,  possi- 
bly to  use  as  a sendee  book  for  the  short-lived 
congregation  of  “Trinitarian  Universalists" 
which  he  founded. 

Our  cover  this  month  is  an  illustration  from 
perhaps  his  most  famous  work.  Flora  Car- 
olinensis,  which  was  published  in  1 806  and  has 
been  called  the  “most  extensive  work  on  bot- 
any of  the  state  ...  up  to  that  time.”  .Although 
the  title  page  states  volume  1.  no  further  vol- 
umes were  published.  The  illustration  seems  to 
be  a compilation  shoving  characteristics  of  a 
vide  variety  of  plants. 


John  Linnaeus  Edward  Whitridge  Shecut. 


Dr.  Shecut  died  on  June  1 . 1 836.  after  a brief 
illness.  One  of  the  many  tributes  to  him  begins: 
“No  short  sketch  of  so  distinguished  and  able  a 
scientist  could  do  him  justice,  for  his  un- 
selfishness. his  usefulness,  commenced  early  in 
fife,  and  only  ended  with  it.” 

Betty  Newsom 

The  Waring  Historical  Library 
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CORONARY  ARTERY  BYPASS  SURGERY 
IN  THE  ELDERLY* 


a.  brian  McIntyre,  m.d.** 
JAMES  F.  BALLENGER,  M.D. 
ANGELA  T.  KING,  R.N. 


Direct  myocardial  revascularization  has 
over  the  last  20  years  become  a standard,  reli- 
able form  of  therapy  for  ischemic  heart  disease. 
As  the  average  age  of  our  population  increases, 
the  need  to  critically  evaluate  and  reevaluate 
the  application  of  invasive  and  costly  forms  of 
therapy  becomes  increasingly  important.  Re- 
cent interest  in  assessing  the  impact  of  the 
coronary  bypass  grafting  operation  (CABG)  on 
ischemic  heart  disease  in  the  elderly  has 
prompted  us  to  both  evaluate  our  patients  and 
to  review  the  experience  of  others. 

While  risk  of  CABG  in  elderly  patients  (typ- 
ically described  as  older  than  70  years)  ranges 
markedly  from  1 .6%l  in  small  select  series  to  as 
high  as  10. 5%3  in  others,  typical  surgical  mor- 
tality is  substantially  increased  even  over  pa- 
tients in  their  sixth  decade  of  life.  Though  gross 
operative  mortality  figures  are  important,  cer- 
tainly the  impact  of  CABG  is  more  adequately 
reflected  by  data  on  relief  of  symptoms  and 
long  term  survival.  In  addition,  certain  morbid 
parameters  (e.g.,  neurologic  events)  have  a ma- 
jor impact  on  the  perceived  outcome. 

Refinements  in  both  surgical  techniques  and 
anesthetic  management  plus  a precise  estima- 
tion of  likely  benefit  to  the  elderly  patient  have 


* From  the  Heart  Center  at  Richland  Memorial  Hospital, 
Columbia,  S.  C. 

**  Address  correspondence  to  Dr.  McIntyre  at  One 
Richland  Medical  Park,  Suite  340,  Columbia,  S.  C. 
29203. 


made  the  recommendation  for  direct  surgical 
intervention  in  patients  70  years  or  older  a 
more  acceptable  and  utilized  form  of  therapy 
in  recent  years.  In  an  attempt  to  clarify  this 
issue  on  a personal  basis,  we  have  followed  a 
group  of  250  patients  having  elective  or  urgent 
CABG  at  the  Richland  Memorial  Hospital. 
These  patients  were  at  least  70  years  of  age  at 
the  time  of  surgery.  Our  results,  compared  to 
both  major  single  institution  reviews  and 
multi-institutional  trials,110  are  favorable  with 
an  operative  mortality  of  3.6%  compared  with 
typical  mortalities  of  five  to  nine  percent. 

PATIENTS  AND  METHODS 

Selection  of  Patients 

Between  November  1984  and  October  1989, 
250  patients  between  the  ages  of  70  and  86 
underwent  aortocoronary  bypass  grafting  un- 
der elective  or  urgent  circumstances.  Those 
patients  undergoing  additional  valve  surgery 
were  excluded.  A small  number  of  patients 
underwent  LV  aneurysmectomy  or  carotid  en- 
darterectomy in  addition  to  CABG.  Of  the 
entire  group,  1 52  (60%)  patients  were  male  and 
98  patients  were  female.  A variety  of  other 
functional  descriptors  were  evaluated  includ- 
ing the  number  of  grafts  placed,  estimation  of 
left  ventricular  function  and  presence  of  a vari- 
ety of  other  coexisting  illnesses  such  as  pre- 
vious myocardial  infarction,  hypertension, 
diabetes  and  renal  failure  (Figure  1). 
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Preoperative  Characteristics  of  CABG  Patients 
70  Years  of  Age  and  Older 


PMI  = Previous  Ml,  HTN  = Hypertension,  DM  = Diabetes  Mellitus,  SMK  = Smoker, 

CVD  - Cerebrovascular  disease.  PA  = Previous  Angioplasty,  CRF  = Chronic  failure. 

Figure  1 

Preoperative  Characteristics  (Table  1) 

Two  hundred  and  fifty  patients  with  an  aver- 
age age  of  74.2  were  operated  over  a five-year 
period.  Twenty-two  patients  were  80  years  of 
age  or  older  and  60%  (152)  were  male.  Pre- 
operatively  1 1 6 (48%)  were  on  treatment  for 
hypertension.  Fifteen  (6.4%)  were  noted  to 
have  moderate  to  severe  chronic  renal  failure, 
and  60  (24%)  patients  were  diabetics  requiring 
medication.  Evidence  of  preexisting  cere- 
brovascular disease  was  present  in  47  patients 
(19%).  One  hundred  forty-two  (57%)  patients 
had  had  previous  myocardial  infarctions. 
Mean  ejection  fraction  was  49.4%  with  28 
(1 1.9%)  patients  having  an  ejection  fraction  of 
30%  or  less.  Severity  of  symptoms  was  evident 
as  197  patients  had  either  Class  III  or  Class  IV 
(Canadian  Cardiovascular  Society)  angina  or 
intractable  cardiac  failure  secondary  to  ische- 
mic dysfunction.  Twenty-five  patients  (10%) 
had  had  a previous  PTC  A.  Left  main  obstruc- 
tion was  present  in  47  patients  (18.8%). 

Operative  Data 

Anesthetic  management  was  standardized 
with  use  of  invasive  monitoring  including  pul- 
monary artery  catheters  with  use  of  high  dose 
morphine  analogs  to  maintain  anesthesia. 
Standard  perfusion  techniques  with  moderate 
hypothermia  (28°  to  30°  C)  were  used.  Myocar- 
dial protection  was  standard  crystalloid  hyper- 
kalemic  cardioplegic  solution.  Internal  mam- 
mary grafting  was  used  fairly  extensively  with 
97  (40%)  patients  receiving  one  IMA  and  three 
patients  receiving  two  IMA  grafts.  The  re- 
mainder of  the  bypass  grafts  were  saphenous 
veins  except  for  one  cephalic  vein.  Average 


TABLE  1 

Preoperative  Data  on  CABG  Patients 
70  Years  of  Age  or  Older 


Parameter 

n 

(%) 

Age  (mean) 

74.2  (Range  70-86) 

Male  Sex 

150 

(60.0%) 

NYHA  Class 

I-II 

36 

(14.4%) 

III-IV 

214 

(85.6%) 

Ejection  Fraction  (mean) 

49.4 

Ejection  Fraction  less  than  30% 

28 

(11.9%) 

Left  Main  Obstruction 

47 

(18.8%) 

Number  of  Grafts  (mean  per  pt.) 

3.7 

number  of  grafts  per  patient  was  3.7  with  only 
22  patients  receiving  only  two  grafts  or  less. 

Operative  Outcome  (Table  2) 

Surgical  mortality  was  assayed  at  discharge 
or  30  days  following  the  procedure.  There  were 
nine  deaths  for  a mortality  of  3.6%.  Mode  of 
death  was  intractable  cardiac  failure  or  devas- 
tating CNS  event  in  almost  all  cases.  Surviving 
or  discharged  patients  were  seen  at  one  month 
or  greater  following  the  procedure  and  none 
had  recurrence  of  angina  short  term.  Eight  pa- 
tients required  intra-aortic  balloon  pumping 
postoperatively  with  1 7 patients  requiring  high 
dose  inotropic  support.  Eight  patients  had 
postoperative  CVA  (3.2%).  Mediastinitis  and 
pulmonary  embolus  were  seen  in  one  patient 
each,  while  postoperative  depression  was  seen 
fairly  frequently  (6%).  Postoperative  stay  was 
prolonged  in  this  age  group  at  1 2 days.  Postop- 
erative arrhythmias  were  seen  and  felt  to  be 
very  similar  to  those  in  our  younger  patients. 


TABLE  2 

Postoperative  Data  on  CABG  Patients 
70  Years  of  Age  or  Older 


Parameter 

n 

(%) 

Balloon  pump 

8 

3.2% 

High  dose  inotrope 

17 

6.8% 

Neurologic  deficit,  postop 

8 

3.2% 

Depression 

15 

6.0% 

Mediastinitis 

1 

0.4% 

Pulmonary  embolus 

1 

0.4% 

Operative  mortality 

9 

3.6% 

Hospital  stay  (mean) 

12  days 
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DISCUSSION 

As  the  mean  age  of  our  population  increases, 
due  to  the  inherent  demographic  changes  of 
improved  longevity  and  static  birth  rates,  the 
necessity  to  continually  reevaluate  the  impact 
and  the  applicability  of  expensive  and  highly 
technical  types  of  therapy  for  the  elderly  popu- 
lation becomes  increasingly  important.  With 
the  substantial  prevalence  of  ischemic  heart 
disease  in  the  elderly,  and  the  proliferation  of 
various  treatment  modalities,  the  idea  of  rec- 
ommending a formidable  and  invasive  ther- 
apy to  the  elderly  patient  with  particular  regard 
to  the  patient’s  expected  longevity  must  be 
selectively  and  carefully  considered.  With  in- 
creasing age  the  propensity  toward  intercur- 
rent illnesses  such  as  hypertension,  renal 
dysfunction,  central  nervous  system  disability 
and  malnutrition  becomes  marked.  A key  to 
this  discussion  is  the  idea  that  each  patient 
must  be  critically  and  selectively  evaluated 
both  to  the  patient’s  physiologic  age,  his  antici- 
pated rehabilitative  potential  and  the  antici- 
pated support  structure  that  this  patient  might 
have  after  discharge. 

The  idea  of  discriminating  chronologic  age 
from  physiologic  age  in  dealing  with  the  elderly 
has  been  a recurring  theme  and,  indeed,  many 
clinicians  have  recommended  cardiac  surgical 
procedures  to  their  patients  in  their  seventh, 
eighth,  and  even  ninth  decade  of  life  even 
though  there  appears  to  be  a linear  increase 
with  age  in  both  the  operative  mortality  and 
morbidity  in  these  patients.  In  small,  carefully 
selected  series  there  have  been  impressive  sur- 
gical results  in  patients  with  advanced  age  and 
highly  reputable  institutions  have  concluded 


that  the  overall  results  for  patients  in  their  fifth 
and  sixth  decade  are  little  different  from  those 
in  more  advanced  years  and  concluded  cardiac 
surgery  should  be  offered  for  the  usual  indica- 
tions in  the  elderly  patient.10  If  one  substan- 
tially reviews  the  available  collected  series  this 
recommendation  cannot  be  uniformly  sup- 
ported. In  our  collected  series  (Table  3)  of 
3,463  patients  reported  in  the  literature  the 
overall  mortality  is  6.5%.  Though  our  personal 
experience  is  significantly  better  than  this,  we 
feel  that  our  results  are  readily  reproducible 
even  in  light  of  the  fact  that  many  of  our  pa- 
tients have  had  significant  advanced  systemic 
disease  and  other  risk  factors  including  highly 
diseased  coronary  arterial  tree  and  poor  left 
ventricular  function.  Needless  to  say,  the 
highly  symptomatic  patient  with  favorable 
anatomy  and  reasonable  surgical  risk  should 
gain  great  benefit  from  intervention. 

In  assaying  the  surgical  results,  overall  mor- 
tality rate  maintains  a bellwether  position,  but 
overall  significant  postoperative  morbidity  in 
the  elderly  population  cannot  be  overlooked. 
Though  while  it  is  our  impression  that  com- 
plication rates  such  as  arrhythmias,  mild  pul- 
monary problems  and  wound  and  incisional 
problems  tend  to  be  very  similar  to  those  seen 
in  the  younger  age  patient  population,  one  area 
of  major  concern  seems  to  be  that  of  peri- 
operative cerebrovascular  accidents.  In  most 
large  series  inclusive  of  all  age  groups,  CNS 
morbidity  associated  with  the  CABG  opera- 
tion is  one  to  two  percent.  In  our  review  of  the 
literature,  CNS  morbidity  ranges  from  2.5  to 
roughly  8.6%  and  this  is  of  concern  even  when 
one  takes  into  consideration  that  a significant 


TABLE  3 

Survey  of  CABG  Patients’  Mortality 
70  Years  of  Age  or  Older 


Author/Institution 

Year 

N 

Mortality 

Stroke 

Knapp  (Emory) 

1981 

121 

1.6%  (2) 

2.5% 

Gersh  (CASS,  multi-institutional) 

1983 

283 

7.1%  (20) 

— 

Faro  (Rush) 

1983 

105 

10.5%  (11) 

8.6% 

Elayada  (Houston) 

1984 

1,117 

5.9%  (66) 

— 

Dorros  (Milwaukee) 

1987 

674 

7.4%  (50) 

4.2% 

Homeffer  (Hopkins) 

1987 

228 

9.3%  (21) 

7.5% 

Acinapura  (New  York) 

1988 

685 

7.0%  (48) 

4.0% 

McIntyre  (Richland  Memorial  Hospital) 

1990 

250 

3.6%  (9) 

3.2% 

Total 

3,463 

6.5%  (227) 

— 
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percentage  (19%)  had  some  evidence  of  pre- 
existing cerebrovascular  disease.  Though  most 
focal  CNS  problems  following  CABG  are  em- 
bolic in  etiology,  there  is  some  recent  evidence 
that  left  ventricular  hypertrophy  is  associated 
with  increased  postoperative  CNS  morbidity 
and  based  on  this  we  have  tended  to  elevate  the 
perfusion  pressure  while  on  cardiopulmonary 
bypass  to  more  closely  mimic  a chronically 
hypertensive  state.  Whether  or  not  this  will 
positively  impact  our  operative  outcome  re- 
mains to  be  seen.  Psychomotor  agitation  and 
temporary  dimunition  of  cognitive  function 
and  depression  are  seen  and  can  be  a signifi- 
cant source  of  concern  to  both  the  clinician  and 
family.11  These  types  of  problems  tend  to  re- 
solve very  quickly  upon  discharge  of  the  pa- 
tient to  a more  normal  situation. 

Short  and  long  term  survival  following  coro- 
nary bypass  surgery  in  the  seventh  decade  and 
beyond  are  noted  to  be  quite  acceptable.  Care- 
fully evaluated  large  series  of  patients  have 
noted  nearly  81%  five-year  survival  following 
the  CABG  procedure  in  patients  older  than  70 
years  of  age  and,  indeed,  in  a group  of  patients 
operated  between  the  ages  of  75  and  84,  the 
five-year  survival  has  been  73%.4,  10  Inter- 
estingly, the  ten-year  survival  ranges  from  44% 
to  65%  in  these  patients.  Shorter  term  survival 
of  approximately  95%  at  36  months  has  been 
documented  in  one  of  the  earlier  series.1  Our 
own  series  is  yet  unevaluable  in  terms  of  long 
term  survival  but  our  initial  impression  of 
short  term  survival  is  quite  good.  Other  au- 
thors have  concluded  that  there  was  little  dif- 
ference in  the  completeness  of  rehabilitation  or 
in  the  time  needed  for  full  recovery  when  el- 
derly CABG  patients  were  compared  to  those 
of  a younger  age  group.6 

Clearly  the  recommendation  for  surgery 
needs  to  be  based  on  protection  of  the  highly 
symptomatic  patient  from  further  ischemic 
events  or  prophylactic  operation  for  grave 
anatomy.  Though  we  approach  the  elderly  pa- 


tient with  some  trepidation,  our  feeling  is  that 
age  per  se  is  not  a contraindication  to  CABG 
and  we  feel  our  results  are  particularly  gratify- 
ing in  light  of  available  published  series.  We 
suspect  that  in  most  surgical  centers  an  oper- 
ative mortality  of  three  to  five  percent  is  ob- 
tainable for  this  elderly  population. 

Though  the  postoperative  stay  as  indicated 
(Table  2)  is  somewhat  prolonged  (12  days),  we 
continue  to  support  CABG  as  a cost  effective 
procedure  for  advanced  multivessel  coronary 
obstructive  disease  in  the  elderly  patient.  We 
particularly  feel  this  is  a cogent  point  to  be 
made  in  light  of  the  fact  that  the  short  and  long 
term  survival  in  this  older  group  of  patients 
following  CABG  has  been  documented  to  be 
quite  good. 

SUMMARY 

In  order  to  place  the  issue  of  CABG  surgery 
in  the  elderly  in  a personal  perspective,  we 
have  reviewed  our  series  of  250  consecutive 
patients  70  years  or  greater  in  age  at  the  time  of 
surgery  and  have  noted  a very  acceptable 
(3.6%)  operative  mortality.  Good  short  and 
long  term  survival  has  been  documented.  A 
modest  but  important  elevation  of  postopera- 
tive CNS  morbidity  has  been  documented  and 
remains  of  concern.  We  have  continued  to 
offer  CABG  to  those  patients  with  acceptable 
risks  who  have  either  intractable  angina,  in- 
tractable ischemic  heart  failure  and  multi- 
vessel disease.  Left  main  obstruction  of  a 
significant  degree  or  those  with  threatening 
three  vessel  anatomy  in  association  with  a sen- 
tinel ischemic  event  are  candidates  for  the 
CABG  procedure.  Substantial  preoperative 
evaluation  to  include  the  family  support  sub- 
strate must  be  an  important  part  of  the  deci- 
sion process  as  well  as  open  communication 
with  concerned  family  members.  We  feel  that 
the  improved  life  style  and  enhanced  survival 
justifies  CABG  in  those  elderly  patients  identi- 
fied with  severe  coronary  artery  disease.  □ 
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INTERFERON  AS  TREATMENT  FOR  VIRAL 
HEPATITIS:  A PROGRESS  REPORT* 

WILLIAM  M.  LEE,  M.D.** 


Viral  hepatitis  is  a frequent  cause  of  acute 
and  chronic  illness.  It  is  the  most  common 
cause  of  jaundice  world-wide.  Chronic  viral 
hepatitis  is  the  number  one  cause  of  cirrhosis 
and  cancer  throughout  the  world  as  well.  Prior 
to  1980,  little  in  the  way  of  treatment  was 
available  for  any  form  of  liver  disease,  but  all 
that  is  changing.  While  the  1980s  will  be  re- 
membered as  the  decade  when  liver  transplan- 
tation became  available  for  the  treatment  of 
end-stage  liver  disease,  the  1990s  will  be  re- 
membered as  the  decade  in  which  medical 
treatment  for  hepatitis,  gallstones  and  other 
liver  conditions  first  came  into  use.  Foremost 
in  the  group  of  new  medical  therapies  for  hepa- 
titis is  alpha-interferon.  Five  hepatitis  viruses, 
labelled  A through  E,  are  now  recognized.  A 
and  E are  both  enterically  transmitted  RNA 
viruses  for  which  there  does  not  seem  to  be  a 
chronic  form,  and  thus  treatment  is  not  neces- 
sary or  appropriate.  The  subject  of  this  review 
will  be  use  of  alpha-interferon  for  the  treat- 
ment of  hepatitis  B,  C and  D.  I will  begin  each 
section  with  a brief  review  of  our  current  state 
of  knowledge  for  each  of  these  parenterally- 
transmitted  hepatitides,  give  some  back- 
ground concerning  interferon,  and  then  review 
the  clinical  trials  and  response  rates  observed 
to  date. 

HEPATITIS  B VIRUS:  BACKGROUND 

Hepatitis  B affects  more  than  230  million 


* From  the  Gastroenterology  Division,  Medical  Univer- 
sity of  South  Carolina,  Charleston,  S.  C.  29425.  This 
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individuals  worldwide,  most  of  whom  are 
chronically  infected.  This  DNA  virus  repre- 
sents a major  international  health  problem. 
While  hepatitis  B virus  (HBV)  originally  was  a 
frequent  cause  of  post-transfusion  hepatitis, 
the  discovery  of  the  Australia  antigen  led  to  the 
use  of  blood  bank  screening  for  this  virus  sur- 
face antigen,  now  termed  HBsAg,  and  this  ef- 
fectively excluded  infected  units.  It  is  impor- 
tant to  understand  that  HBV  is  not  a cyto- 
pathic  virus,  that  is,  it  does  not  cause  liver 
damage  directly;  hepatocyte  necrosis  results 
from  the  host’s  immune  attack  on  virus- 
infected  cells.  Thus,  immuno-suppressed  indi- 
viduals are  those  most  likely  to  become 
chronic  carriers  of  HBV,  and  the  withdrawal  of 
immunosuppression  in  certain  individuals  has 
resulted  in  severe,  even  fatal  exacerbations  of 
hepatocyte  injury.  Having  said  this,  it  is  un- 
clear why  approximately  five  percent  of  other- 
wise normal  individuals,  usually  males,  fail  to 
completely  respond  to  acute  HBV  infection 
with  clearance  of  the  virus.  These  individuals 
go  on  to  chronic  infection,  and  make  up  a large 
segment  of  the  chronic  hepatitis  B group,  at 
least  in  the  United  States.  In  developing  coun- 
tries, vertical  transmission  from  mother  to 
newborn  at  the  time  of  delivery  is  the  more 
common  form  of  spread  of  hepatitis  B.  The 
infant  frequently  becomes  a carrier,  presum- 
ably as  a result  of  the  immaturity  of  his  or  her 
immune  system;  the  host  fails  to  recognize  the 
virus  as  a foreign  invader. 

The  sequence  of  events  in  the  immune  re- 
sponse to  hepatitis  B is  not  well  understood. 
Once  the  host  liver  cells  are  infected  and  viral 
DNA  is  present  in  the  nucleus,  viral  particles 
are  produced  and  the  virus  is  replicated  unim- 
peded until  such  time  as  the  presence  of  foreign 
protein  (HBsAg)  in  the  circulation  initiates  the 
immune  response.1  Hepatitis  B core  antigen  is 
displayed  on  the  surface  of  the  liver  cells  and 
may  be  the  more  important  target  antigen  for 
the  subsequent  immune  attack  by  cytotoxic  T- 
cells.  Recognition  of  the  infected  cells  involves 
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the  display  on  the  cell  surface  of  class  II  major 
histocompatibility  complex  (MHC)  antigens, 
and  this  display  is  under  interferon  control.2  It 
has  been  postulated  that  individuals  who  be- 
come chronic  hepatitis  B carriers  have  an  inad- 
equate interferon  response  as  the  cause  of  their 
failure  to  clear  virus.  This  provides  a nice  ra- 
tionale for  the  use  of  interferon  in  these  pa- 
tients— clear  up  the  virus  by  “improving”  the 
interferon  concentrations.  Whether  this  is  the 
whole  story  or  whether  anti-viral  effects  of 
interferon  are  more  important  remains  to  be 
seen. 

An  additional  important  point  in  our  under- 
standing of  the  hepatitis  B virus  life  cycle  is  the 
recognition  since  the  late  1970s  that  at  least 
two  distinct  phases  of  HBV  infection  occur. 
Hoofnagle  has  drawn  attention  to  this  phe- 
nomenon. In  all  patients,  regardless  of  their 
eventual  outcome,  there  is  an  early  phase 
called  the  replicative  phase  in  which  the  virus 
genome  exists  free  in  the  nucleus  (non-inte- 
grated)  and  whole  virions  are  made.  In  the 
replicative  phase,  HBV  DNA  is  present  in 
serum,  HBeAg  is  positive  and  liver  damage 
tends  to  be  more  active.  In  the  later  phase, 
called  the  integrative  phase,  a portion  of  the 
complete  HBV  genome  becomes  intercalated 
in  the  host  chromosomes.  As  a result,  whole 
virions  are  no  longer  made,  HBV  DNA  is  gone, 
and  HBeAg  is  replaced  by  anti-HBe.  Liver  dis- 
ease is  more  quiescent  in  this  phase  and  trans- 
aminases are  normal  or  slightly  elevated. 
Although  we  would  all  like  to  have  patients 
clear  HBsAg,  the  more  attainable  goal  is  to 
clear  HBV  DNA,  that  is,  evolve  from  the  rep- 
licative to  the  integrative  stage  and  this  is  usu- 
ally signalled  by  conversion  to  anti-HBe. 
Under  ordinary  circumstances,  without  any 
treatment,  the  spontaneous  conversion  to  anti- 
HBe  occurs  at  about  three  to  seven  percent  per 
year  and  this  is  sometimes  associated  with  a 
flare  in  disease  activity,  although  trans- 
aminases go  on  to  improve  thereafter. 

TREATMENT  OF  HEPATITIS  B 

Merigan  at  Stanford  was  the  first  to  use  inter- 
feron in  the  treatment  of  hepatitis  B in  the 
mid-70s.  These  early  studies  quite  dramat- 
ically showed  that  HBV  DNA  could  be  cleared 
from  the  circulation,  and  improvement  in 
transaminases  could  be  expected  in  a higher 


number  than  would  be  expected  to  clear  by 
chance  alone.3  It  was  observed  serendipitously 
that  patients  who  underwent  steroid  taper 
prior  to  beginning  interferon  also  had  HBV 
DNA  clearance  and  a flare  of  their  disease,  and 
this  led  to  further  trials  of  short  courses  of 
prednisone  for  the  purpose  of  providing  an 
immune  “boost.”  Twenty-five  to  50  percent 
response  rates  were  observed  with  interferon 
by  itself,  in  HBV  DNA-positive  individuals 
only,  and  slightly  better  results  were  seen  with 
steroid  withdrawal  in  uncontrolled  trials.  The 
early  interferons  were  obtained  from  buffy  coat 
preparations  and  were  in  very  limited  supply. 
However,  with  the  use  of  recombinant  DNA 
technology,  it  has  become  possible  to  manufac- 
ture alpha-interferons  on  a much  larger  scale. 
It  should  be  stated  that  the  exact  mechanism  of 
action  of  alpha-interferon  is  unclear.  The  inter- 
ferons in  general  are  thought  to  be  lympho- 
kines  which  possess  wide  anti-viral  activity, 
and  probably  decrease  viral  replication  on  an 
intra-cellular  level.  Whether  they  have  other 
important  immunostimulatory  effects  re- 
mains to  be  seen. 

Perillo  at  Washington  University  in  St. 
Louis  has  conducted  the  most  careful  trials 
using  interferon  (IFN)  or  prednisone  taper  in 
treating  HBV  DNA-positive  chronic  hepatitis 
B.4  In  the  most  recent  multi-center  trial,  163 
HBeAg  positive  patients  who  were  negative  for 
HIV  and  HDV  were  subjected  to  either  steroid 
withdrawal  plus  interferon  at  5 mU/d  for  16 
weeks,  or  placebo  withdrawal  plus  interferon 
at  5 mU/d,  or  placebo  plus  interferon  at  1 
mU/17xl89d  for  16  weeks  or  no  treatment.5 
Response  rates  were  38%  for  prednisone/5  mU 
IFN,  33%  for  placebo/5mU  IFN,  17%  for 
placebo/IFN  ImU,  and  seven  percent  in  the 
no  treatment  group.  Only  10%  lost  HBsAg. 
Factors  predicting  a good  response  included 
high  initial  transaminases,  low  initial  DNA 
titer,  female  sex,  short  duration  of  known  ill- 
ness, and  non-Oriental  race.  Heterosexuals  did 
better  as  a group  than  did  homosexuals.  No 
patients  were  treated  who  showed  evidence  of 
cirrhotic  decompensation  prior  to  entering  the 
study,  and  a good  response  was  consistently 
associated  with  a flare  in  disease  activity  in  the 
first  four  to  six  weeks.  Histology  appeared  to 
improve  in  those  who  responded.  It  was  disap- 
pointing that  the  combination  of  prednisone 
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withdrawal  and  interferon  did  not  appear  to  be 
statistically  of  greater  benefit  than  interferon 
alone.  Since  each  has  shown  quite  comparable 
efficacy,  it  was  hoped  that  the  combination 
would  be  twice  as  good. 

Unfortunately,  one  cannot  predict  with  cer- 
tainty whether  a patient  will  respond  in  any  of 
the  categories  outlined  above,  since  there  is 
considerable  overlap  and  only  trends  towards 
an  increased  or  decreased  response  for  these 
various  demographic  or  disease  features.  If  in- 
terferon lack  is  the  problem  in  acute  hepatitis 
B,  it  might  stand  to  reason  that  interferon  sup- 
plementation during  acute  hepatitis  might  be 
of  help.  So  far,  a small  trial  of  the  use  of  inter- 
feron failed  to  show  an  advantage  in  acute 
hepatitis  B.  It  may  be  that  the  number  of  cases 
who  would  be  likely  to  have  a bad  response  was 
just  too  small  to  gain  statistical  benefit  in  treat- 
ing a disease  where  the  normal  outcome  is  a 
successful  resolution. 

With  regard  to  hepatitis  D,  this  is  an  entirely 
different  virus,  and  one  which  co-travels  ex- 
clusively with  hepatitis  B.  It  appears  to  be 
cytopathic  and  thus,  it  would  seem  likely  that 
interferon  would  act  in  a different  fashion  en- 
tirely. A small  trial  of  the  use  of  interferon  for 
hepatitis  D has  been  unsuccessful,  but  we  may 
hear  from  this  quarter  again  at  some  point, 
since  the  disease  is,  if  anything,  more  severe 
than  hepatitis  B or  C. 

NANB  HEPATITIS/HEPATITIS  C: 
BACKGROUND 

Once  blood  screening  cleared  hepatitis  B 
from  the  blood  banks,  it  became  clear  that  a 
second  more  subtle  virus  was  responsible  for 
many  cases  of  post-transfusion  hepatitis,  and 
was  probably  important  as  a cause  of  parent- 
erally-related  disease.  The  typical  patient  with 
NANB  hepatitis  (also  called  non-A,  non-B 
hepatitis)  develops  mild  illness,  often  asymp- 
tomatic AST  elevation,  after  transfusions  for 
elective  or  emergent  surgery.  It  has  been  esti- 
mated that  1 0%  of  those  receiving  two  or  more 
units  develop  acute  NANB  hepatitis  and  half 
of  these  have  chronic  enzyme  elevations  with 
about  one  in  five  developing  cirrhosis  follow- 
ing years  of  chronic  illness.  Clinically,  the  dis- 
ease is  signalled  by  persistent  transaminase 
elevations  in  the  patient  with  known  parent- 
eral exposure.  Six  months  is  usually  given  as 


the  arbitrary  definition  of  chronic  disease. 
Many  attempts  over  the  past  1 5 years  to  iden- 
tify the  putative  NANB  virus  all  failed,  due  in 
large  part  to  the  tiny  quantity  of  virus  that  is 
present  in  the  circulation.  With  NANB.  there  is 
estimated  to  be  101  or  102  infectious  units/ml 
vs.  108  to  1010  infectious  units  in  the  case  of 
hepatitis  B. 

In  the  past  year,  Houghton  and  his  col- 
leagues from  the  Chiron  Corporation  in  Cal- 
ifornia reported  the  successful  identification 
and  cloning  of  the  main  NANB  virus  which  is 
now  referred  to  as  hepatitis  C.6  It  is  a small 
RNA  virus  resembling  the  yellow  fever  virus 
but  it  will  probably  be  classified  in  a unique 
place  in  the  viral  nomenclature.  Antibody  test- 
ing using  a protein  synthesized  by  recombinant 
technology  identifies  most  but  not  all  hepatitis 
C carriers.  More  than  80%  of  patients  with 
chronic  transfusion-related  hepatitis  will  be 
positive  using  the  current  test.7  About  50%  of 
those  with  spontaneous  NANB  hepatitis  are 
also  found  to  be  positive.  Antibodies  are  pres- 
ent in  only  20%  of  those  in  the  first  month  of 
hepatitis  C,  with  the  frequency  increasing 
steadily  over  the  first  year.  Future  tests  will 
undoubtedly  be  somewhat  more  sensitive,  al- 
though it  is  also  possible  that  another  virus 
accounts  for  the  discrepancies  in  the  percent- 
ages listed  above.  The  hepatitis  C test  is  now 
approved  and  available  in  blood  banks  and 
hospital  laboratories. 

TREATMENT  OF  HEPATITIS  C 

Treatment  of  hepatitis  C antedated  the 
availability  of  anti-HCV  testing.  Hoofnagle  re- 
ported in  1 986  on  a small  pilot  study  of  chronic 
NANB  hepatitis  conducted  at  the  NIH.8  Eight 
of  ten  patients  appeared  to  normalize  their 
transaminases  within  two  to  four  weeks  of  be- 
ginning interferon  therapy,  although  relapses 
occurred  commonly  following  withdrawal. 
Two  controlled  trials  were  then  conducted, 
and  have  recently  been  reported  in  The  New 
England  Journal  of  Medicine,  with  quite  com- 
parable results.  In  a multicenter  trial  spon- 
sored by  the  Schering  company,  Davis 
reported  on  166  patients.9  These  patients  re- 
ceived either  one  or  three  million  units  of  al- 
pha-interferon (Schering’s  brand,  named 
Intron)  three  times  a week  for  six  months.  AST 
levels  in  all  were  1.5  times  upper  limit  of  nor- 
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mal  for  a year  prior  to  treatment.  Forty-six 
percent  of  those  treated  with  3 mU  responded 
with  complete  normalization  of  AST.  while 
only  28%  of  those  treated  with  ImU  and  eight 
percent  of  the  untreated  group  showed  a com- 
plete response.  The  response  in  cirrhotic  pa- 
tients wns  not  significantly  worse  than  that 
seen  in  those  without  cirrhosis.  Unfortunately, 
approximately  50%  of  patients  reverted  to  ele- 
vated transaminases  after  completion  of  the 
treatment  period.  In  a somewhat  smaller  trial 
at  the  NIH  by  DiBisceglie,  41  patients  were 
randomized  to  either  two  mU  interferon  TIW 
for  six  months  or  placebo  injections.10  Ninety 
percent  w’ere  anti-HCV  positive  when  this  was 
examined  retrospectively.  Forty-eight  percent 
of  the  treated  patients  vs.  five  percent  of  the 
controls  responded,  but  80%  of  the  treated 
patients  relapsed  following  cessation  of  treat- 
ment. .411  this  suggests  that  there  may  be  a 
threshold  of  response  which  is  different  for 
different  individuals  and  that  higher  doses 
may  lead  to  better  response  rates  and  lower 
relapse  rates.  Common  side  effects  included 
fatigue,  malaise  and  low-grade  fever  and  my- 
algias. Less  commonly  seen  were  personality 
changes,  the  development  of  thyroid  auto- 
antibodies. hair  loss  and  mild  reversible  bone 
marrow’  suppression.  Particularly  noteworthy 
is  the  decrease  in  platelets  seen,  since  many 
cirrhotics  in  these  trials  already  had  platelets  in 
the  below^  normal  range. 

FURTHER  TRIALS 

.Alpha-interferon  has  been  manufactured  by 
Hoffman-LaRoche  also  and  was  released  by 
the  FDA  in  1987  for  use  in  hairy-cell  leukemia 
and  Kaposi’s  sarcoma.  No  interferon  product 
has  been  released  by  the  FDA  for  the  treatment 
of  chronic  hepatitis  B or  C at  this  time.  Because 
of  increasing  interest  in  its  use  in  NANB  hepa- 
titis, and  because  it  is  in  fact  a slightly  different 
product,  Roche’s  interferon  is  under  intensive 
investigation  as  w7ell  as  an  anti-viral  agent. 
Two  trials  of  the  use  of  the  Roche  alpha-inter- 
feron (brand  name  Roferon),  are  about  to  be- 
gin. Drawing  in  part  on  the  experience  in  the 


previous  trials,  the  current  protocol  will  exam- 
ine the  effect  of  dose  more  closely.  The  design 
is  to  be  open-label,  using  either  one.  three  or  slx 
million  units  thrice  weekly  for  six  months. 
Failure  to  obtain  complete  normalization  of 
AST  or  relapse  will  result  in  a second  six- 
month  course  using  the  next  highest  level — 
three,  six  or  nine  million  units.  Patients  with 
one  year  of  documented  transaminases  at  least 
1.5  times  normal  will  be  eligible  if  other  causes 
of  the  abnormalities  are  excluded  by  routine 
serologies  and  liver  biopsy.  The  three  catego- 
ries of  patients  will  be  those  with  previous 
transfusions,  those  with  presumed  needle 
stick-related  exposure  (either  IVDA’s  or  hospi- 
tal personnel)  and  those  with  cryptogenic  cir- 
rhosis. The  last  category  will  need  to  have 
hepatitis  C antibody  tests  positive  before  en- 
tering the  trial,  but  that  can  be  arranged 
through  our  office.  Those  in  the  first  two  cate- 
gories do  not  need  a positive  test  to  enter  but 
eventually  these  results  will  be  known.  Cor- 
ticosteroid therapy  or  other  immunosup- 
pressives in  the  prior  six  months  will  preclude 
treatment  in  the  trial.  Similar  further  trials  are 
underway  under  the  supervision  of  the  Scher- 
ing  Corporation,  to  improve  on  dosing  sched- 
ules and  gain  further  experience  with  the  drug. 

SUMMARY 

Treatment  of  chronic  hepatitis  with  in- 
terferon is  in  its  infancy  and  it  is  likely  that 
information  that  we  learn  today  will  markedly 
improve  the  treatment  that  is  offered  tomor- 
row. The  limitations  of  interferon  treatment  at 
the  present  time  are  the  lack  of  complete  pre- 
dictable responses  in  approximately  half  the 
patients  and  the  relatively  high  relapse  rates 
observed  thus  far.  It  is  predicted  that  higher 
doses  will  result  in  better  response  and  low’er 
relapse  rates,  but  this  remains  to  be  seen.  The 
cost  and  the  frequency  of  side  effects  will  likely 
be  significantly  increased  by  escalation  of  dose, 
but  the  chance  of  eradicating  an  otherwise 
unbeatable  and  not  benign  condition  is  tempt- 
ing and  will  continue  to  challenge  our  best 
efforts.  □ 
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HIGHLIGHTS  OF  JULY  11  BOARD  OF  TRUSTEES  MEETING 


The  board  voted  to  include  the  AMA's  Basic  Benefit  Plan,  with  the 
addition  of  coverage  of  family  planning  and  sterilization 
services,  in  the  SCMA  Health  Care  2000  plan. 

Board  members  heard  plans  of  a substance  abuse  project  aimed  at 
South  Carolina  middle  school  students  modeled  after  a proposal 
developed  jointly  by  the  AMA  and  ABA.  The  SCMA,  along  with  the 
South  Carolina  Bar,  the  SCMA  Auxiliary,  and  the  South  Carolina 
Medical  Assistants  Association,  will  coordinate  the  project.  The 
concept  of  the  project  is  for  a doctor  and  a lawyer  to  go 
together  to  a middle  school  audience  and  talk  about  the  medical 
and  legal  problems  associated  with  substance  abuse.  If  you  are 
interested  in  participating,  contact  your  county  medical  society 
president  or  call  Steve  Williams  at  SCMA  headquarters. 

SCMA  TO  NOMINATE  SMOAK  FOR  AMA  BOARD  OF  TRUSTEES 

Randolph  D.  Smoak,  Jr.  , MD,  past  president  of  the  SCMA  and 
current  chairman  of  AMPAC,  will  be  nominated  for  a position  on 
the  Board  of  Trustees  of  the  American  Medical  Association.  The 
last  AMA  trustee  from  SC  was  Julian  Price,  MD,  who  served  from 
1953  to  1961  and  was  Chairman  of  the  Board  in  1961. 

The  cost  of  an  election  campaign  for  a national  board  is 
considerable,  and  every  member  of  the  SCMA  is  being  asked  to 
contribute  $50  or  more  to  help  in  this  effort.  Send  in  your 
check  payable  to  the  SCMA  and  do  your  part  to  support  Dr.  Smoak' s 
candidacy. 

MEDICARE  UPDATE 

Reminder:  Physician  Submission  of  Unassianed  Claims 

You  must  submit  unassigned  claims  to  Medicare  for  your  patients 
effective  for  services  rendered  after  September  1.  Carriers  have 
been  instructed  by  HCFA  to  require  that  you  submit  a fully 
completed  HCFA  1500  standard  claim  form.  You  are  prohibited  from 
charging  Medicare  patients  for  this  mandatory  claims  submission. 

Be  sure  your  staff  has  received  the  May/June  1990  Medicare 
Advisory  from  Blue  Cross  and  Blue  Shield  about  this  and  other 
Medicare  requirements. 


Reminder;  Medicare  Computer  Edits 


Although  HCFA  prohibits  Blue  Cross  and  Blue  Shield  from 
publishing  the  specific  computer  edits  which  require  you  to 
submit  additional  documentation  in  order  to  receive 
reimbursement,  the  general  guidelines  which  are  followed  were 
published  in  the  April  1988  Medicare  Advisory.  Your  staff 
should  be  familiar  with  these  guidelines.  Your  claims  will  be 
processed  more  quickly  if  you  submit  the  necessary  documentation 
with  the  original  claims.  Call  the  Medicare  Service  Center  or 
Barbara  Whittaker  if  you  have  questions  about  submission  of 
documentation . 

Medicare  Billina  Workshop 

Medicare  will  hold  a billing  workshop  Monday,  August  27  at  the 
Park  Inn  International  on  St.  Andrews  Road  at  1-2  6 in  Columbia. 
The  workshop  will  run  from  10  a.m.  until  3 p.m.  with  a one-hour 
lunch  break  at  noon;  lunch  expenses  are  the  participant's 
responsibility. 

The  workshop  will  cover  HCFA-1500  billing  instructions,  Medicare 
Provider  Remittance  explanation,  ICD-9-CM  and  CPT-4  coding, 
action  codes  and  modifiers.  The  registration  fee  is  $15.00.  For 
additional  information,  call  the  Medicare  Service  Center. 

You  will  receive  a July/August  Medicare  Advisory  from  Blue  Cross 
and  Blue  Shield.  Be  sure  your  staff  reviews  this  important 
information. 

MEDICAID  UPDATE 

Third  Party  Liability  ("Retro  Review"  Letters) 

The  SCMA  is  continuing  to  work  with  the  State  Health  and  Human 
Services  Finance  Commission  to  reduce  the  burden  this  requirement 
has  on  your  office.  Our  goals  are  to  obtain  a waiver  from  Third 
Party  Liability  for  office  visits  and  to  have  HHSFC  reimburse 
you.  Then,  if  they  believe  there  is  another  insurer,  HHSFC,  not 
your  office,  would  contact  the  other  insurer. 

In  the  meantime,  the  following  is  intended  to  help  you  understand 
and  comply  with  these  requirements; 

1.  A "retro  letter"  is  mailed  to  you  if  HHSFC  becomes  aware  that 
the  patient  has  other  insurance  after  providing  Medicaid  payment 
to  you. 

2.  Read  the  "retro  letter"  carefully  — you  only  need  to  mail  a 
refund  if  you  receive  payment  from  the  other  insurance  company. 

3.  If  you  receive  a denial  or  no  response  (after  you  make  two 
attempts  to  bill  or  contact  the  other  insurer) , you  need  to  mail 
this  information  to  HHSFC. 
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Do  not  ignore  a "retro  letter";  otherwise,  HHSFC  will  recoup  the 
funds. 

Billing  for  Patients  on  Administrative  Days  and  Medicaid  Limits 
on  Nursing  Home  Care 

HHSFC  will  reimburse  administrative  days  in  any  hospital  for 
Medicaid  eligible  patients  who  no  longer  require  acute  hospital 
care,  and  are  in  need  of  nursing  home  placement  which  is  not 
available  at  the  time. 

Physicians  who  are  treating  these  patients  can  bill  HHSFC  for 
their  services  rendered  to  these  patients  using  the  same 
procedure  codes  that  they  use  for  their  patients  in  nursing  homes 
and  skilled  nursing  facilities.  Those  procedure  codes  are  in  the 
range  90300-90470  and  are  listed  in  your  CPT  manual.  The 
specific  code  you  use  would  depend  on  whether  it  is  a new  or 
established  patient  and  on  the  level  of  care  given.  You  need  to 
use  place  of  service  1 when  billing. 

One  limited  examination  per  30  days  is  required  for  all 
administrative  day  patients.  However,  Medicaid  will  pay  for  as 
many  brief  or  limited  visits  as  are  medically  necessary. 
Intermediate  services  are  restricted  to  five  per  month  and 
extended  services  are  restricted  to  four  per  month.  Additional 
intermediate  and  extended  visits  may  be  allowed  if  medical 
justification  is  submitted. 

These  same  visit  limitations  apply  for  those  Medicaid  patients 
who  are  already  residing  in  nursing  homes  or  skilled  nursing 
facilities  and  for  patients  who  are  dually  eligible  for  Medicare 
and  Medicaid. 

If  a patient  has  Medicare  and  Medicaid,  Medicare  should  be  billed 
for  all  visits  it  will  cover.  Any  subsequent  visits  considered 
non-covered  by  Medicare  which  are  within  the  Medicaid 
restrictions  should  be  billed  directly  to  Medicaid. 

If  you  have  questions  or  need  help  on  Medicaid  matters,  please 
call  your  Medicaid  Program  Manager  in  Columbia  at  253-6134. 

PRO  UPDATE 


Observation  Order 


Carolina  Medical  Review  (CMR)  does  not  require  a physician  order 
for  overnight  observation;  however,  each  case  is  reviewed  by  the 
PRO  to  determine  what  the  physician's  "expectations"  or 
"intentions"  were  for  the  patient's  care.  Since  the  order 
"observation"  is  not  required,  but  may  be  supported  by  the 
physician's  documentation  (that  is,  progress  notes,  etc.),  SC 
physicians  would  be  doing  their  hospitals  a great  service  and 
could  help  avoid  confusion  if  they  would  make  their  intent  for 
"observation"  clear  for  documentation. 
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Attestations 


Attestation  is  the  procedure  by  which  the  physician  documents 
diagnoses  and  procedures  performed  on  a patient.  HCFA  recently 
advised  the  PROS  that  for  the  physician's  attestation  to  be 
considered  correct,  the  attending  physician  must  attest  to  the 
diagnostic  and  procedural  information  after  all  care  has  been 
rendered  and  before  the  hospital  bills  for  the  inpatient 
services.  Physicians  should  remember  that  the  attestation 
document  is  a significant  element  of  the  medical  record  but  is 
not  required  for  patients  treated  as  outpatients  or  "observation" 
cases.  Some  hospitals  continue  to  require  that  physicians 
complete  an  attestation  even  though  the  physician  ordered 
outpatient  or  observation  status  for  the  patient.  All  too  often 
these  same  cases  are  billed  as  inpatients  and  subsequently 
reviewed  and  questioned  by  the  PRO. 

AIDS  UPDATE 

The  SCMA  AIDS  Task  Force  urges  all  SC  physicians  to  care  for 
HIV/AIDS  patients.  The  Task  Force  feels  that  most  care  can  be 
appropriately  rendered  on  an  outpatient  basis.  Watch  for  an 
update  on  AIDS  to  be  published  soon  in  The  Journal  of  the  South 
Carolina  Medical  Association. 

FROM  THE  OFFICE  OF  LEGAL  AFFAIRS 


Charitable  Immunity 

South  Carolina  physicians  are  reminded  of  the  limitation  of 
liability  when  free  medical  services  are  provided  to  a patient. 
The  law  requires  that  an  agreement  be  entered  into  before 
treatment  stating  that  the  physician  is  providing  the  service 
free  of  charge  and  that  the  patient  is  releasing  the  physician 
from  liability  for  negligence.  The  law  does  not  release  the 
physician  from  liability  for  intentional  or  willful  and  wanton 
misconduct. 

The  SCMA  has  developed  an  appropriate  form  to  be  used  by 
physicians  providing  free  medical  services.  Copies  are  available 
to  members  at  no  charge  by  calling  Steve  Williams  at  the  SCMA. 

Hospital  and  Health  Care  Law  Seminar 

The  SCMA  will  cosponsor  with  the  SC  Bar  a continuing  legal 
education  seminar  on  issues  concerning  hospitals  and  physicians 
on  September  28,  1990  at  the  USC  School  of  Law.  Among  the  topics 
to  be  discussed  are  the  National  Practitioner  Data  Bank,  anti- 
trust, Medicare  fraud,  AIDS,  hazardous  waste,  and  hospital  self- 
insurance.  Application  has  been  made  for  six  hours  of  CME 
credit. 

Members  of  the  SCMA  will  be  receiving  registration  material  by 
mail  soon.  If  you  are  interested  in  attending  and  do  not  receive 
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the  mailer,  please  contact  Steve  Williams  at  the  SCMA. 
National  Practitioner  Data  Bank 


The  National  Practitioner  Data  Bank,  established  by  the  Health 
Care  Quality  Improvement  Act  of  1986,  will  become  operational 
September  1,  1990.  Any  peer  review  decision  made  by  a hospital 
which  adversely  affects  a physician's  clinical  privileges,  a 
decision  by  a state  or  local  medical  society  adversely  affecting 
membership  status,  a decision  by  a state  board  of  medical 
licensure  affecting  license  status,  or  any  medical  malpractice 
payment  made  after  September  1,  1990  must  be  reported. 

The  AMA  has  published  a new  booklet  titled  "Informing  Physicians 
about  the  National  Practitioner  Data  Bank."  This  booklet 
provides  information  on  how  the  Data  Bank  will  operate  and  the 
risks  involved  in  broad  dissemination  of  information  reported  to 
the  Data  Bank.  It  is  provided  free  to  AMA  members  and  can  be 
obtained  by  calling  AMA's  Office  of  County/State  Relations  at 
312-645-4412,  or  you  may  direct  questions  regarding  the  Data  Bank 
to  Steve  Williams  at  the  SCMA. 

AMA'S  MEDICARE  "ANTI-HASSLE"  BILL 

SC  Representatives  Floyd  Spence  and  Robin  Tallon  have  joined  as 
cosponsors  of  AMA's  Medicare  "Anti-Hassle"  Bill,  HR  4475,  the 
"Medicare  Physician  Relief  Amendments  of  1990."  Thus,  all  SC 
Congressmen  and  Senator  Hollings  support  this  measure  which  would 
implement  five  major  reforms  being  sought  to  ease  unnecessary 
burdens  on  practicing  physicians  and  implement  beneficial 
Medicare  program  changes. 

APPLICATIONS  FOR  RESEARCH  GRANTS -IN-AID 

Applications  for  grants-in-aid  are  now  available  from  the 
American  Heart  Association,  SC  Affiliate,  Inc.,  with  a deadline 
of  December  3,  1990,  for  submission  to  the  Association's  Research 
Committee.  General  requirements  are  that  applicants  must  have 
advanced  degrees  and  contemplate  significant  basic  or 
cardiovascular  research  in  a non-profit  institution  with  adequate 
facilities  for  their  work. 

Additional  information  and  application  forms  may  be  obtained  from 
the  American  Heart  Association,  SC  Affiliate,  Inc.,  PO  Box  6604, 
Columbia,  SC  29260.  Awards  are  activated  beginning  on  July  1, 
1991. 

This  research  program  is  separate  from  that  of  the  American  Heart 
Association,  National  Center,  which  also  makes  research  awards 
available  to  scientists  in  SC.  Those  interested  in  inquiring 
about  the  national  program  should  write  the  Director  of  Research, 
American  Heart  Association,  7320  Greenville  Avenue,  Dallas,  TX 
75231. 
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UPCOMING  CONFERENCES 


The  SCMA,  SC  Hospital  Association,  SC  Healthcare  Financial 
Management  Association  and  SC  Society  of  Hospital  Attorneys  are 
sponsoring  a workshop  entitled  "Anti -Dumping:  It's  the  Law,"  on 
Thursday,  August  30,  1990  at  the  Embassy  Suites  Hotel  in 
Columbia.  This  program  will  be  of  special  interest  to  ER 
physicians,  nurses,  special  care  nurses  and  medical  records 
personnel.  Registration  fee  of  $45.00  covers  the  cost  of  program 
expenses,  refreshment  breaks  and  lunch.  To  register  or  for 
additional  information,  contact  Doris  Clevenger,  SCHA,  796-3080 
in  Columbia. 

PUBLICATIONS/TAPES  AVAILABLE 

The  AMA  has  produced  a 10-minute  videotape  describing  the 
American  Medical  Association's  Medicare  Reform  proposal  which 
would  reform  the  present  Medicare  financing  system  into  a 
f iscally-sound  program  that  would  guarantee  continued  access  to 
health  care  for  the  elderly.  This  proposal,  introduced  in 
Congress  as  HR  2600  by  Representative  Charles  Rose  (D-NC) , would 
provide  older  persons  with  vouchers  to  purchase  more 
comprehensive  benefits  than  present  Medicare  provides,  including 
catastrophic  protection,  in  the  private  sector.  The  videotape  is 
being  distributed  widely  to  key  organizations  concerned  with 
health  care  for  the  elderly  to  encourage  broader  understanding  of 
this  important  proposal.  To  view  the  tape  on  loan,  contact  Kim 
Fox  or  Joy  Drennen  at  SCMA  Headquarters. 

CAPSULES 

Swift  C.  Black,  MD,  recently  was  presented  a plaque  of 
appreciation  of  his  service  as  clinician  for  almost  a quarter  of 
a century  in  the  Dillon  County  Health  Department.  Dr.  Black 
retired  from  state  service  on  July  1 but  remains  active  in  his 
private  practice  and  in  community  medical  affairs. 

The  South  Carolina  Chapter  of  the  American  Academy  of  Pediatrics 
has  announced  the  following  awards:  Eugene  A.  Laurent,  PhD,  was 
named  Child  Advocate  of  the  Year  for  his  contributions  to  the 
health  and  well-being  of  South  Carolina's  children;  Margaret  Q. 
Jenkins,  MD,  was  presented  the  Career  Achievement  Award  for  her 
superior  accomplishments  in  the  medical  field?  and  Tom  L.  Austin, 
MD,  received  the  President's  Award  for  his  service  to  the 
chapter,  its  activities  and  the  children  of  the  state.  These 
awards  were  presented  at  the  chapter's  Annual  Scientific  Meeting 
in  early  August. 


SCMA  NEWSLETTER 
is  a publication  of  the 
South  Carolina  Medical  Association 
Contributions  welcomed. 
798-6207,  in  Columbia 
1-800-327-1021,  outside  Columbia 
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DISTRIBUTION  OF  MAJOR  DEMENTIAS  BY 
RACE  AND  SEX  IN  SOUTH  CAROLINA* 


CHARLES  N.  STILL,  M.D.** 
KIRBY  L.  JACKSON 
DEBRA  A.  BRANDES 
RUTH  K.  ABRAMSON,  PH.D. 
CAROLINE  A.  MACERA,  PH.D. 


Dementia  has  been  known  to  physicians 
since  the  first  century.  Aurelius  Cornelius  Cel- 
sus  originated  the  term.  Thomas  Willis  intro- 
duced dementia  to  English  readers  by  1672.1 
Originally  “out  of  one’s  mind”,  the  definition 
of  dementia  has  evolved  to  specify  an  organic 
mental  disorder  accompanied  by  deterioration 
of  previously  acquired  intellectual  abilities 
severe  enough  to  interfere  with  social  or  oc- 
cupational functioning,  with  impairment  of 
memory,  abstract  thinking,  judgment,  impulse 
control,  and  personality  change.2  In  the  Twen- 
tieth Century,  dementia  has  emerged  from  the 
shadows  of  antiquity  to  become  the  modem 
scourge  of  late  life.  Exact  figures  of  the  preva- 
lence of  dementia  are  not  known  for  the 
United  States  population  as  a whole.  However, 
estimates  from  studies  on  special  populations 
indicate  that  more  than  1.5  million  adults  suf- 
fer from  severe  dementia  and  that  more  than 
2.5  million  adults  have  mild  to  moderate 
dementia. 

Alzheimer’s  disease  (AD)  reportedly  ac- 
counts for  50  to  75  percent  of  dementia,  indi- 
cating that  at  least  two  million  American 
adults  are  victims  of  AD.3-5  Since  persons  with 
AD  usually  live  from  five  to  10  years  after 
onset  of  the  illness,  the  potential  costs  of  caring 
for  such  individuals  are  often  overwhelming  to 
caregivers. 

* From  the  Department  of  Neuropsychiatry  and  Behav- 
ioral Science,  School  of  Medicine  (Drs.  Still  and  Abram- 
son) and  the  Department  of  Epidemiology  and  Bio- 
statistics, School  of  Public  Health,  University  of  South 
Carolina,  Columbia.  This  work  was  supported  in  part 
by  a grant  from  the  American  Health  Assistance  Foun- 
dation, Rockville,  Md.,  and  was  presented  at  the  South- 
ern Medical  Association  83rd  Annual  Scientific 
Assembly,  Washington,  D.  C.,  November  5-8,  1989. 

**  Address  correspondence  to  Dr.  Still  at  the  South  Caro- 
lina Registry  for  Dementing  Illnesses,  School  of  Public 
Health,  University  of  South  Carolina,  Columbia,  S.  C. 
29208. 


In  response  to  the  formidable  challenge,  the 
School  of  Public  Health  established  the  South 
Carolina  Registry  for  Dementing  Illnesses  on 
April  1,  1988,  with  an  award  from  the  Ameri- 
can Health  Assistance  Foundation  and  match- 
ing funds  from  the  State  Health  and  Human 
Services  Finance  Commission.  The  Registry 
goals  are  (1)  to  identify  all  existing  cases  of 
dementia  in  South  Carolina;  (2)  to  study  the 
demography  and  geography  of  dementia;  (3)  to 
identify  service  needs  for  families  affected  by 
dementia;  (4)  to  study  familial  transmission 
patterns  of  dementia;  and  (5)  to  facilitate  case- 
finding for  research  studies. 

The  Registry  has  developed  plans  for  five 
general  research  areas  of  interest  for  the  next 
project  year,  as  follows: 

(1)  to  prepare  an  annual  prevalence  report 
of  all  types  of  dementia  by  age,  sex,  race,  educa- 
tion and  other  specific  demographic  charac- 
teristics so  as  to  identify  trends  over  time  by 
type  of  dementia  and  subgroup  affected. 

(2)  to  study  the  effects  of  relocation  and 
stress  due  to  natural  disasters  such  as  Hur- 
ricane Hugo  on  the  rate  of  admissions  for  de- 
mentia, and  on  requests  for  services  in  the 
affected  areas  of  South  Carolina. 

(3)  To  identify  familial  cases  of  dementia 
for  pedigree  analysis  to  study  mode  of  trans- 
mission and  to  assess  needs  for  genetic  coun- 
seling and  services  among  family  members, 
including  support  groups. 

(4)  to  interact  with  dementia  registries  in 
other  states  so  as  to  compare  characteristics  of 
the  dementing  illnesses  occurring  among  dif- 
ferent populations  of  various  states  and/or 
geographic  areas  of  the  United  States. 

(5)  to  conduct  ecological  studies  on  rates  of 
types  of  dementia  and  environmental  charac- 
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teristics  for  natural  geographic  boundaries 
within  South  Carolina,  with  special  emphasis 
on  the  association  between  AD  and  fluoride 
concentration  in  drinking  water.6 

METHODS 

While  dementing  illnesses  are  not  yet  spe- 
cifically reportable  diseases  in  South  Carolina, 
the  Registry  has  used  the  following  sur- 
veillance definition  of  dementia:  all  chronic, 
presumed  irreversible  brain  disorders  with  fea- 
tures of  memory  dysfunction  or  other  global 
cognitive  impairment  in  clear  consciousness, 
including  syndromes  with  evidence  of  intellec- 
tual deterioration  which  may  be  associated 
with  emotional  destabilization  or  behavioral 
abnormality. 

Pending  the  adoption  of  enabling  legislation 
allowing  access  to  medical  records  of  all  South 
Carolina  residents  identified  as  having  a de- 
menting illness,  written  informed  consent  is 
obtained  from  the  patient  and/or  a responsible 
party  in  a manner  approved  by  the  Institu- 
tional Review  Board  of  the  University. 

A generally  accepted  group  of  minimal  re- 
quired data  elements  to  assure  consistency 
among  data  sets  has  been  included  on  the  Reg- 
istry’s core  data  abstract  form  which  is  also 
compatible  with  the  NINCDS-ADRDA  Work 
Group  Criteria  on  the  clinical  diagnosis  of  Alz- 
heimer’s disease.78  This  form  also  contains 
information  on  education,  mental  retardation 
and  illiteracy;  these  factors  are  thought  to  be 
especially  important  in  studying  dementing  ill- 
nesses in  South  Carolina. 

The  Registry  staff  consists  of  a project  direc- 
tor, a medical  director,  an  assistant  project 
director,  a secretary,  and  several  graduate  re- 
search assistants  in  the  Registry  office;  in  addi- 
tion, three  research  nurses  and  one  genetic 
associate  comprise  the  field  staff. 

The  Registry’s  computer  system  includes  an 
IBM  PS/2  model  70  (data  management); 
model  60  (network  service);  model  30  (admin- 
istrative); and  model  25  (data  entry).  These  are 
linked  to  each  other  by  an  IBM  Token-Ring 
Network.  Registry  computers  are  located  in  a 
secure  area  with  restricted  data  entry  access  to 
protect  confidentiality.  The  data  entry  system 
is  programmed  in  Ashton  Tate’s  dBase  III  Plus 
and  Nantucket’s  Clipper  with  menu-driven 
data  entry  screens  in  a format  identical  to  the 


abstract  form  to  facilitate  data  entry  by  autho- 
rized personnel.  As  each  new  patient  abstract 
form  is  entered,  the  system  verifies  that  a 
unique  identifying  number  has  been  assigned 
for  that  person,  in  order  to  avoid  multiple 
entries  for  the  same  individual. 

Data  presented  in  this  study  were  derived 
from  abstracts  of  medical  records  of  patients  in 
the  South  Carolina  Department  of  Mental 
Health  system.  The  most  recent  primary  and 
secondary  diagnoses  of  dementia  were  re- 
corded and  analyzed  by  the  computer  system 
described  above,  based  on  the  International 
Classification  of  Diseases,  Ninth  Revision 
(Clinical  Modification),  without  regard  to  age 
of  the  patient.  Patients  with  multiple  dementia 
diagnoses  were  assigned  to  a single  diagnostic 
category  based  on  the  following  hierarchy: 

( 1 ) Alzheimer’s  Disease  (AD) — includes  the 
presenile  and  senile  dementias:  290.0;  290.1 
through  290.13;  290.2  through  290.3;  290.8 
through  290.9;  331.0. 

(2)  Multi-infarct  Dementia  (MID) — in- 
cludes the  vascular  dementias:  290.4  through 
290.43. 

(3)  Alcoholic  Dementia  (ALC):  291.2. 

(4)  Other  Medical  Dementias  (OTHER 
MEDICAL) — includes  dementia  in  conditions 
classified  elsewhere,  294.1;  other  specified 
chronic  organic  brain  syndrome,  294.8;  un- 
specified organic  brain  syndromes,  294.9; 
obstructive  hydrocephalus,  331.4;  Parkinson’s 
Disease,  332.0;  Huntington’s  Disease,  333.4; 
and  senility  without  mention  of  psychosis, 
797. 

(5)  Other  (OTHER) — includes  all  other  pa- 
tients over  age  65  with  a diagnosis  of  unspec- 
ified dementia,  298.9. 

PRELIMINARY  RESULTS  AND 
DISCUSSION 

Frequency  distributions  of  diagnostic  cate- 
gories among  cases  of  dementia  are  shown  in 
Table  1 (by  sex);  in  Table  2 (by  race);  and  in 
Table  3 (by  education).  These  distributions 
were  calculated  for  each  diagnostic  category 
from  data  derived  from  the  first  1 464  patients 
collected  by  the  Registry.  Women  comprised 
53.8%  of  all  cases  of  dementia  in  this  study 
(Table  1). 

Alzheimer’s  disease  accounted  for  66%  of  all 
cases  of  dementing  illness  in  the  Registry  to 
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TABLE  1 


Frequency  Distribution  of  Diagnostic  Categories 
Among  Cases  of  Dementia  By  Sex 


Diagnostic 

Total 

Male 

Female 

Category 

N 

(%) 

N 

(°o) 

N 

(%) 

.AD 

971 

( 66) 

338 

( 51) 

626 

( 79) 

MID 

170 

( 12) 

101 

( 15) 

68 

( 

9) 

ALC 

146 

( 10) 

124 

( 19) 

22 

( 

3) 

Other  Medical 

133 

( 9) 

83 

( 13) 

48 

( 

6) 

Other 

44 

( 3) 

19 

( 3) 

24 

( 

3) 

Total 

1464 

(100) 

665 

(100) 

“SS 

(100) 

.AD  = .Alzheimer’s  Disease 

MID  = Multi-Infarct  Dementia 

.ALC  = .Alcoholic  Dementia 

Other  Medical 

= Medical  Diagnoses  w/Dementia 

Other  = Unspecified 

date,  comprising  79%  of  all  cases  of  dementia 
in  women,  and  5 1 % of  all  cases  in  men.  There  is 
an  apparent  preponderance  of  alcoholic  de- 
mentia and  multi-infarct  dementia  in  men. 

Though  the  proportion  of  blacks  does  not 
exceed  one-third  of  South  Carolina’s  popula- 
tion, blacks  comprised  44.3%  of  all  cases  of 
dementia  in  this  report  (Table  2).  The  fre- 
quency of  alcoholic  dementia  was  higher  in 
blacks,  but  the  distribution  of  multi-infarct 
dementia  wras  the  same  in  both  blacks  and 
whites  (12%). 

Educational  achievement  did  not  appear  to 
have  a discernible  effect  on  the  distribution  of 
diagnostic  categories  of  dementia. 

.Among  those  aged  80  or  older  at  the  time  of 
diagnosis,  82%  were  given  a diagnosis  of  .Alz- 
heimer’s disease,  whereas  the  frequency  of  .AD 
was  72%  among  those  diagnosed  between  65 
and  79  years  of  age. 

In  summary,  our  prehminary  findings  are 
similar  to  those  of  the  only  prevalence  data 
reported  for  severe  dementia  in  a biracial  US 
population.  The  Copiah  County  Study  (Mis- 
sissippi) showed  that  severe  senile  dementia  of 
the  .Alzheimer  type  was  at  least  as  prevalent 
among  blacks  as  among  whites;  that  preva- 
lence ratios  were  greater  in  females;  and  that 
for  each  race  and  sex,  the  corresponding  preva- 
lence ratios  increased  with  advancing  age, 
reaching  seven  percent  for  those  aged  80  or 
older.9  Further  work  will  be  required  to  con- 
firm these  prehminary  findings  in  a biracial 
population  sample. 


TABLE  2 

Frequency  Distribution  of  Diagnostic 
Categories  Among  Cases  of  Dementia  By  Race 


Diagnostic 

Total 

Black 

White 

Category 

N 

(%) 

N 

(%) 

N 

(%) 

.AD 

971 

( 66) 

417 

( 64) 

523 

( 68) 

MID 

170 

( 12) 

76 

( 12) 

91 

( 12) 

.ALC 

146 

( 10) 

84 

( 13) 

57 

( 8) 

Other  Medical 

133 

( 9) 

56 

( 9) 

72 

( 9) 

Other 

44 

( 3) 

16 

( 3) 

22 

( 3) 

Total 

1464 

(100) 

649 

(100) 

765 

(100) 

.AD  = Alzheimer’s  Disease 

MID  = Multi-Infarct  Dementia 

ALC  = .Alcoholic  Dementia 

Other  Medical  = Medical  Diagnoses  w/Dementia 

Other  = Unspecified 


TABLE  3 

Frequency  Distribution  of  Diagnostic 
Categories  Among  Cases  of  Dementia  By  Education 

Diagnostic  Unknown  Less  HS  HS/More 


Category 

N 

(%) 

N 

(%) 

N 

(%) 

.AD 

132 

( 70) 

510 

( 66) 

309 

( 

65) 

MED 

26 

( 14) 

87 

( 11) 

55 

( 

12) 

.ALC 

12 

( 6) 

82 

( ID 

50 

( 

11) 

Other  Medical 

12 

( 6) 

68 

( 9) 

51 

( 

11) 

Other 

6 

( 3) 

25 

( 3) 

10 

( 

2) 

Total 

188 

(100) 

772 

(100) 

475 

(100) 

.AD  = Alzheimer’s  Disease 

MID  = Multi-Infarct  Dementia 

ALC  = Alcoholic  Dementia 

Other  Medical  = Medical  Diagnoses  w/Dementia 

Other  = Unspecified 


SUMMARY 

Preliminary-  data  from  the  newly  imple- 
mented Registry-  for  dementing  illnesses  was 
used  to  examine  the  distribution  of  four  types 
of  dementia  in  black  and  white  residents  of 
South  Carolina.  The  data  for  1464  subjects 
were  abstracted  by  field  research  nurses  in  state 
mental  health  facilities.  Overall.  649  patients 
(44.3%)  were  black  and  765  (52.3%)  were 
white.  Women  comprised  53.8%  of  all  cases  of 
dementia  in  this  study.  The  oy*erall  distribu- 
tion included  66%  .Alzheimer’s  disease  (.AD), 
12%  multi-infarct  dementia  (MID),  10%  alco- 
holic dementia  (ALC),  nine  percent  other- 
medical  and  three  percent  other-unspecified. 
Though  the  proportion  of  blacks  does  not  ex- 
ceed one-third  of  the  total  population  of  S.  C., 
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blacks  comprised  44.3%  of  all  cases  of  demen- 
tia. AD  accounted  for  79%  of  all  cases  of  de- 
mentia in  women,  but  only  5 1 % of  such  cases 
in  demented  men,  who  showed  an  apparent 
preoponderance  of  MID  and  alcoholic  demen- 
tia. The  frequency  distribution  of  MID  was 
equal  in  blacks  and  whites.  Educational  level 
had  no  discernible  effects.  Though  not  directly 
comparable,  these  preliminary  findings  are 
similar  to  those  of  the  Copiah  County  Study, 
including  a higher  frequency  of  AD  with  ad- 
vancing age.  □ 
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ADDENDUM 

A state  law  establishing  the  Statewide  Alzheimer’s  Dis- 
ease and  Related  Disorders  Registry  in  the  School  of  Public 
Health  at  the  University  of  South  Carolina  became  effec- 
tive July  1,  1990. 
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While  the  proportion  of  persons  over  age  65 
increased  nationally  by  19  percent  between 
1980  and  1988.  the  percentage  increase  in 
South  Carolina  was  32  percent.1  By  the  year 
2000  the  population  over  age  65  in  South  Caro- 
lina is  expected  to  increase  by  76  percent  over 
the  1980  population.  However,  the  largest  in- 
crease (247  percent)  is  expected  in  the  over  85 
age  group.2  Since  the  development  of  dementia 
is  strongly  associated  with  age,  the  projections 
for  the  over  age  65  population  in  South  Caro- 
lina suggest  that  the  number  of  persons  af- 
fected with  dementia  will  increase  substan- 
tially over  the  next  several  years. 

Dementia  is  a clinical  syndrome  defined  as  a 
loss  of  intellectual  abilities  of  sufficient  sever- 
ity to  interfere  with  social  or  occupational 
functioning.  The  prevalence  of  dementia  is  es- 
timated to  be  about  five  percent  among  per- 
sons aged  65  or  older,  and  about  20  percent  in 
those  aged  80  or  older.3  A recent  community 
study  in  Boston  suggests  that  the  actual  preva- 
lence may  be  much  higher.4  Although  there  are 
well  over  100  causes  of  dementia.  50  to  75 
percent  of  those  diagnosed  with  a dementing 
illness  have  Alzheimer’s  disease  (AD).5  The 
major  distinguishing  features  of  .AD  are  the 
progressive  nature  of  the  cognitive  decline  and 
memory  loss,  and  the  absence  of  other  neu- 
rologic, psychiatric  or  systemic  disorders  suffi- 
cient to  cause  dementia.6  There  is  presently  no 
effective  treatment  for  AD. 

The  diagnosis  of  AD  is  usually  made  when 
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the  disease  is  clinically  advanced;  even  then, 
the  diagnosis  is  made  primarily  by  a history  of 
cognitive  decline  and  by  exclusion  of  other 
dementing  diseases.  A definitive  diagnosis  re- 
quires biopsy  or  autopsy;  nevertheless,  over  80 
percent  of  those  with  clinically  diagnosed  AD 
in  the  late  stages  have  been  established  as  AD 
upon  autopsy.6  While  the  diagnosis  of  proba- 
ble AD  is  made  only  after  clinically  apparent 
criteria  are  met,  the  decline  in  physical  func- 
tion may  continue  for  up  to  25  years,  with  a 
mean  time  from  onset  of  symptoms  to  diag- 
nosis of  8.1  years  and  a mean  time  from  diag- 
nosis to  death  of  3.4  years.7  For  most  of  this 
time,  the  majority  of  the  care  is  the  responsibil- 
ity of  the  family,  thus  exhausting  financial  and 
personal  resources. 

Considering  the  aging  population  and  the 
length  of  time  that  persons  with  .Alzheimer’s 
disease  require  care,  AD  is  expected  to  be  one 
of  the  major  public  health  problems  of  the  next 
decade.  This  is  especially  true  in  areas  such  as 
South  Carolina  wiiere  the  population  over  age 
65  is  growing  at  a faster  rate  than  the  rest  of  the 
country.  Given  this  situation  and  the  fact  that 
there  is  no  potential  “cure”  on  the  horizon, 
how  can  a registry  help? 

NEED  FOR  A REGISTRY 

We  do  not  know  exactly  how  many  patients 
in  South  Carolina  currently  have  a diagnosis  of 
AD.  Furthermore,  we  have  no  idea  how  many 
new  cases  to  expect  next  year.  Granted,  wre  do 
not  know  exactly  how  many  South  Carolinians 
have  certain  other  diseases,  but  all  AD  cases 
will  eventually  require  services  and  financial 
assistance.  It  is  estimated  that  the  direct  cost  of 
caring  for  an  AD  patient  is  about  $9,600  in  the 
first  year  after  diagnosis,  and  $8,700  per  year 
after  that.8  The  indirect  costs,  borne  by  the 
family  members,  are  around  $9,000  a year. 
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Even  families  that  are  well  off  may  not  be  able 
to  bear  this  burden  alone  for  very  long.  If 
incidence  rates  are  increasing,  then  we  must 
start  now  to  plan  for  future  needs,  including 
nursing  home  beds  and  adult  day  care  centers. 
Even  if  incidence  rates  remain  stable,  the 
number  of  cases  will  surely  increase  due  to  the 
projected  population  increase  in  the  over  age 
65  and  the  over  age  85  groups. 

Without  a South  Carolina  registry,  our  pro- 
jections are  forced  to  rely  on  estimates  of  inci- 
dence and  prevalence  from  studies  conducted 
in  New  York,  Florida,  California  and  Iowa. 
The  residents  of  these  states  do  not  have  the 
same  characteristics  as  South  Carolinians;  it  is 
therefore  not  clear  how  accurate  such  estimates 
are  for  predicting  future  needs.  Furthermore, 
risk  factors  for  this  disease  may  be  affected  by 
environmental  and  social  factors  unique  to 
South  Carolina.  If  so,  these  issues  cannot  be 
studied  effectively  elsewhere. 

For  many  diseases,  the  use  of  routinely  col- 
lected mortality  data  suffices  for  studying  pat- 
terns over  time.  However,  in  the  case  of  AD, 
patients  often  die  from  bronchopneumonia 
and  cardiopulmonary  diseases.  The  diagnosis 
of  AD  (or  dementia)  often  is  not  recorded  as  an 
underlying  cause  of  death,  thus  resulting  in 
significant  underreporting.9 

ORGANIZATION  OF  AN 
AD  PATIENT  REGISTRY 

Critical  elements  of  any  registry  are  case 
definition,  case  ascertainment,  systematic  re- 
cording and  regular  reporting.  Difficulties  in 
establishing  a consistent  case  definition  com- 
plicate the  development  of  an  Alzheimer’s  dis- 
ease registry.  Since  registry  personnel  cannot 
personally  confirm  all  diagnoses,  typical  regis- 
tries adopt  standard  diagnostic  criteria  already 
used  by  clinicians.  In  the  case  of  AD,  a registry 
database  is  accurate  to  the  extent  that  appro- 
priate criteria  for  the  diagnosis  of  dementia 
and  the  differential  diagnosis  of  AD  are  uti- 
lized by  the  medical  community.  The  use  of 
ICD-9  codes  in  the  registry  ensures  that  the 
data  are  compatible  with  other  registries. 

The  next  issue  has  to  do  with  collecting  the 
cases  and  ensuring  full  case  ascertainment.  For 
chronic  diseases  that  have  a clear  diagnostic 
test,  such  as  cancer,  patients  become  part  of 
the  database  as  diagnoses  are  made,  usually 


through  pathology  reports.  For  AD.  case  ascer- 
tainment could  be  routinely  handled  through  a 
form  submitted  by  the  diagnosing  physician 
similar  to  the  mechanism  used  for  reportable 
diseases.  However,  due  to  the  difficulty  in  con- 
firming this  particular  diagnosis,  most  cases  of 
AD  are  identified  in  the  later  stages  of  the 
disease  when  services  are  most  needed.  How- 
ever, small  community  surveys  may  need  to  be 
done  to  correct  for  undercounting.10 

It  is  generally  believed  that  an  effective  regis- 
try system  requires  that  Alzheimer’s  disease 
and  related  dementias  either  be  included  as 
reportable  diseases  or  subject  to  legally  man- 
dated reporting.  Even  if  registry  staff  are  avail- 
able to  abstract  the  medical  record,  legal 
sanctions  are  needed  to  protect  the  physician 
from  problems  associated  with  release  of  confi- 
dential medical  information. 

A registry  generates  and  distributes  regular 
reports  (quarterly  or  annually)  to  those  who 
may  best  utilize  the  information.  Published 
reports  should  not  allow  any  individual  patient 
or  family  member  to  be  identified,  since  the 
issue  of  confidentiality  is  of  the  utmost  impor- 
tance in  any  registry  system. 

BENEFITS  THAT  COULD  ACCRUE 
FROM  AN  AD  REGISTRY 

With  a registry  of  new  cases,  the  incidence 
rate  of  the  disease  (number  of  new  cases  in  a 
given  time  period  divided  by  the  population  at 
risk)  can  be  calculated  annually.  These  rates, 
adjusted  for  the  age  of  the  population,  can  be 
compared  over  time.  Then  we  would  know 
whether  the  increase  in  the  number  of  cases  is 
due  to  an  increase  in  the  rate  of  disease  over 
time  or  solely  due  to  people  living  longer.  We 
would  also  know  how  many  cases  occur  among 
subgroups  (males,  females,  blacks,  whites)  and 
whether  rates  among  subgroups  are  changing 
over  time. 

Annual  follow-up  of  AD  cases  allows  cal- 
culation of  prevalence  rates  of  AD  (how  many 
existing  cases  there  are  at  a given  point  in  time 
divided  by  the  average  population  at  that  point 
in  time).  Combined  with  incidence  data,  prev- 
alence data  are  useful  in  projecting  future  ser- 
vice needs.  Annual  follow-up  studies  also 
allow  us  to  monitor  disease  progression  and 
survival  among  subgroups  identified  by  eco- 
nomic status,  race,  gender,  age  at  onset  or  ge- 
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netic  transmission. 

A registry  can  assist  in  identifying  families 
where  more  than  one  member  has  AD,  thus 
opportunity  for  more  extensive  studies  of  AD 
families.  For  reasons  not  yet  fully  understood, 
AD  appears  to  occur  in  certain  families.  The 
relative  importance  of  true  genetic  causes  or 
shared  familial  risk  factors  that  account  for  the 
clustering  in  families  has  not  been  fully  deter- 
mined. However,  there  is  evidence  that  those 
with  Down’s  syndrome,  if  they  live  long 
enough,  will  develop  AD.  This  suggests  the 
involvement  of  chromosome  21. 

Additionally,  a registry  can  provide  a sam- 
pling frame  for  studies  on  etiology.  Risk  factors 
for  the  development  and  progression  of  AD 
need  to  be  clearly  identified.  Through  the  regis- 
try, relatively  inexpensive  case-control  studies 
can  be  conducted  to  determine  if  suggested  risk 
factors  are  operating  in  a given  population. 
Aside  from  age,  putative  risk  factors  that  have 
been  linked  to  the  development  of  AD  are 
family  history  of  AD  or  Down’s  syndrome, 
aluminum  toxicity,  substance  abuse,  low  edu- 
cation, head  trauma,  cigarette  smoking,  thy- 
roid disease,  mental  retardation,  Down’s  syn- 
drome and  a history  of  affective  disorders.11 

CURRENT  STATUS  OF  THE  SOUTH 
CAROLINA  REGISTRY  FOR 
DEMENTING  ILLNESSES 

The  South  Carolina  registry  has  been  in  op- 
eration (statewide)  since  1988.  Based  on  cur- 
rent population  estimates  and  on  conservative 
estimates  of  AD  pre  valance,  there  should  be  at 
least  15,000  persons  in  South  Carolina  with 
dementia;  7,500  to  11,250  of  these  persons 
should  have  AD.  Currently  there  are  approx- 
imately 3,400  patients  whose  medical  records 
have  been  abstracted  and  entered  into  the  reg- 
istry system.  Since  dementia  is  not  a reportable 
disease  in  South  Carolina,  most  of  these  pa- 
tients have  been  identified  through  the  Depart- 
ment of  Mental  Health.  While  this  database 
gives  an  accurate  picture  of  the  rate  and  dis- 
tribution of  AD  in  South  Carolina’s  mental 
health  system,  our  ability  to  make  projections 
for  the  total  population  is  limited. 

The  establishment  of  the  South  Carolina  reg- 
istry was  possible  due  to  financial  support 
from  the  American  Health  Assistance  Founda- 
tion (Rockville,  MD),  and  the  S.  C.  Health  and 
Human  Services  Finance  Commission.  The 


South  Carolina  Department  of  Mental  Health 
and  the  University  of  South  Carolina  (Schools 
of  Public  Health  and  Medicine)  contributed 
essential  in-kind  support.  In  addition,  none  of 
this  would  have  been  possible  without  the  sup- 
port of  various  agencies  and  groups  within  the 
state  (Table). 

To  achieve  the  multiple  benefits  that  can 
accrue  from  a statewide  AD  registry,  we  need 
the  help  and  assistance  of  the  practicing  physi- 
cian. With  the  support  that  the  registry  has 
received  to  this  point,  we  believe  that  the  regis- 
try will  continue  to  grow  and  ultimately  be- 
come a valuable  asset  to  the  medical  commu- 
nity in  South  Carolina. 


THE  REGISTRY  CONSORTIUM 

Alzheimer’s  Association,  S.  C.  Chapter 
American  Association  of  Retired  Persons,  S.  C.  Chapter 
American  Heart  Association,  S.  C.  Chapter 
Central  Midlands  Regional  Planning  Council 
Medical  University  of  South  Carolina 
National  Association  of  Social  Workers,  S.  C.  Chapter 
S.  C.  Academy  of  Family  Physicians 
S.  C.  Center  for  the  Study  of  Aging 
S.  C.  Coalition  for  Public  Health 
S.  C.  Commission  on  Aging 
S.  C.  Commission  on  Alcohol  and  Drug  Abuse 
S.  C.  Department  of  Health  and  Environmental  Control 
S.  C.  Department  of  Mental  Health, 

William  S.  Hall  Psychiatric  Institute 
S.  C.  Federation  of  Older  Americans 
S.  C.  Gerontological  Society 
S.  C.  Gerontology  Center 
S.  C.  Health  Care  Association 
S.  C.  Long  Term  Care  Council 
S.  C.  Medical  Association 
S.  C.  Nurse’s  Association 
S.  C.  Psychiatric  Association 
S.  C.  Society  of  Hospital  Pharmacists 
S.  C.  Society  of  Internal  Medicine 
S.  C.  Society  of  Pathologists 
S.  C.  State  Budget  and  Control  Board, 

Division  of  Research  Statistics 


SUMMARY 

There  has  been  considerable  interest  in  es- 
tablishing a statewide  registry  of  Alzheimer’s 
disease  patients.  The  need  for  such  a registry, 
how  it  could  be  effectively  organized,  and  the 
potential  benefits  from  such  a registry  are  dis- 
cussed. The  current  status  of  the  South  Caro- 
lina Registry  for  Dementing  Illnesses  is  re- 
ported. □ 
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ADDENDUM: 

A state  law  establishing  the  Statewide  Alzheimer’s 
Disease  and  Related  Disorders  Registry  in  the  School  of 
Public  Health  at  the  University  of  South  Carolina  became 
effective  July  1,  1990. 
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FIRST  AMONG  THE  C’S 

In  the  February  issue  of  The  Journal,  the 
Rev.  Joe  Baroody  of  Florence  reminded  us  that 
high-tech  medicine  does  not  replace  the  need 
for  compassion.  Reflecting  on  this  message,  I 
promised  to  answer  the  following  question: 
“Which  matters  more,  our  competence  or  our 
compassion?”  In  the  April  issue,  I argued  that 
while  both  are  clearly  important  and  neces- 
sary, competence  at  what  we  are  licensed  and 
paid  to  do  should  have  top  priority.  In  his  letter 
to  the  editor  in  the  current  issue,  my  good 
friend  Dr.  Lawrence  lowers  takes  me  to  task. 
Caring,  he  argues,  comes  first. 

I am  convinced  that  our  difference  is  more 
semantic  than  real.  Only  a misanthrope  would 
suggest  that  we  not  exercise  compassion  at 
every  turn.  Still,  I defend  my  position  that  qua 
physicians,  competence  comes  first.  I’ll  also 
still  hold  that  applied  competence  is  compas- 
sion, while  compassion  without  competence  is 
fraud.  Nonetheless,  I respect  Dr.  lowers’  point 
of  view  and  acknowledge  that  I can  defend  the 
above  positions  only  by  taking  recourse  to  ex- 
treme situations. 

Consider  a patient  presenting  to  the  emer- 
gency room  after  the  abrupt  onset  of  fever, 
headache,  and  stiff  neck.  The  triage  nurse  can 
choose  between  two  physicians.  Physician  A 
can  be  expected  to  curse  and  snarl;  physician  B 
can  be  expected  to  heap  upon  the  patient  layer 
after  layer  of  compassionate  concern.  Physi- 
cian A can  also  be  expected  to  complete  the 
lumbar  puncture  and  have  penicillin  G drip- 
ping into  the  patient’s  veins  within  20  minutes. 
Physician  B can  be  expected  to  postpone  the 
lumbar  puncture  until  the  CT  scan  has  been 
completed  and  even  then — hours  later — will 
prescribe  the  wrong  drug.  If  assigned  to  physi- 
cian B,  the  patient  will  probably  die  of  menin- 
gococcal meningitis. 

Physician  C,  who  is  known  both  for  compe- 
tence and  compassion,  is  unavailable. 

Choose  between  physicians  A and  B. 


Still,  I think  that  any  difference  between  Dr. 
Jowers  and  myself  can  be  resolved  by  appeal- 
ing to  a higher  court.  In  the  April  issue,  I 
ranked  the  four  C’s  as  follows:  (1)  courage 
(w7hich  makes  everything  possible);  (2)  compe- 
tence (which  establishes  credibility);  (3)  consis- 
tency (which  ensures  that  competence  will 
become  reality);  and  (4)  compassion.  In  a foot- 
note, though,  I noted  that  compassion  can  be 
an  enabling  virtue  to  both  courage  and  compe- 
tence. Let’s  consider  the  foremost  of  these  vir- 
tues, the  first  among  the  C’s:  courage. 

What  is  courage?  This  problem  has  pre- 
occupied moral  philosophers  since  time  imme- 
morial. Most  of  them  have  agreed  that  courage 
is  not  synonymous  with  bravery7,  nor  does 
courage  imply  the  absence  of  fear.  Rather, 
courage  requires  consummate  use  of  our  abil- 
ity to  reason,  to  be  rational  in  the  face  of  un- 
certainty and  danger.  Aristotle  held  that  the 
courageous  act  must  also  be  a critical  one. 
Thomas  Aquinas  ranked  prudence  (or  wis- 
dom) first  among  the  cardinal  virtues  since  it 
so  heavily  influences  the  others.  More  recently, 
the  philosopher  Douglas  N.  Walton  has  argued 
for  a concept  of  courage  “like  what  the  British 
call  ‘muddling  through’ — keeping  one’s  head 
and  doing  a creditable  job  of  deliberately  act- 
ing sensibly  and  appropriately  despite  dan- 
gerous, painful,  or  very  adverse  circum- 
stances.”1 Walton’s  analysis  merits  further 
consideration  (Figure  1). 

Taking  his  illustrations  mainly  from  acts  of 
heroism  during  warfare,  Walton  argues  that 
courage  is  present  when,  through  reasoning, 
obstacles  are  overcome  to  achieve  a desirable 
goal.  The  courageous  act  requires  two  kinds  of 
reasoning;  moral  reasoning  to  determine  that 
the  goal  merits  the  risk  and  practical  reasoning 
to  design  a plan  of  action.  Note  the  presence  of 
two  facilitating  virtues:  altruism  and  per- 
sistence. Now  we’re  getting  somewhere! 

In  or  near  Columbia  stand  two  monuments 
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DESIRABLE  GOAL 


A 


FIGURE  1.  Courage,  required  to  overcome  obstacles  in  order  to  achieve  a desirable  goal,  in  turn  requires  both  moral  and 
practical  reasoning.  Altruism  facilitates  the  former;  persistence  facilitates  the  latter  (see  text). 


in  memory  of  South  Carolina  physicians.  Both 
were  born  in  small  towns;  both  became  fired 
with  ambition  to  contribute  to  medical  sci- 
ence. One  succeeded  and  became  famous;  the 
other  did  not.  Both  displayed  enormous  cour- 
age, in  quite  different  ways. 

In  the  northwest  corner  of  a country  church- 
yard in  Congaree,  S.  C.,  stands  an  obelisk  in 
memory  of  Dr.  Theodore  Brevard  Hayne  (Fig- 
ure 2).2  Fascinated  by  mosquito-borne  infec- 
tious diseases,  Hayne  took  a position  with  the 
Rockefeller  Institute  at  its  station  in  Lagos, 
Nigeria,  to  study  yellow  fever.  Previous  inves- 
tigators, including  famous  ones,  had  died. 
Hayne  knew  the  risk.  He  pressed  forward  with 
his  research  even  after  discovering  dwarf  vari- 
ants among  his  broods.  A French  journalist 
recently  wrote:  “The  ultimate  courage  is  the 
willingness  to  sacrifice  our  own  existence.  It  is 
that  rock  on  which  all  other  possible  kinds  of 
courage  can  be  based.”3  Theodore  Brevard 
Hayne,  M.D.  Altruism. 

In  the  northwest  corner  of  the  statehouse 
grounds  stands  a monument  to  Dr.  J.  Marion 
Sims,  founder  of  modern  operative  gynecology 
(Figure  3).  Vesicovaginal  fistula  had  been  the 


THEODORE 

HAYNE  M.D.-V  h 

DIED  OF  YELLOW  FEVER 
IN  LAG OS,NI GERM;:' 
WEST  AFRICA. f ' 
INTERMENT  AUC.  24,  !93 
GREATER  LOVE  HATH, 

Np  MAN- TUAN  THIS,.  ‘ 
THAT  IiE  EAY*DOWN  W$PV 
LIFE  FOR  HIS 

r'  ■Sr “7 


FIGURE  2.  Inscription  on  the  obelisk  in  memory  of  The- 
odore Brevard  Hayne,  M.D.  (1893-1930). 
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great  stumbling  block  to  further  progress  in 
women’s  surgery.  The  stories  of  how  Sims  vis- 
ualized the  fistula  and  devised  sutures  that 
held  have  been  told  many  times.  Not  so  fre- 
quently told,  though,  is  the  record  of  how  many 
times  he  failed — and  kept  on  trying.  For  four 
years,  he  maintained  at  his  own  expense  a 
small  infirmary  in  his  backyard  and  operated 
over  and  over  again  on  its  three  occupants. 
Colleagues  lost  interest:  relatives  pleaded  with 
him  to  focus  on  his  family  instead.  It  was  on 
the  30th  operation  on  a woman  named  Anar- 
cha  that  he  succeeded.  The  rest  is  history. 
James  Marion  Sims.  M.D.  Persistence. 

Courage  should  permeate  not  only  what  we 
do  as  physicians,  but  also  the  entire  doctor- 
patient  relationship.  One  moral  philosopher 
calls  courage  “a  virtue  for  physicians  in  addi- 
tion to  the  excellences  of  competence  and  com- 
passion and  a virtue  for  patients  in  addition  to 
the  excellences  of  compliance  and  gratitude.”4 
But  reflecting  further  on  the  monuments  to 
Hayne  and  Sims,  one  picks  up  a common 
word — more  powerful  than  any  we  have  dis- 
cussed so  far.  And  it  is  here  that  I think  our 
points  of  view,  Dr.  lowers,  can  be  reconciled. 
The  word  is  love. 

In  Hayne’s  case,  the  verse  is  from  scripture: 
“Greater  love  hath  no  man  than  this  that  he  lay 
down  his  life  for  his  friends”  (John  15:13).  In 
Sims’  case,  it  is  from  Hippocrates:  “Where  the 
love  of  man  is  there  also  is  love  of  the  art.” 
Love — the  acknowledged  first  of  the  so-called 
theological  virtues — thus  embraces  both  com- 
petence and  compassion.  In  the  last  analysis,  it 
is  the  main  thing,  perhaps  the  only  thing,  we 
have  to  offer.  As  physicians  or  as  anything  else. 

Thank  you,  Rev.  Baroody,  for  stimulating 
these  musings.  .And  thank  you,  Dr.  Jowers,  for 


'vuroy  the.  IQVE 
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FIGURE  3.  Bust  of  James  Marion  Sims,  M.D. 
(1813-1883),  in  the  monument  on  the  statehouse  grounds, 
Columbia. 

your  objections.  .And  if  any  readers  out  there 
disagree  with  any  of  us,  let’s  hear  from  you! 

— CSB 
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“IN  THIS  ISSUE 
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The  mission  of  The  Journal  is  to  advance  the  art  and  science  of  medicine;  to  promote  the  ideals  of 
the  South  Carolina  Medical  Association;  to  encourage  scholarship  and  good  will  among  South 
Carolina  physicians;  and  to  disseminate  information  specifically  applicable  to  the  health  care  of 
South  Carolinians. 


The  best  writers  seldom  use  the  same 
phrases  more  than  once.  Aware  of  at  least  some 
of  my  quirks,  I hope  that  nobody  out  there  is 
keeping  track  by  computer.  However,  re- 
petitive use  of  one  phrase  seems  unavoidable: 
“in  this  issue  of  The  Journal .”  As  a prelude  to 
discussing  one  or  another  paper,  I see  no  really 
suitable  alternative. 

Recently,  our  Editorial  Board  approved  a 
mission  statement  (above)  for  presentation  to 
the  SCMA  Board  of  Trustees.  The  present  is- 
sue fulfills,  I think,  the  balance  sought  by  our 
board.  We  strongly  encourage  original  scien- 
tific observations  made  by  practicing  physi- 
cians, such  as  the  paper  by  Dr.  McIntyre  and 
his  colleagues.  We  encourage  timely  review 
articles  by  institution-based  (or  academic) 
physicians,  as  is  the  case  in  Dr.  Lee’s  paper. 
Finally,  we  encourage  papers  specifically  ap- 
plicable to  the  health  care  of  South  Caroli- 
nians. Meeting  the  latter  desideratum  are  the 
two  papers  dealing  with  dementing  illnesses. 
Each  of  these  papers  merits  comment. 

Dr.  McIntyre  and  his  colleagues  report  ex- 


cellent results  in  carrying  out  coronary  artery 
bypass  surgery  in  elderly  patients,  and  advise 
us  that  similar  results  should  be  achievable  in 
most  if  not  all  medical  centers.  The  risks  are 
well-known,  and  they  point  out  a 3.6%  mor- 
tality rate  and  a 3.2%  incidence  of  post-oper- 
ative stroke.  The  authors  provide  a number  of 
technical  insights,  such  as  maintaining  perfu- 
sion pressure  during  cardiopulmonary  bypass 
for  those  patients  with  documented  left  ven- 
tricular hypertrophy.  We  are  reminded  that  age 
is  a relative,  not  an  absolute  contraindication 
to  risky  surgery,  and  that  the  results  are  often 
gratifying. 

For  review  articles  by  institution-based  phy- 
sicians, we  generally  favor  papers  of  immedi- 
ate clinical  applicability.  Since  alpha-inter- 
feron therapy  for  viral  hepatitis  remains  ex- 
perimental, Dr.  Lee’s  paper  does  not  meet  this 
requirement.  However,  the  paper  was  consid- 
ered timely  for  two  reasons.  First,  our  under- 
standing of  hepatitis  viruses  is  changing 
rapidly  (Table).  Hepatitis  C (previously,  par- 
enterally-transmitted  “non-A,  non-B  hepati- 


TABLE 

The  Five  Hepatitis  Viruses 

Type 

Brief  Synopsis 

A 

The  hepatitis  A virus  is  an  RNA  virus  currently  classified  as  a picomavirus.  It  causes  an  acute  illness 
(“infectious  hepatitis”)  with  a case-fatality  rate  of  approximately  0.6%.  However,  neither  a chronic  carrier  state 
nor  progression  to  cirrhosis  has  been  demonstrated. 

B 

The  hepatitis  B virus  is  a DNA  virus  currently  classed  among  the  hepadnaviridae.  It  causes  an  acute  illness 
formerly  known  as  “serum  hepatitis”  with  a case-fatality  rate  of  approximately  1 .4%.  Survivors  are  at  risk  of 
chronic  hepatitis,  cirrhosis,  and  hepatocellular  carcinoma. 

C 

The  proposed  hepatitis  C virus  appears  to  be  a medium-sized  RNA  virus.  This  virus  is  the  major  cause  of 
parenterally-transmitted  non-A,  non-B  hepatitis.  Clinical  features  resemble  those  of  hepatitis  B,  although  the 
onset  tends  to  be  insidious  and  the  course  more  protracted  and  subject  to  relapses. 

D 

Better  known  as  the  “delta  virus,”  the  hepatitis  D virus  is  a defective  single-stranded  DNA  virus  capable  of 
causing  infection  only  in  the  presence  of  active  hepatitis  B virus  infection.  In  other  words,  it  is  a “fellow 
traveller.”  Patients  with  hepatitis  B who  become  superinfected  with  the  hepatitis  D virus  are  at  risk  of  severe 
acute  and  also  chronic  illness. 

E 

Candidate  viruses  for  enterically-transmitted  non-A,  non-B  hepatitis  have  been  identified.  The  clinical 
syndrome  has  been  an  acute  illness  in  young  to  middle-aged  adults,  with  a high  mortality  among  pregnant 
women.  There  does  not  appear  to  be  a chronic  form.  Large  waterborne  outbreaks  have  occurred  in  the 
developing  world. 
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tis”)  accounts  for  20  to  40  percent  of  acute  viral 
hepatitis  in  the  United  States.  Screening  of 
potential  blood  donors  for  the  hepatitis  C virus 
will  be  a major  advance.  Second,  chronic  viral 
hepatitis  is  one  of  the  many  diseases  for  which 
interferons  may  yet  prove  to  be  worthwhile, 
after  decades  of  study.  Is  it  possible  that  we  will 
soon  see  a way  to  halt  the  inexorable  progres- 
sion of  chronic  hepatitis  to  cirrhosis? 

Finally,  the  papers  by  Still  et  al.  and  Macera 
et  al.  address  the  issue  of  dementing  illnesses  in 
South  Carolina.  The  first  of  these  papers  makes 
the  point  that  the  distribution  of  cases  in  South 
Carolina  is  similar  to  that  of  a county  in  Mis- 
sissippi: Alzheimer’s  disease  occurs  at  least  as 


often  among  blacks  as  among  whites,  and 
women  are  especially  affected.  In  the  second 
paper,  it  is  argued  that  accurate  information 
about  the  distribution  of  Alzheimer’s  disease 
would  have  major  implications  for  health  care 
delivery  in  our  state. 

To  the  fullest  extent  possible,  we  would  like 
to  have  all  of  our  issues  display  such  a balance. 
And  again,  we  welcome  and  encourage  papers 
by  practicing  physicians.  Our  Editorial  Board 
feels  strongly  that  The  Journal  should  be  both 
by  and  for  South  Carolina  physicians,  and  that 
journals  such  as  ours  should  maintain  a unique 
niche  in  American  medical  journalism. 

— CSB 


Letter  to  t(?e  Editor 


To  the  Editor: 

As  one  of  your  many  admirers,  I am  dis- 
tressed to  find  that  I must  disagree  with  you 
and  your  “new  found  feelings  as  to  our  place 
and  obligations  in  patient  contact  (care)”  as  I 
interpret  such  to  be  expressed  in  your  April  ’90 
Editorial  in  the  JSCMA. 

I would  hope  and  pray  that  we  physicians  do 
not  allow  our  ability  to  diagnose  and  treat, 
correct,  cure,  manipulate,  or  modify  the  ills 
and  afflictions  of  our  fellow  man  becloud  our 
vision  and  that  of  our  most  talented  specialists 
as  to  the  importance  of  their  technical  skills  in 
“patient  care”  and  erroneously  exaggerate  the 
mastering  of  those  skills  at  the  expense  of 
compassion. 

Lest  you  forget,  or  didn’t  know,  only  a few 
years  ago  only  physicians  started  I.V.s,  drew 
blood,  inserted  urinary  catheters,  etc.;  now  we 
physicians  have  learned  that  others  can  be 
trained  to  do  these  procedures  and  many  more. 
So  too,  I can  visualize  the  cardiac  cath  tech 
filling  the  order  “have  coronary  arteriograms 
done  in  the  AM”  if  indeed  competency  ever 
replaces  compassion  or  even  rules  supreme. 

No,  your  “Dr.  Smith”  cannot  be  excused  for 
his  technician  talk  to  (not  even  with)  the  pa- 


tient. More,  if  an  “attempt  to  be  compassion- 
ate” would  have  taken  away  from  his  ability  to 
be  a technician  then  a job  change  or  title  other 
than  doctor  would  seem  to  be  in  order. 

I believe  that  as  doctors,  our  first  obligation 
to  our  patient  is  to  care  not  scare;  to  serve  not 
to  subject;  to  help  not  harm;  to  apply  our  tal- 
ents (skills)  with  compassion  for  those  who 
permit  us  to  serve  them  whether  we  are  PAID 
OR  NOT. 

Last,  the  secret  of  caring  for  the  patient  is  not 
being  able  to  do  something  to  the  patient  but 
rather  it  is  caring  about  the  patient.  Truly,  as 
you  said,  never  before  has  it  been  possible  to  do 
so  much  for  so  many — but  on  tomorrow  our 
miracles  of  today  will  compare  as  the  first  steps 
of  a child  do  to  those  of  a Prima  Ballerina  in 
grace. 

Lawrence  V.  Jowers,  M.D.,  LL.B. 

231  Lancewood  Dr. 

Columbia,  SC  29210 

In  response: 

I thank  Dr.  Jowers  for  his  comments  and 
observations.  My  response  is  contained  in  the 
lead  editorial  in  this  issue. 

—CSB 
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PHYSICIAN  RECOGNITION  AWARDS 


The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


James  N.  Arterburn,  M.D. 
Timothy  E.  Bainum,  M.D. 
William  A.  Bradnan,  M.D 
James  R.  Carroll,  M.D. 
Paul  A.  Coward,  M.D. 

Joel  S.  Dekle,  M.D. 
Fletcher  C.  Derrick,  M.D. 
C.  P.  Dunbar,  M.D. 

P.  Gopalakrishnan,  M.D. 
Thomas  E.  Hearon,  M.D. 
David  O.  Holman,  M.D. 
Robert  E.  Jackson,  M.D. 
John  K.  Johnson,  M.D. 

R.  Duren  Johnson,  M.D. 


Robert  M.  Johnson,  M.D. 
David  B.  Kee,  M.D. 
Lawrence  E.  Klein,  M.D. 
Michael  J.  Lancaster,  M.D. 
Melvin  D.  Medlock,  M.D. 
Alfred  R.  Moss,  M.D. 

Samuel  D.  Pendergrass,  M.D. 
Mark  H.  Princell,  M.D. 

Sam  H.  Ross,  M.D. 

Theodore  C.  Rozema,  M.D. 
Robert  L.  Sawyer,  M.D. 
Richard  A.  Steadman,  M.D. 
Jerome  L.  Sullivan,  M.D. 
Mark  D.  Visk,  M.D. 


Death  is  forever. 
Heart  disease 
doesn't  have  to  be. 


THE  AMERICAN  HEART 
ASSOCIATION 
MEMORIAL  PROGRAM® 


WE'RE  FIGHTING  FOR 
YOUR  LIFE 

American  Heart 
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SAMUEL  CHANDLER  BAKER,  M.D.,  1866-1918 
PRESIDENT,  SCMA,  1909 


Samuel  Chandler  Baker  was  bom  at  Oak- 
land Plantation  in  Sumter  County  on  De- 
cember 15,  1866.  His  father,  Dr.  Charles 
Richard  Furman  Baker,  was  a prominent  phy- 
sician and  a personal  friend  of  J.  Marion  Sims. 
After  early  schooling  in  Sumter  County,  S.  C., 
Baker  entered  Davidson  College  and  gradu- 
ated in  1886.  He  obtained  his  M.D.  degree 
from  the  University  of  Virginia  in  1 888.  While 
working  on  his  medical  degree,  he  was  head  of 
the  Ridgeway  High  School  for  one  year. 

Returning  to  Sumter,  Baker  went  into  prac- 
tice with  Dr.  John  Bossard,  and  in  1894,  with 
Dr.  A.  C.  Dick,  opened  the  Baker-Dick  Infir- 
mary. This  later  developed  into  the  Sumter 
Hospital  and  still  later,  combined  with  the 
Mood  Infirmary  to  become  Tuomey  Hospital. 

Baker  was  the  first  in  South  Carolina  to  be 
elected  to  fellowship  in  the  American  College 
of  Surgeons.  He  was  active  in  medical  and  civic 
causes,  holding  many  offices  in  the  SCMA. 
While  president  of  this  group,  he  sought  sup- 
port and  funding  for  a memorial  to  J.  Marion 
Sims.  Because  of  his  efforts  the  statue  of  Sims 
on  the  State  House  grounds  was  erected.  He 
was  active  in  the  AMA,  the  Tri-State  Medical 
Association,  and  the  Sumter  County  Medical 
Association.  While  President  of  the  Sumter 
City  Board  of  Health  in  the  1890s,  he  helped 
eradicate  the  epidemic  of  small  pox  which 
threatened  the  city. 

In  1890  Dr.  Baker  married  Jeannie  McLellan 
Moses  of  Washington,  D.  C.  This  union  pro- 


The  Sumter  Hospital 
(JSCMA  2:199,  1906) 


duced  two  children:  Emma  Richardson  and 
Charles  Richard  Furman  who  continued  the 
family  profession  of  medicine  which  spanned 
over  100  years. 

During  the  early  days  of  World  War  I,  Dr. 
Baker  took  an  active  role  in  establishing  the 
American  Red  Cross  in  his  area.  When  the 
United  States  entered  the  war,  he  volunteered 
his  services  to  his  country.  He  was  given  the 
rank  of  captain  and  sent  to  New  York  for 
special  training  in  brain  surgery.  It  was  here 
that  he  contracted  pneumonia  wfiich  sent  him 
home  to  Sumter.  He  died  on  March  20,  1918, 
in  the  hospital  he  had  founded. 

Betty  Newsom 

The  Waring  Historical  Library 
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COASTAL  GOVERNMENT  SERVICES.  Oppor- 
tunities are  currently  available  for  emergency  medi- 
cine specialists,  primary  care  physicians,  and  OB/ 
GYNs,  to  provide  medical  services  to  a young  and 
healthy  population  of  military  beneficiaries.  We 
have  openings  in  Coastal  Virginia,  North  Carolina, 
South  Carolina,  California,  and  Washington  state. 
Immediate  openings  in  our  newest  program  at 
Camp  LeJeune  in  Jacksonville,  North  Carolina  be- 
ginning June  1.  Please  call  1-800-476-4157  or  write 
Coastal  Government  Services,  2828  Croasdaile  Drive, 
Durham,  NC  27705. 

PHYSICIAN  OPPORTUNITIES:  PHP  Health- 
care Corporation,  a leader  in  healthcare  manage- 
ment services,  has  an  immediate  need  for  physicians 
to  staff  primary  care  clinics  located  in  CHARLES- 
TON, SC,  COLUMBUS  and  SAVANNAH,  GA, 
FAYETTEVILLE  and  JACKSONVILLE,  NC, 
VIRGINIA  BEACH,  VA,  NORTHERN  VA, 
JACKSONVILLE  and  ORLANDO,  FL,  and  several 
locations  in  CALIFORNIA.  Our  company  offers  an 
outstanding  pay  incentive  plan,  paid  malpractice 
insurance,  and  a pleasant  work  environment  free 
from  on-call  coverage  with  flexible  scheduling  ar- 
rangements. If  interested,  please  call  or  send  CV  to: 
Leigh  Robbins,  PHP  Healthcare  Corporation,  7044 
Northridge  Drive,  Nashville,  TN  37221,  (615) 
662-1310.  EOE,  m/f. 

MEDICAL  OFFICE  AVAILABLE:  1800  sq.  ft  — 
five  examination  rooms — large  private  office  one 
block  from  Lexington  Medical  Center  at  1-26  and 
Hwy.  378.  Convenient  parking.  $8.00  sq.  ft.  Call 
Jerry  Ellisor,  794-6440. 

PEDIATRICIAN:  Nonprofit,  ambulatory,  com- 
munity health  center  seeks  a pediatrician  with  a 
commitment  to  serving  underprivileged  commu- 
nities. Applicants  must  be  board  eligible  or  board 
certified.  Send  resume  to:  Personnel  Department, 
Charter  Oak  Terrace/Rice  Heights  Health  Center, 
81  Overlook  Terrace,  Hartford,  Connecticut  06106. 
EOE. 

MEDICAL  DIRECTOR:  Nonprofit,  ambulatory, 
community  health  center  seeks  an  experienced  pri- 
mary care  physician  with  a commitment  to  serving 
underprivileged  communities.  Family  Practice  and 
Internal  Medicine  specialists  are  preferred.  Appli- 
cants must  be  board  eligible  or  board  certified,  and 
possess  strong  management  and  organizational 
skills.  Send  resume  to:  Personnel  Department,  Char- 
ter Oak  Terrace/Rice  Heights  Health  Center,  81 
Overlook  Terrace,  Hartford,  Connecticut  06106. 
EOE. 


GEORGIA:  Immediate  opportunity  for  ED  physi- 
cians in  small  community  hospital.  Located  50 
miles  from  Athens,  GA.  Volume  5,300  annually. 
Flexible  scheduling,  no  on-call  responsibilities. 
Competitive  remuneration,  professional  liability 
procured  on  your  behalf.  Contact:  Judy  Wilson, 
Coastal  Emergency  Services  of  Augusta,  Inc.,  519 
Pleasant  Home  Road,  Suite  C-l,  Augusta,  GA 
30907.  (800)  868-J627  or  call  collect  (404)  868-0185. 

SOUTH  GEORGIA:  Enjoy  a challenging  and  a 
relaxed  southern  lifestyle  near  Georgia  coast.  Mod- 
erate volume  ED  located  in  Jesup,  GA.  Excellent 
opportunity  for  emergency  physicians.  Primary 
physician  practices  available,  as  well  as  limited 
availability  coverage.  Competitive  remuneration, 
flexible  schedules,  and  professional  liability  pro- 
cured on  your  behalf.  Contact  Judy  Wilson,  Coastal 
Emergency  Services  of  Augusta,  Inc.,  519  Pleasant 
Home  Road,  Suite  C-l,  Augusta,  GA  30907.  (800) 
868-2627  or  call  collect  (404)  868-0185. 

COME  TO  THOROUGHBRED  COUNTRY. 

Thirty-minute  drive  from  Augusta.  1 90  beds.  27,000 
volume.  Competitive  remuneration,  professional  li- 
ability procured  on  your  behalf.  This  small  but 
growing  community  has  much  to  offer  with  Univer- 
sity of  South  Carolina  nearby  and  Medical  Teaching 
University  within  a twenty-minute  drive.  Contact: 
Judy  Wilson,  Coastal  Emergency  Services  of  Au- 
gusta, Inc.,  519  Pleasant  Home  Road,  Suite  C-l, 
Augusta,  GA  30907.  (800)  868-2627  or  call  collect 
(404)  868-0185. 

FAMILY  PRACTITIONER  NEEDED  FOR  SEV- 
ERAL OPENINGS  IN:  FLORIDA,  TEXAS  AND 
NORTHERN  CALIFORNIA.  Practice  quality 
medicine  on  quality  people — where  the  patient’s 
needs  come  first.  Reach  new  heights.  Call  1-800- 
531-5980.  Please  send  CV  to  Col.  William  E.  Patter- 
son, HQ  USAFRS/RSH,  Randolph  AFB,  TX  78150. 

THE  CHARLESTON  VA  MEDICAL  CENTER 
has  an  opening  for  family  practice,  internal  medi- 
cine, or  psychiatric  physician  in  the  Alcohol/Drug 
Dependence  Treatment  Unit.  Medical  University 
of  South  Carolina  faculty  appointment  involves  pa- 
tient care,  teaching  and  optional  research.  U.S.  cit- 
izen only,  BC/BE.  Contact  Bryon  Adinoff,  MD,  (803) 
577-5011,  extension  7260.  EOE. 
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LEGISLATION  REPORT 

Legislative  action  has  always  been  an  important  program  for  the  SCMAA.  It  is  believed  that 
auxiliary  involvement  in  legislative  action  is  vital  to  continued  quality  of  health  care.  The  auxiliary 
legislative  activities  focus  on  legislation,  rather  than  political  action.  It  is  also  believed  that  if  the 
SCMAA.  is  involved  in  legislative  action,  we  can  help  to  ensure  that  every  American  continues  to 
receive  quality  medical  and  health  care.  The  Legislation  Committee  has  been  given  the  task  of 
educating  members  of  the  Auxiliary  on  legislative  issues  affecting  the  practice  of  medicine.  We 
intend  to  work  hard  on  behalf  of  better  medical  legislation. 

The  first  objective  of  the  committee  is  to  encourage  100%  voter  registration  in  all  counties  by 
November  1.  We  believe  a unified  effort  to  register  all  auxiliary  members  will  be  felt  and  heard  in 
Columbia,  South  Carolina  and  Washington,  D.  C.  In  our  medical  community  we  must  never 
become  complacent  or  negligent  in  our  right  or  privilege  to  vote.  We  encourage  all  Medical  Society 
and  Auxiliary  members  to  register  to  vote  and  effectively  use  that  power  to  vote. 

The  Legislation  Committee’s  second  objective  is  that  of  information  and  education.  It  is  also 
believed  that  all  auxiliary  members  must  become  more  active  in  the  political  arena.  Every  member 
of  SCMA  and  SCMAA  needs  to  be  more  informed  of  state  issues  affecting  medicine,  and  to  know 
the  official  position  of  the  SCMA.  All  county  legislation  chairmen  will  receive  Legislative  Update 
whenever  it  becomes  available.  The  SCMAA  plans  to  feature  legislation  at  our  fall  board  meeting  on 
October  3.  We  will  have  as  our  guest  speakers,  the  state  Democratic  and  Republican  party 
chairmen,  Jan  McKellar.  Director  of  Health  Policy  Affairs,  and  Steve  Williams,  from  SCMA.  They 
will  speak  on  important  medical  legislation. 

The  grass  roots  level  of  involvement  is  certainly  the  most  important  effort  of  all.  The  auxiliary 
members  need  to  know  their  representatives  in  the  General  Assembly.  We  must  know  them  on  a 
social  level  and  be  aware  of  how  they  vote  while  they  are  in  Columbia.  One  goal  on  this  particular 
level  is  the  phone  bank.  The  Legislation  Committee  has  urged  every  county  to  establish  a phone 
bank.  This  will  unite  all  of  South  Carolina  Auxiliary  members  and  inform  them  on  a timely  basis  of 
important  legislative  issues. 

To  encourage  all  auxilians  to  become  members  of  SOCPAC  is  another  important  goal.  It  is  very 
important  to  make  sure  the  physician’s  view  is  heard  in  the  legislature.  We  need  to  make  an  unified 
effort  to  succeed  in  our  goal  to  promote  educational  programs  and  legislative  action  through 
SOCPAC. 

These  objectives  and  goals  are  many,  as  one  can  tell.  The  Legislation  Committee  believes  it  can 
reach  these  goals  through  effective  communication  and  hard  work.  When  the  SCMAA  becomes 
more  politically  aware  and  more  politically  active,  we  will  improve  the  medical  atmosphere  in  the 
State  of  South  Carolina. 


Rosemary  M.  Cook 
(Mrs.  David  A.) 
Legislation  Chairman 
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96%  of  patients 
don't  ask  about 
their  medicines,1 
but  72%  want  more 
information.2 

Don't  disappoint  them. 


Break 

the  Rx  Silence 
Barrier 


Write  for  a free  “Talk  About 
Prescriptions”  Month  Guide 
containing  “how-to”  ideas  and 
reproducible  patient  handouts  to: 


The  National  Council  on  Patient 
Information  and  Education 

666  1 1th  Street,  NW,  Suite  810 
Washington,  D.C.  20001 


' FDA  survey,  "Patient  Receipt  of  Rx  Drug  Information",  1983 

- A Study  of  Attitudes,  Concerns,  and  Information  Needs  for 
Rx  Drugs  and  Related  Illnesses,  CBS  Television  Network 
Consumer  Model  Survey,  1983 
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HUMAN  IMMUNODEFICIENCY  VIRUS  AND 
THE  SURGEON* 
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DAVID  B.  ADAMS,  M.D.** 

H.  PRESTON  HOLLEY,  JR.,  M.D. 


Acquired  Immunodeficiency  Syndrome 
(AIDS)  is  a severe  manifestation  of  an  infec- 
tion by  the  human  immunodeficiency  virus 
(HIV).  Transmitted  through  sexual  contact, 
parenteral  exposure,  and  perinatal  transmis- 
sion, AIDS  has  afflicted  an  estimated  100,000 
Americans.  Over  1,000,000  persons  in  the 
United  States  are  infected  with  HIV.1  Due  to 
the  nature  of  illnesses  associated  with  AIDS, 
the  surgeon  is  rarely  involved  in  the  treatment 
of  an  HIV  infected  patient.  As  the  number  of 
AIDS  cases  increases  and  therapy  becomes 
more  specific,  surgeons  increasingly  will  be 
involved  in  the  care  of  these  patients.  We 
reviewed  the  surgical  management  of  HIV 
positive  and  AIDS  patients  who  underwent 
operations  during  their  hospitalization. 

SUBJECTS  AND  METHODS 

This  retrospective  study  included  patients 
with  HIV  infection  who  had  an  invasive  sur- 
gical procedure  performed  at  the  Charleston 
Memorial  Hospital  or  at  the  Medical  Univer- 
sity Hospital  from  January  1985  to  October 
1988.  Obstetrical  cases  and  placement  of  cen- 


*From the  Departments  of  Surgery  (Drs.  Hebra  and 
Adams)  and  Medicine,  (Dr.  Holley)  Medical  Uni- 
versity of  South  Carolina,  Charleston. 

**  Address  correspondence  to  Dr.  Adams  at  the  Depart- 
ment of  Surgery,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
29425. 


tral  lines  were  excluded  from  our  study.  Elec- 
tive cases  and  trauma  cases  were  reviewed. 
The  patients  met  the  Centers  for  Disease 
Control  (CDC)  AIDS  case  definition  or 
demonstrated  serum  positivity  to  HIV  at  the 
time  of  operation  or  within  one  week  of  that 
date.  All  patients  were  followed  for  at  least 
30  days  postoperatively. 

RESULTS 

The  number  of  patients  who  tested  positive 
for  HIV  during  that  period  of  time  was  150. 
The  number  of  patients  from  that  group  who 
had  surgical  procedures  was  30  (20%).  Age 
distribution  was  from  three  months  old  to  66 
years  with  a mean  of  34  years.  There  were  18 
males  (59%)  and  12  females  (41%).  Ten 
patients  were  white  (35%)  and  twenty  were 
black  (65%).  Table  1 shows  the  type  and 
number  of  surgical  procedures  performed. 
The  number  of  trauma  cases  testing  positive 
for  HIV  during  the  study  was  seven  with  two 
operations  performed;  one  was  a splenectomy 
for  blunt  abdominal  trauma  and  the  second 
was  an  open  reduction  and  internal  fixation 
(ORIF)  of  an  extremity  fracture.  Table  2 
shows  risk  factors  for  HIV  infection  identi- 
fied. Twenty  percent  of  the  patients  had  no 
risk  factors  identified  (history  of  homosexual- 
ity, sex  with  a known  HIV  contact,  drug 
abuse,  or  multiple  transfusions).  Postoper- 
ation complications  occurred  in  one  case  after 
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TABLE  1 


Surgical  Procedures  Performed  in 
HIV  Positive  Patients 

(n)  (%) 


Minor:  Skin  biopsy 

3 

10.0 

Rectal  biopsy 

2 

6.6 

Lymph  node  biopsy 

3 

10.0 

Kidney  biopsy 

1 

3.3 

Frontal  brain  biopsy 

1 

3.3 

Open  lung  biopsy 

1 

3.3 

I & D of  abscess 

3 

10.0 

Debridement  of  skin  ulcers 

1 

3.3 

Venous  cut  down 

2 

6.6 

Tube  thoracostomy 

3 

10.0 

Release  of  contractures 

1 

3.3 

Excision  of  thrombotic  vein 

1 

3.3 

Sub  total 

22 

73.0% 

Major:  Humerus  ORIF 

1 

3.3 

Exploratory  laparotomy- 
splenectomy 

1 

3.3 

Expl.lap — lysis  of  adhesions 

1 

3.3 

Thoracotomy-Aortic  graft 

1 

3.3 

Mitral  valve  replacement 

1 

3.3 

CABG 

2 

6.6 

Repair  of  Femoral  Artery 
graft 

1 

3.3 

Sub  total 

8 

27.0% 

TOTAL 

30 

100.0% 

thoracotomy  resulting  in  wound  dehiscence 
and  sepsis. 

DISCUSSION 

AIDS,  a major  public  health  threat,  results 
in  profound  immunodeficiency  accompanied 
by  multiple  medical  disorders.  HIV,  a retro- 
virus, is  the  cause  of  immune  suppression  and 
is  transmitted  in  a manner  similar  to  hepatitis 
B virus.2  Groups  at  highest  risk  include 
homosexual  men,  intravenous  drug  abusers, 
and  hemophiliacs.3  Therapy  is  largely  experi- 
mental with  an  overall  50%  mortality  in  one 
year.4  AIDS  does  not  develop  in  all  serum 
positive  patients,  and  it  has  been  estimated 
that  the  mean  incubation  period  for  develop- 
ing the  syndrome  after  acquisition  of  the 
virus  is  4.5  years.5  The  frequency  of  AIDS 
cases  has  increased  in  near  geometrical  pro- 
gression since  it  was  first  described  in  1981. 
In  a recent  report  from  the  Centers  for 
Disease  Control,  the  prevalence  of  HIV  infec- 
tion in  the  United  States  active  duty  military 
was  found  to  be  1.3  per  1,000.6  The  preva- 


TABLE  2 

Risk  Factors  for  HIV  Infection 


(n) 

(%) 

Homosexuality 

17 

(57%) 

IV  Drug  Abuse 

6 

(20%) 

Multiple  blood  transfusions 

none 

-0- 

Job  related  exposure 

none 

-0- 

Heterosexual  exposure  to  AIDS 

1 

(3%) 

No  risk  factor  identified 

6 

(20%) 

TOTAL 

30 

100% 

lence  of  HIV  infection  has  been  reported  to 
be  higher  in  hospitalized  patients.  A study  at 
Walter  Reed  Army  Medical  Center7  tested 
536  inpatients  over  a three- week  period  and 
found  an  HIV  prevalence  of  3.7  per  1,000. 
During  the  same  period  of  time,  1,110  outpa- 
tients were  tested  and  the  prevalence  of  HIV 
positivity  was  1.8  per  1,000.  In  the  same  geo- 
graphical area,  the  prevalence  of  HIV  positiv- 
ity in  Red  Cross  blood  donors  was  1.1  per 
1,000. 

The  number  of  HIV  infected  patients  that 
will  require  a surgical  procedure  during  their 
treatment  for  AIDS  is  unknown.  We  found 
that  20%  of  known  HIV  positive  patients 
entering  our  two  hospitals  required  operations 
during  their  hospitalization.  Surgeons  are  at 
high  risk  of  infection  from  their  patients  due 
to  the  nature  and  type  of  exposure  to  blood 
and  body  fluid  secretions.  It  is  mandatory  that 
surgeons  become  familiar  with  problems  in 
the  management  of  HIV  infected  patients  and 
understand  the  importance  of  preventive  mea- 
sures to  avoid  inoculation  contamination  with 
the  HIV  virus. 

During  our  study  period  (January  1985- 
October  1988)  there  were  83,561  hospital 
admissions  to  the  Medical  University  of 
South  Carolina.  The  number  of  patients  tested 
for  HIV  was  2,800  (3.3%  of  the  admissions 
during  that  time).  The  number  of  patients  that 
tested  positive  for  HIV  was  150  (5.3%  of  all 
patients  tested  for  the  virus).  Of  the  HIV  pos- 
itive patients,  30  had  operations  (20%  of  the 
HIV  positive  patients).  A predominance  of 
young  black  males  (mean  age  of  34  years  old) 
was  noted  in  our  study  population.  In  review- 
ing the  risk  factors  for  HIV  infection,  we 
found  that  57%  had  a history  of  homosexuali- 
ty, 20%  had  a history  of  intravenous  drug 
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abuse,  and  only  3%  reported  heterosexual 
exposure  to  HIV  infected  individuals.  A total 
of  20%  of  patients  had  no  risk  factors  identi- 
fied at  the  time  of  admission.  These  findings 
are  consistent  with  the  literature  where  serum 
positivity  cannot  be  predicted  on  the  basis  of 
risk  factors  such  as  homosexuality  and  intra- 
venous drug  abuse.8  In  our  group  of  surgical 
patients,  there  were  no  cases  of  infection 
from  blood  transfusion. 

Seventy-three  percent  of  the  surgical  pro- 
cedures performed  in  our  group  of  HIV 
infected  patients  were  considered  minor  oper- 
ations (Table  1).  They  ranged  from  biopsy 
procedures  and  incision  and  drainage  of  skin 
infection  to  tube  thoracostomy.  Twenty-seven 
percent  of  the  patients  had  major  surgical  pro- 
cedures performed  including  thoracotomy 
with  coronary  artery  bypass,  mitral  valve  re- 
placement, and  exploratory  laparotomy  with 
splenectomy.  Two  of  the  major  procedures 
were  in  trauma  patients. 

Of  the  30  patients  with  surgical  procedures 
performed  at  our  institution,  15  (50%)  were 
known  to  have  AIDS  or  to  be  HIV  carriers  at 
the  time  of  their  procedures.  With  the  excep- 
tion of  one  trauma  case,  no  major  procedures 
were  performed  on  unrecognized  patients 
with  HIV  infection  or  AIDS.  Sixty-nine  per- 
cent of  minor  surgical  procedures  were  per- 
formed in  patients  known  to  have  AIDS. 

The  operative  mortality  (or  death  within  30 
days  of  the  procedure)  was  10%  (three 
patients).  One  patient  died  24  hours  after  the 
procedure  secondary  to  multiple  trauma.  One 
died  of  bacterial  pneumonia  and  respiratory 
failure  and  one  died  of  Kaposi’s  sarcoma  and 
sepsis.  Our  postoperative  complication  rate 
was  3.3%  and  occurred  in  a single  patient 
with  wound  dehiscence  and  sepsis  after  a 
coronary  artery  bypass.  It  is  notable  that  20% 
of  the  procedures  were  performed  at  the  bed- 
side. 

Level  I trauma  patients  represent  a unique 
group  of  patients  since  their  HIV  status  is 
usually  unknown  at  the  time  of  admission. 
Careful  precautions  must  be  taken  in  the 
management  of  all  these  patients.  During  the 
study  period,  896  trauma  patients  were  admit- 
ted to  our  Level  I trauma  center.  Thirty- seven 
patients  (4. 1 %)  were  tested  for  HIV.  Of  those. 


seven  were  positive  (18.9%  of  all  trauma 
patients  tested).  Only  two  of  the  HIV  positive 
trauma  patients  needed  operations.  The  num- 
ber of  trauma  patients  tested  for  HIV  in  our 
institution  has  increased  progressively  since 
1985.  The  fact  that  HIV  testing  takes  at  least 
24  hours  must  be  recognized  by  all  physi- 
cians and  surgeons  working  in  trauma  care. 
Baker  and  associates8  studied  203  major  trau- 
ma patients  tested  for  HIV  and  six  (3%)  were 
positive.  Evidence  of  drug  abuse  did  not 
prove  to  be  significant  in  predicting  HIV 
serum  positivity.  They  concluded  that  infec- 
tion control  precautions  were  indicated  for 
emergency  department  personnel  and  pre- 
hospital care  providers  when  caring  for  all 
bleeding  patients.  In  a follow-up  study  by 
Keller  and  associates,9  2,302  adult  patients 
were  tested  for  HIV  in  the  emergency  room 
and  5.2%  (119  patients)  were  positive  for 
HIV.  A predominance  of  black  males  with  a 
mean  age  of  30-34  years  old  was  reported. 
Thirteen  percent  of  patients  were  HIV  posi- 
tive when  risks  factors  for  HIV  infection 
were  present.  The  most  common  injury  asso- 
ciated with  HIV  positivity  was  penetrating 
trauma  (13.6%  of  the  patients).  Seventy- 
seven  percent  of  the  119  patients  testing  posi- 
tive for  HIV  had  unrecognized  HIV  infection 
by  history  at  the  time  of  admission. 

In  spite  of  the  small  number  of  patients 
positive  for  HIV  managed  by  surgeons  and 
the  low  risk  of  transmission  of  the  HIV  dur- 
ing an  operative  procedure,10  it  is  important 
to  follow  recommendations  to  reduce  the  risk 
of  contracting  the  virus  given  the  seriousness 
of  AIDS.  The  risk  to  surgeons  and  operating 
room  personnel  is  due  to  inadvertent  inocula- 
tion of  contaminated  blood  or  body  fluids 
through  a scalpel  laceration,  needle  puncture, 
splashing,  or  other  contact  with  an  open 
wound,  the  conjunctiva  or  the  mouth.11 
Today,  the  concept  of  “universal  precautions” 
implies  that  all  patients  should  be  assumed  to 
be  infectious  for  HIV  and  other  blood-borne 
pathogens.  Therefore,  “universal  precautions” 
should  be  followed  when  workers  are  likely 
to  be  exposed  to  blood  and  body  fluids.  The 
CDC  has  recently  published  guidelines  for 
the  prevention  of  HIV  and  hepatitis  B trans- 
mission to  health-care  workers.12  Neverthe- 
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less,  surgeons’  behavior  changes  when  a pa- 
tient is  HIV  positive,  and  it  is  important  that 
all  health  care  providers  know  when  their 
patients  are  HIV  positive.  When  operating  on 
an  HIV  positive  patient  as  well  as  when  man- 
aging any  trauma  patient,  recommended  stan- 
dards should  be  followed.  The  Medical 
College  of  Wisconsin  in  Milwaukee13  pub- 
lished a protocol  to  be  used  in  the  operating 
room.  In  addition,  others8  reinforce  the  need 
to  implement  infection  control  precautions 
during  resuscitative  treatment  whether  or  not 
the  HIV  status  of  the  patient  is  known. 

Available  evidence  demonstrates  that  the 
risk  of  transmission  of  HIV  in  the  hospital  is 
much  smaller  than  the  risk  of  nosocomial 
transmission  of  hepatitis  B.  Current  informa- 
tion indicates  that  the  impact  of  morbidity 
and  mortality  from  hepatitis  B transmission 
among  health  care  workers  is  much  greater 
than  that  of  HIV.14  Since  epidemiology  of 
infection  of  HIV  is  similar  to  that  of  hepatitis 
B,  preventive  measures  should  always  be 
undertaken. 

Despite  our  best  efforts  to  prevent  occupa- 
tional exposures,  they  will  continue  to  occur. 
With  each  known  HIV  exposure,  there  is 
always  great  concern  despite  the  epidemio- 
logic evidence  that  the  risk  of  infection  from 
incidental  exposure  is  low.15,  16  The  issue  of 
whether  zidovudine  (AZT)  chemoprophylaxis 
should  be  offered  to  exposed  persons  remains 
complex  and  controversial.17  At  this  time  such 
a decision  remains  a matter  for  individual 
consideration,  but  the  issues  have  been 
thoughtfully  considered  and  published  else- 
where.17 


SUMMARY 

To  assess  the  exposure  risks  for  surgeons 
and  nurses  treating  HIV  infected  patients  at 
the  Medical  University  Hospital  and  the 
Charleston  Memorial  Hospital,  a retrospec- 
tive review  of  HIV  positive  patients  who 
underwent  surgical  procedures  from  1985- 
1988  was  undertaken.  During  that  period,  150 
patients  tested  positive  for  HIV  of  which  30 
(20%)  underwent  19  surgical  procedures.  The 
prevalence  of  HIV  infected  patients  at  our 
institution  has  been  increasing  over  the  last 
two  years.  5.3%  of  the  patients  tested  were 
positive  for  the  virus.  Evidence  of  drug  abuse 
was  not  a predictive  factor  of  HIV  infection 
but  homosexuality  was  present  in  57%  of  our 
patients.  The  mean  age  of  the  surgical  group 
was  34  years.  Seventy-three  percent  of  the 
patients  underwent  minor  operations  and  27% 
had  major  surgical  procedures.  Almost  half  of 
the  operations  were  performed  to  treat  an 
AIDS-related  complication  or  as  a diagnostic 
aid  in  the  workup  of  the  AIDS  patient.  Major 
operations  performed  were  for  treatment  of  a 
co-morbid  condition  not  related  to  the  HIV 
infection.  Only  two  patients  had  operations 
for  trauma.  Operative  mortality  was  10%  but 
no  death  was  directly  related  to  surgical  inter- 
vention. In  addition  to  universal  precautions 
in  the  pre  and  postoperative  period,  operating 
room  personnel  must  follow  established  pro- 
tocols in  the  conduct  of  the  operation  to  en- 
sure the  safety  of  all  staff.  □ 
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MRI  UPDATE 


Figure  1 


Figure  2 


Clinical  information: 

This  is  a 14-year-old  male  with 
headache  and  left  jaw  pain. 

Findings:  The  axial  image 
(figure  1)  demonstrates  a 4 cm. 
mass  centered  in  the  left 
parapharyngeal  space.  It 
deforms  the  left  nasopharyngeal 
wall,  but  the  fat  plane  between 
the  nasopharyngeal  wall  and  the 
mass  indicates  that  the  mass  did 
not  arise  from  epithelium  there. 
The  mass  extends  anteriorly 
through  the  pterygopalatine 
fossa  to  abut  the  posterior  wall  of 
the  maxillary  sinus  (arrowhead), 
but  it  does  not  appear  to  invade 
the  sinus.  The  mass  extends 
laterally  adjacent  to  the  neck  of 
the  mandibular  condyle  (large 
arrow).  It  is  separated  from  the 
deep  lobe  of  the  parotid  by  the 
deep  branch  of  the  facial  artery. 
The  mass  is  separated  by  fat 


from  the  internal  jugular  vein 
(open  arrow).  It  abuts,  but  does 
not  encase  the  internal  carotid 
artery  (long  arrow).  The  coronal 
image  (figure  2)  demonstrates 
the  mass  effect  of  this  large 
lesion  (large  arrow).  Though  the 
mass  lies  adjacent  to  the 
foramen  ovale  (small  arrow)  and 
appears  to  engulf  an  exiting 
branch  of  the  mandibular  nerve, 
it  does  not  extend  intracranially. 
The  mandibular  division  of  the 
fifth  nerve  lying  just  above  the 
foramen  ovale  is  shown  on  the 
normal  right  side  (curved  arrow). 

Comment  mri  clearly 

demonstrates  the  size  and  extent 
of  the  mass  in  this  difficult 
location.  CT  does  not  provide  the 
multiplanar  capability  and  soft 
tissue  detail  afforded  by  MRI 
which  provides  complete 
presurgical  staging  and  analysis. 


The  differential  diagnostic 
possibilities  must  include 
juvenile  angiofibroma  because  of 
the  patient’s  age  and  sex. 
Paraganglioma  and  schwannoma 
were  also  considered 
possibilities.  Mixed  tumor  arising 
from  the  deep  lobe  of  the  parotid 
could  produce  this  appearance, 
but  the  lesion  appeared  to  be 
separate  from  the  deep  lobe.  The 
biopsy  diagnosis  was  ‘ ‘sarcoma’  ’. 
Rhabdomyosarcoma  in  this  area 
more  commonly  occurs  in 
younger  children. 
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RECENT  TRENDS  IN  NEONATAL  MORTALITY 
IN  SOUTH  CAROLINA* 
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During  the  1980s,  South  Carolina’s  infant 
mortality  rate  has  declined  nearly  25%,  from 

16.2  per  1,000  live-born  infants  in  1981  to 

12.2  in  1 988. 1 About  70%  of  this  decline  can 
be  attributed  to  improvements  in  neonatal 
survival  (the  first  28  days  of  life).1  Despite 
these  recent  improvements,  the  mortality  rate 
among  South  Carolina’s  neonates  remains 
high  compared  with  the  rate  among  neonates 
in  other  states.  In  1986,  South  Carolina  had 
the  nation’s  second  highest  neonatal  mortality 
rate  for  all  races  combined,  the  third  highest 
rate  for  whites,  and  the  twelfth  highest  rate 
for  blacks.2 

Further  reduction  in  South  Carolina’s 
neonatal  mortality  rate  may  be  achieved  by 
improving  either  of  its  two  major  compo- 
nents: (1)  birthweight  distribution  (i.e.,  distri- 
bution of  newborns  by  their  birthweight);  and 
(2)  birthweight-specific  mortality  rates  (i.e., 
risk  of  mortality  by  birthweight  category).3 

Efforts  aimed  at  improving  neonatal  mor- 
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tality  need  to  be  targeted  specifically  at  those 
alterable  risk  factors  known  to  be  related  to 
either  component  of  the  neonatal  mortality 
rate.  However,  the  birthweight  distribution 
and  birthweight-specific  neonatal  mortality 
rates  are  generally  influenced  by  different 
risk  factors.  The  principal  factors  associated 
with  birthweight  distribution  include  socio- 
economic status,  medical  condition,  and 
maternal  age,  parity,  nutritional  status,  and 
smoking,  whereas  the  primary  determinants 
of  birthweight-specific  mortality  rates  are 
gestational  age  and  effectiveness  of  perinatal 
care.4 

This  study  examines  two  questions  related 
to  South  Carolina’s  recent  neonatal  mortality 
experience.  First,  to  what  extent  did  changes 
in  birthweight  distribution  or  birthweight- 
specific  mortality  contribute  to  the  decline  in 
the  state’s  neonatal  mortality  rate?  Second, 
based  on  these  trends  and  on  comparisons 
with  other  southeastern  states,  what  are  some 
of  the  possible  strategies  for  achieving  further 
improvements  in  neonatal  mortality  in  South 
Carolina? 

MATERIALS  AND  METHODS 

The  data  used  for  this  analysis  were  com- 
piled by  the  Region  IV  Network  for  Data 
Management  and  Utilization  (RNDMU). 
RNDMU  is  a collaborative  initiative  involv- 
ing the  U.S.  Department  of  Health  and 
Human  Services,  the  University  of  North 
Carolina,  the  North  Carolina  State  Center  for 
Health  Statistics,  and  eight  southeastern 
states.  RNDMU  collects  and  publishes  data 
on  over  52  perinatal  indicators  derived  from 
state  vital  records  and  census  data. 

To  examine  the  factors  responsible  for  the 
recent  decline  in  neonatal  mortality  in  South 
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Carolina,  we  compared  the  birthweight  dis- 
tribution and  birthweight-specific  neonatal 
mortality  rates  for  1980-82  and  1984-86. 
Estimates  of  the  percentage  contribution  of 
the  decline  in  neonatal  mortality  rates  due  to 
changes  in  birthweight  distribution  or 
improved  birthweight-specific  survival  were 
obtained  using  a partitioning  formula  devel- 
oped by  Kitagawa.5 

We  also  compared  the  birthweight  distribu- 
tion and  birthweight-specific  neonatal  mortal- 
ity rates  for  South  Carolina  with  those  of 
North  Carolina  and  the  southeast  region 
(excluding  Florida)  for  the  three-year  period 
1984-86.  We  chose  North  Carolina  as  a sepa- 
rate standard  for  comparison  with  South 
Carolina  because  the  two  states  have  similar 
health  care  delivery  systems  (i.e.,  regional 
perinatal  programs)  and  rural-urban  popula- 
tion patterns.  We  used  indirect  standardiza- 
tion to  estimate  the  resulting  percentage 
change  in  South  Carolina’s  neonatal  mortality 
rate  had  that  state  experienced  the  same  birth- 
weight-specific neonatal  mortality  rates  as 
North  Carolina  or  the  southeast  region  during 
1984-86. 5 

Finally,  we  examined  the  1980-82  and 
1984-86  delivery  patterns  and  mortality  rates 
of  very-low-birthweight  infants  (500-1,499  g) 
by  level  of  care  for  North  Carolina  and  South 
Carolina.  Although  the  criteria  used  for  des- 
ignating hospitals  as  Level  I,  II,  or  III  varied 
from  state  to  state,  the  general  standards  used 
to  define  Level  III  facilities  were  similar  in 
both  North  and  South  Carolina.  Thus,  this 
analysis  classified  place  of  delivery  as  either 


Level  III  hospital  or  other  locations.  We  used 
the  chi-square  test  to  evaluate  differences  in 
mortality  rates  and  referral  patterns  between 
the  two  states.5 

Because  of  the  differences  in  birthweight 
distribution  and  birthweight-specific  mortali- 
ty rates  between  whites  and  blacks,  all  analy- 
ses were  carried  out  separately  by  race.  Races 
other  than  black  or  white  were  included  with 
blacks. 

RESULTS 

Trends  in  Birthweight  Distribution  and 
Neonatal  Mortality,  South  Carolina 

Between  1980-82  and  1984-86,  the  neona- 
tal mortality  rates  in  South  Carolina 
decreased  17.5%  for  blacks  and  17.3%  for 
whites.  However,  very  little  of  this  decrease 
can  be  attributed  to  improvements  in  birth- 
weight. The  birthweight  distribution  for 
whites  showed  no  overall  improvement  from 
1980-82  to  1984-86  (Table  1).  Among  blacks, 
the  percentage  of  500-1,499  g infants 
increased  from  2.18%  in  1980-82  to  2.29%  in 
1984-86  (Table  1).  However,  the  percentage 
of  1,500-2,499  g infants  among  blacks 
decreased  slightly  during  this  period,  from 
10.27%  to  10.0%.  The  net  effect  of  these 
shifts  in  birthweight  distribution  slightly  hin- 
dered further  reductions  in  the  black  neonatal 
mortality  rate  during  the  study  period. 

Between  1980-82  and  1984-86,  both 
whites  (Figure  1)  and  blacks  (Figure  2) 
showed  a general  decline  in  birthweight- 
specific  neonatal  mortality  rates.  For  both 
races,  the  entire  decline  in  the  overall  neona- 


TABLE  1 


Percentage  of  Live  Births  by  Birthweight,  by  State  or  Region,  by  Year  and  by  Race 

White  Black  and  Other 

1980-82  1984-86  1980-82  1984-86 


Birthweight 

SC 

SC 

NC 

SE 

SC 

SC 

NC 

SE 

500-  749g 

0.17 

0.16 

0.18 

0.17 

0.45 

0.52 

0.51 

0.48 

750-  999g 

0.20 

0.23 

0.22 

0.21 

0.52 

0.54 

0.56 

0.52 

1000-1499g 

0.58 

0.54 

0.54 

0.54 

1.21 

1.23 

1.17 

1.19 

1500-1999g 

1.22 

1.20 

1.22 

1.22 

2.53 

2.46 

2.28 

2.36 

2000-2499g 

3.85 

3.86 

3.82 

3.93 

7.74 

7.54 

7.11 

7.27 

2500-4250g 

88.30 

88.05 

88.17 

88.09 

85.54 

85.59 

86.03 

85.99 

>4250g 

5.68 

5.96 

5.86 

5.84 

2.00 

2.12 

2.36 

2.18 

SC  South  Carolina;  NC  North  Carolina;  SE  Southeast  region. 
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Figure  1.  Neonatal  mortality  rates*  for  white 
infants  by  birthweight.  South  Carolina, 
1980—82  and  1984-86. 


Figure  2.  Neonatal  mortality  rates*  for  infants 
of  black  and  other  races  by  birthweight. 
South  Carolina,  1980-82  and  1984-86. 


tal  mortality  rates  during  this  period  could  be 
attributed  to  improvements  in  birthweight- 
specific  survival.  Among  whites,  about  64% 
of  this  decline  was  due  to  improved  survival 
among  500-1,499  g infants.  This  observation 
is  particularly  noteworthy  given  that  less  than 
one  percent  of  all  white  infants  fall  into  this 
weight  group.  A similar  pattern  was  seen 
among  blacks:  increased  survival  among 
very-low-birthweight  infants  contributed  to 
about  70%  of  the  observed  decline  in  black 
neonatal  mortality  between  1980-82  and 
1984-86.  Improved  survival  among  normal 
birthweight  infants  (2,500-4,250  g)  accounted 
for  about  29%  of  the  decline  in  neonatal  mor- 
tality rates  for  whites  and  about  22%  for 
blacks. 

Throughout  the  study  period,  blacks  expe- 
rienced at  least  a twofold  greater  percentage 
of  low-birthweight  infants  than  did  whites 
(Table  1);  however,  the  birthweight-specific 
risk  of  mortality  for  black  neonates  was  lower 


than  the  risk  for  whites  for  all  weight  groups 
up  to  2,499  g (Figures  1-2).  Above  2,499  g 
the  rates  for  blacks  were  higher  than  those  for 
whites.  Overall,  throughout  the  decade,  the 
neonatal  mortality  rate  among  blacks  was 
consistently  higher  than  the  rate  among 
whites. 

Birthweight  and  Mortality  Patterns:  South 
Carolina  Compared  to  North  Carolina  and 
the  Southeast  Region 

In  1984-86,  the  birthweight  distribution  for 
South  Carolina  whites  was  nearly  identical  to 
that  for  whites  in  North  Carolina  and  the 
Southeast  (Table  1).  For  blacks  in  South 
Carolina,  the  percentage  of  low-  and  very- 
low-birthweight  infants  was  slightly  higher 
than  in  either  of  the  comparison  areas  (Table 
1). 

Compared  to  North  Carolina  and  the  south- 
east region,  in  1984-86,  white  neonates  in 
South  Carolina  had  higher  mortality  rates  for 


TABLE  2 

Neonatal  Mortality  Rates1  by  Birthweight,  By  State  or  Region  and  by  Race,  1984-86 

White  Black  and  Other 


Birthweight 

SC 

NC 

SE 

SC 

NC 

SE 

500-  749g 

794.7 

803.7 

762.4 

781.0 

682.7 

715.5 

750-  999g 

460.1 

346.1 

398.9 

276.9 

244.0 

267.1 

1000-1499g 

118.8 

127.4 

128.8 

73.6 

66.7 

79.7 

1500-1999g 

63.6 

34.5 

43.5 

29.5 

24.5 

27.3 

2000-2499g 

12.5 

12.9 

13.7 

8.8 

9.6 

9.2 

2500-4250g 

1.7 

1.6 

1.6 

2.5 

1.9 

2.2 

>4250g 

1.3 

1.3 

1.7 

3.9 

0.0 

4.4 

Neonatal  deaths  per  1,000  live  births. 

SC  South  Carolina;  NC  North  Carolina;  SE  Southeast  region. 
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TABLE  3 

Percentage  of  500-1,499  g Infants  Delivered  at  Level  III  Hospitals,  and  Hospital-Level  Neonatal  Mortality 

Rates1  for  500-1,499  g Infants,  by  State  and  by  Race 

White  Black  and  Other 


SC 

NC 

SC 

NC 

Percentage  of  500-1499g 
Infants  Delivered  at 
Level  III  Hospitals: 
1980-82 

53.6 

62.8  * 

52.8 

61.3  * 

1984-86 

65.2 

73.0  * 

66.5 

69.2  ns 

* 

* 

* 

* 

Neonatal  Mortality 
Rate  for  500-1499g 
Infants,  1984-86: 


Level  III  Hospitals 

278.7 

254.8  ns 

238.4 

205.7  ns 

Other  Hospitals 

397.4 

440.1  ns 

368.5 

349.8  ns 

* 

** 

** 

** 

*p  < 0.001 ; **p  < 0.0001 ; ns  not  significant  at  p = 0.05. 
'Neonatal  deaths  per  1,000  live  births. 

SC  South  Carolina;  NC  North  Carolina. 


several  birthweight  categories  (Table  2). 
Higher  rates  were  most  evident  among  the 
750-999  g and  1,500-1,999  g infants.  Had 
white  neonates  in  South  Carolina  had  the 
same  birthweight-specific  mortality  rates  as 
white  infants  in  North  Carolina,  the  white 
neonatal  mortality  rate  in  South  Carolina 
would  have  been  reduced  by  an  additional 
11.9%.  Likewise,  South  Carolina  would  have 
experienced  a 7.6%  decrease  in  white  neona- 
tal mortality  had  the  birthweight-specific 
rates  for  the  southeast  region  been  applied  to 
South  Carolina. 

The  black  birthweight-specific  neonatal 
mortality  rates  in  South  Carolina  in  1984-86 
were  higher  than  in  North  Carolina  and  the 
southeast  region  for  most  birthweight  cate- 
gories (Table  2).  Had  black  neonates  in  South 
Carolina  had  the  same  birthweight-specific 
mortality  rates  as  their  counterparts  in  North 
Carolina  or  the  southeast  region,  neonatal 
mortality  among  South  Carolina  blacks 
would  have  further  decreased  by  14.3%  or 
6.1%,  respectively. 

Impact  of  Perinatal  Regionalization  on 
Neonatal  Mortality 

There  is  some  evidence  that  improvements 
in  South  Carolina’s  perinatal  regionalization 
program  may  have  contributed  to  the 


enhanced  survival  among  the  state’s  very- 
low-birthweight  infants  during  the  study  peri- 
od. Concomitantly  with  the  reduction  in  mor- 
tality among  500-1,499  g infants  during  the 
study  period,  the  percentage  of  these  high- 
risk  babies  born  in  Level  III  facilities 
increased  significantly  for  both  races  (Table 
3).  Very-low-birthweight  infants  delivered  in 
Level  III  centers  also  had  a significantly  bet- 
ter rate  of  survival  than  those  born  in  other 
facilities  (Table  3).  Moreover,  the  survival  of 
these  infants  improved  in  both  Level  III  and 
non-Level-III  hospitals  during  the  study 
period. 

There  is  also  some  evidence  that  these 
same  factors  may  contribute  to  the  disparity 
in  birthweight-specific  mortality  between 
North  and  South  Carolina.  Throughout  the 
study  period,  a greater  percentage  of  very- 
low-birthweight  babies  were  bom  in  Level  III 
hospitals  in  North  Carolina  than  in  South 
Carolina;  however,  the  magnitude  of  this  dif- 
ference has  diminished,  especially  among 
blacks  (Table  3).  Lurther,  very-low-birth- 
weight infants  bom  in  Level  III  hospitals  in 
North  Carolina  had  a lower  risk  of  mortality 
than  those  bom  in  similar  facilities  in  South 
Carolina  (Table  3).  Although  these  differ- 
ences were  not  statistically  significant,  they 
persisted  throughout  the  study  period. 
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DISCUSSION 

During  the  study  period,  virtually  no 
change  in  birthweight  distribution  was 
observed  among  white  neonates,  whereas 
among  blacks,  the  birthweight  distribution 
actually  became  more  adverse  during  this 
period.  Essentially  all  of  the  decline  in  neona- 
tal mortality  for  both  races  was  thus  due  to 
improvements  in  birthweight-specific  mortal- 
ity rates,  particularly  among  500-1,499  g and 
2,500-4,250  g infants.  Together,  the  increased 
survival  among  infants  in  these  birthweight 
groups  accounted  for  about  94%  of  the 
decline  in  white  neonatal  mortality  rates  and 
92%  of  the  decline  for  blacks. 

Of  the  possible  factors  that  may  be  respon- 
sible for  the  enhanced  survival  among  South 
Carolina’s  very-low-birthweight  infants, 
improvements  in  perinatal  care  are  probably 
the  most  important.  As  is  the  case  in  other 
states,  technological  advances  in  obstetric, 
fetal,  and  neonatal  medicine  have  undoubted- 
ly played  a major  role  in  the  declining  mortal- 
ity rate  among  these  infants.4,  6-8  Much 
progress  has  also  been  made  regarding  prena- 
tal screening  and  referral  of  high-risk  mothers 
and  infants.  Lastly,  specialized  perinatal  care 
has  been  made  more  available  to  these 
patients,  largely  through  the  development  of 
regional  perinatal  networks  and  state- support- 
ed programs  such  as  the  High  Risk 
Channeling  Project.9'11  Lurther  research  is 
needed  to  evaluate  the  effectiveness  of  South 
Carolina’s  perinatal  regionalization  program 
in  reducing  neonatal  mortality,  but  the  data 
presented  here  and  in  other  studies  are 
encouraging.12 

Lor  the  period  1984-86,  we  found  little  dif- 
ference in  the  birthweight  distribution  of  both 
white  and  black  newborns  between  South 
Carolina,  North  Carolina,  and  the  southeast 
region.  In  contrast,  the  birthweight-specific 
neonatal  mortality  rates  were  more  favorable 
in  these  other  states  than  in  South  Carolina, 
especially  among  the  smaller  newborns  (500- 
1,999  g). 

This  disparity  in  South  Carolina’s  birth- 
weight-specific  mortality  is  evident  in  com- 
parisons with  states  outside  the  region  as 
well.  Lor  example,  in  a recent  study  that  com- 
pared South  Carolina’s  neonatal  mortality 


with  that  of  Massachusetts,  differences  in 
birthweight-specific  mortality  rates  accounted 
for  about  50%  of  the  excess  mortality  among 
South  Carolina  whites  and  for  100%  of  the 
excess  among  blacks.13 

The  reasons  for  the  survival  disparity 
between  North  and  South  Carolina’s  very- 
low-birthweight  infants  are  unclear.  However, 
the  present  study  suggests  that  differences  in 
referral  patterns  and,  to  a lesser  extent,  in  risk 
of  mortality  by  level  of  care  may  be  two  con- 
tributing factors.  Our  analysis  did  not  assess 
other  factors— such  as  morbidity  patterns  or 
the  frequency  of  preterm  births — that  may 
help  explain  these  differences. 

Our  findings  suggest  that  further  reduc- 
tions in  neonatal  mortality  are  possible  in 
South  Carolina  through  continued  efforts 
aimed  at  improving  the  survival  of  very-low- 
birthweight  infants  as  well  as  term  neonates. 
Although  the  state  has  made  considerable 
progress  in  this  area  in  recent  years,  the  expe- 
rience of  other  states  in  the  region  suggests 
that  there  is  room  for  additional  improve- 
ment. The  technology  necessary  to  save  many 
of  these  newborns  already  exists  within  the 
state’s  perinatal  centers.  Greater  effort  is 
needed  to  ensure  that  this  technology  is  more 
readily  accessible,  both  prenatally  and  perina- 
tally,  to  all  mothers  and  infants  who  may  ben- 
efit from  it.  This  goal  can  be  accomplished 
most  effectively  by  strengthening  the  state’s 
regional  perinatal  networks.  Combined  with 
continued  efforts  to  prevent  low-birthweight 
and  cause-specific  risks  for  mortality  (such  as 
congenital  heart  disease  and  infectious  dis- 
eases), this  may  be  the  next  decade’s  most 
effective  strategy  for  achieving  further  reduc- 
tions in  South  Carolina’s  neonatal  mortality. 

SUMMARY 

This  study  examines  some  of  the  primary 
factors  responsible  for  the  decline  in  South 
Carolina’s  neonatal  mortality  rate  during  the 
1980s.  Essentially  all  of  the  observed  decline 
between  1980-82  and  1984-86  could  be 
attributed  to  improved  birthweight-specific 
survival  rather  than  improvements  in  the 
infant  birthweight  distribution.  Improved  sur- 
vival of  500-1,499  g infants  accounted  for 
64%  of  the  decline  in  white  neonatal  mortali- 
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ty  and  70%  of  the  decline  among  blacks. 
Also,  during  this  period,  the  percentage  of 
500-1,499  g infants  delivered  at  Level  III 
hospitals  increased  significantly  for  both  race 
groups.  Comparisons  with  other  southeastern 
states  suggest  that  further  reductions  in  South 
Carolina’s  neonatal  mortality  rate  are  possible 
through  continued  efforts  aimed  at  improving 
birthweight-specific  survival.  Existing  state- 
supported  programs  such  as  regional  perinatal 
referral  networks  and  the  High  Risk 
Channeling  Project  will  continue  to  play  an 
important  role  in  maintaining  the  decline  in 
the  state’s  neonatal  mortality  rate. 
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MEDICARE  UPDATE 


Medicare  Workshops 

The  Medicare  billing  workshop  held  recently  in  Columbia  was  well 
attended.  It  is  imperative  that  you  preregister  for  such 
seminars  and  meetings,  as  50  to  100  people  were  not  preregistered 
for  the  Columbia  workshop  and  their  entrance  was  delayed  and 
seating  was  not  available  for  all. 

New  Phvsician/Of f ice  Relocation 

If  you  are  a new  physician  or  relocating  your  office,  you  should 
notify  Medicare  at:  Professional  Reimbursement,  1-20  and  Alpine 

Road,  Columbia,  SC  29219. 

Medicare  Patients  and  Superbill 

Do  not  give  a Medicare  patient  a superbill  after  September  1, 
1990.  If  the  patient  files  the  superbill  and  his/her  claim  is 
the  first  received,  the  physician  will  be  charged  with  a 
violation.  For  every  10  violations  a $2,000  sanction  will  be 
imposed. 

Clinical  Laboratory  Charges 

All  clinical  laboratory  charges  must  be  submitted  as  assigned 
claims.  Sanctions  will  be  imposed  for  violations. 

Patient  Refusal  to  Sian  Insurance  Forms 

If  a patient  refuses  to  give  you  his/her  Medicare  number,  have 
the  patient  sign  a statement  saying  that  he/she  refused  to  give 
the  number,  and  keep  this  signed  statement  in  the  patient's  file 
for  documentation. 

Crossover  Claims 


If  you  want  your  claims  to  cross  over  from  Medicare  to  BC/BS, 
Medigap  or  Medicaid,  you  must  use  your  social  security  number  in 
block  30  of  the  HCFA  1500  form.  The  Medicare  ID  number  goes  in 
block  31. 

Patient  Signature  Requirements 

Once  you  have  obtained  a "signature  on  file"  signature,  it  is 
valid  for  a lifetime. 


HCFA  1500  Form 


A revised  HCFA  1500  form  will  be  released  at  the  end  of  1990  or 
the  beginning  of  1991.  Watch  for  more  information  later  this 
year. 

MEDICAID  UPDATE 

HHSFC  Position  Available 


The  State  Health  and  Human  Services  Finance  Commission  is  seeking 
a full-time  physician  to  provide  medical  expertise  and  guidance 
to  agency  management  in  the  formulation,  establishment  and 
administration  of  policy  governing  the  state's  Medicaid  and  human 
services  program.  To  be  considered  for  this  vacancy,  you  may 
submit  a written  request  along  with  a completed  state  government 
application  to:  HHSFC  Bureau  of  Personnel,  PO  Box  8206,  Columbia, 
SC  29202-8206. 

SC  REGULATION  OF  UTILIZATION  REVIEW  COMPANIES 

The  SCMA  recommends  that  your  office  request  each  UR  company  to 
provide  its  "SC  Certification  Number"  in  order  to  assure  that 
each  one  has  been  certified  by  the  SC  Department  of  Insurance. 
In  addition,  a list  of  the  certified  UR  companies  can  be  obtained 
from  the  SCMA  by  calling  Kim  Fox  at  SCMA  Headquarters,  or  you  may 
contact  Mr.  Tim  Baker,  Utilization  Review  Section,  SC  Department 
of  Insurance,  PO  Box  100105,  Columbia  29202-3105,  737-6100. 

Please  recall  that  insurance  companies  which  administer/provide 
health  insurance  in  SC  do  not  need  a certification  number. 

If  you  identify  a UR  company  which  appears  to  not  have 
certification,  or  if  you  have  complaints  regarding  excessive  or 
improper  utilization  review  by  either  UR  or  insurance  companies, 
you  are  encouraged  to  inform  Mr.  Baker  at  the  Insurance 
Department. 

For  additional  information  or  if  you  have  questions,  contact 
Barbara  Whittaker  at  SCMA  Headquarters. 

ACTIVE  DUTY  MILITARY  STATUS 

If  a physician  or  other  insured  under  the  SCMA's  MIT  health 
insurance  plan  is  called  to  active  duty  military  status,  it  is 
possible  to  cease  premiums  and  coverage  temporarily.  Please  call 
the  MIT  staff  at  1-800-327-1021  (or  798-6207  in  Columbia)  if  you 
wish  to  discuss  this  option. 

The  SCMA  has  also  received  clarification  regarding  the 
possibility  of  suspending  the  SCMA-sponsored  disability  insurance 
policy  while  on  active  duty.  Please  call  Bill  Mahon  at  the  SCMA, 
or  John  Thorne  or  Billy  Thornton  (252-3441  in  Columbia) . You  may 
also  request  the  SCMA  to  prorate  your  SCMA  dues  for  the  time  you 
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are  in  active  duty  military  status.  Contact  Julia  Brennan  at  the 
SCMA  for  details. 

FROM  THE  SCMA  OFFICE  OF  LEGAL  AFFAIRS 
Medical  Services  to  Jehovah's  Witnesses 


The  South  Carolina  Hospital  Liaison  Committee  for  Jehovah's 
Witnesses  has  asked  the  SCMA  to  assist  them  in  locating 
physicians  in  SC  who  are  interested  and  willing  to  provide 
medical  care  to  members  of  the  congregation  under  the 
restrictions  of  the  faith  relating  to  blood  usage.  Jehovah's 
Witnesses  do  not  accept  transfusion  of  blood,  blood  products  or 
blood  fractions  in  their  medical  care.  However,  normally  they 
will  accept  intraoperative  autologous  blood,  i.e.,  a cell  saver. 
Upon  entering  a hospital,  members  routinely  sign  a release  from 
liability  arising  from  an  adverse  effect  resulting  from 
withholding  blood  transfusions. 

Members  of  SCMA  interested  in  providing  medical  services  to 
Jehovah's  Witnesses  should  contact  Timothy  Brooks,  Chairman, 
Jehovah's  Witnesses  Hospital  Liaison  Committee,  in  Newberry  at 
276-2692. 

Allowable  Charges  for  Copies  of  Medical  Records 

Under  current  SC  law,  the  following  charges  apply  to  copies  of 
medical  records: 

1.  For  copies  of  records  concerning  an  incident  related  to 
automobile  insurance  or  Workers'  Compensation,  a provider  may 
charge  50  cents  per  page  with  a minimum  fee  of  $10.00,  whichever 
is  greater. 

2.  For  copies  of  records  concerning  any  other  situation,  a 
provider  may  charge  a reasonable  fee,  at  the  provider's 
discretion. 

Under  current  guidelines  adopted  by  the  AMA's  Council  on  Ethical 
and  Judicial  Affairs,  a physician  should  make  a copy  of  the 
record  available  when  requested  by  the  patient  after  the  patient 
executes  a release  for  the  record.  The  physician  may  charge  a 
reasonable  fee  for  copying  the  record.  A physician  should  never 
refuse  to  provide  a copy  of  the  record  because  the  patient's 
account  is  delinquent. 


SOUTH  CAROLINA  HEALTH  INSURANCE  POOL 

We  have  received  several  inquiries  from  physicians  regarding 
information  for  their  patients  on  the  SC  Health  Insurance  Pool. 

SC  Act  127  of  1989  created  a Health  Insurance  Pool  to  make  health 
insurance  coverage  available  to  those  eligible  South  Carolinians 
who  may  not  be  able  to  obtain  it  elsewhere. 
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You  may  advise  such  patients  that  they  may  be  eligible  for  SCHIP 
coverage  if  an  insurer  has  refused  to  issue  them  health  insurance 
for  health  reasons,  has  refused  to  issue  health  insurance  except 
with  a coverage  reduction  or  exclusion  for  more  than  one  year, 
has  refused  to  issue  health  insurance  except  at  a rate  greater 
than  150  percent  of  the  SCHIP  rate,  or  has  sent  them  a notice 
that  the  premium  for  their  current  policy  is  or  will  be  greater 
than  150  percent  of  the  SCHIP  rate. 

An  information  packet,  which  includes  general  information, 
application  form,  employer  certification  of  eligibility  form, 
evidence  of  residency  eligibility  form,  rate  sheet  and  bank  draft 
authorization  form,  is  available  from  SCHIP,  PO  Box  61173, 
Columbia  29260,  or  for  additional  information  call  736-0043  in 
Columbia  or  1-800-868-2503  outside  Columbia. 

AMA  MOVES  TO  NEW  LOCATION 

The  American  Medical  Association  completed  its  move  to  new 
offices  in  late  August.  The  address  is  515  North  State  Street, 
Chicago  60610.  The  general  office  telephone  number  is  (312)  464- 
5000. 

CME  ACCREDITATION 

The  James  F.  Byrnes  Medical  Center  in  Columbia  has  recently  been 
surveyed  by  the  SCMA  CME  Committee  and  awarded  two  years ' 
accreditation  as  an  accredited  sponsor  of  continuing  medical 
education  for  physicians.  This  brings  the  number  of 
organizations/ institutions  in  the  state  which  have  been 
accredited  by  the  SCMA  to  a total  of  nine. 

If  you  are  interested  in  accreditation  for  your  hospital  to  offer 
AMA  Category  I credits  for  continuing  medical  education,  you  may 
contact  Joy  Drennen  at  SCMA  Headquarters  for  information  and 
application  form. 

WORKERS [ COMPENSATION  CONFERENCE 

The  SC  Workers'  Compensation  Educational  Association  will  hold 
its  annual  conference  at  the  Marriott  Hotel  in  Hilton  Head  on 
October  14-17.  Discussion  topics  include  mental  cases  in  SC 
Workers'  Compensation,  hazards  of  toxins  in  the  workplace  and 
closed  head  injuries.  For  more  information,  contact  John  Nabors, 
SCWCEA  Executive  Director,  2233  Baxter  Street,  Cayce,  SC  29033, 
794-3437. 
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COMPRESSION  PLATE  OSTEOSYNTHESIS 
FOR  THE  TREATMENT  OF  MANDIBULAR 
FRACTURES* 

DONALD  JAMES  WALDREP,  D.M.D.,  M.D. 

WILLIAM  A.  TERRANOVA,  M.D.** 


The  mandible  is  involved  in  over  half  of  all 
cases  of  facial  fractures;  in  half  of  mandible 
fractures  more  than  one  anatomical  site  is  in- 
volved. There  are  many  causes  of  mandible 
fractures,  but  motor  vehicle  accidents  and 
physical  assaults  predominate.  Most  patients 
are  male  (75%)  and  young  (mean  age  33 
years).  Fractures  most  commonly  occur  in  the 
mandibular  body,  angle,  and  condylar  neck, 
although  the  exact  rank  order  varies  from 
study  to  study  depending  on  patient  age,  and 
the  mechanism  of  injury. 

The  maxillo-mandibular  complex  is  one  of 
intricate  structure  and  function.  The  ideal 
treatment  of  mandibular  fractures,  therefore, 
would  insure  correct  anatomical  positioning 
of  the  affected  structures  yet  allow  early 
restoration  of  function.  Because  of  the  inabil- 
ity to  immobilize  fracture  fragments  rigidly 
by  internal  means,  most  traditional  methods 
of  treating  mandible  fractures  have  relied  on 
four  to  six  weeks  of  maxillo-mandibular  fixa- 
tion (MMF).  Although  usually  successful  in 
terms  of  bony  union  and  restoration  of  proper 
occlusion,  these  methods  are  not  without 
morbidity  in  terms  of  dental  hygiene,  proper 
caloric  intake,  and  overall  tempero-mandibu- 
lar  joint  function  (particularly  if  this  area 
were  damaged  initially).1'4 

The  availability  of  plate  and  screw 
osteosynthesis  for  rigid  internal  fixation  has 
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provided  us  with  a powerful  new  tool  in  the 
management  of  mandibular  fractures. 

COMPRESSION  OSTEOSYNTHESIS 

Why  is  rigid  fixation  so  important? 
Because  of  the  way  bone  heals.5  Osseous  tis- 
sue, like  soft  tissue,  may  heal  by  primary  or 
secondary  intention.  Secondary  healing  is 
characterized  by  callus  formation  and  long 
term  bony  remodeling.  Secondary  healing 
prevails  when  there  is  a gap  of  more  than  one 
to  two  millimeters  between  fracture  ends  or 
when  there  is  mobility  between  fracture  frag- 
ments. This  situation  is  present  when  splints, 
interosseous  wiring,  and/or  MMF  are  em- 
ployed in  fracture  fixation.  Primary  healing, 
in  contrast,  is  characterized  by  direct  bony 
formation  without  the  intervening  step  of  cal- 
lus formation.  Bony  union  is  more  likely,  is 
achieved  more  quickly,  and  is  of  greater 
strength.  Primary  healing  occurs  when  bony 
edges  are  less  than  a millimeter  apart  and  are 
rigidly  fixed.  Compression  across  the  fracture 
site  improves  bony  healing  to  an  even  greater 
degree. 

Initial  plating  systems  were  designed  for 
midfacial  and  peri-orbital  fracture  fixation 
and  were  made  of  stainless  steel.  These  sys- 
tems were  not  rigid  enough  for  mandibular 
applications,  did  not  provide  compression, 
and  required  removal  after  healing.  More  re- 
cent equipment  has  taken  advantage  of 
stronger,  more  inert  metals.  Compression  can 
be  achieved  and  the  plates  need  not  be  re- 
moved. We  use  the  Luhr  MCS  system  manu- 
factured and  distributed  in  the  United  States 
by  Howmedica,  Inc.  Other  systems  are  avail- 
able. The  Luhr  system  plates  and  screws  are 
made  of  VitalliunT.  Screws  are  self  tapping 
(Fig.  1). 

Plates  are  either  curved  or  straight  and  of 
various  lengths.  Central  holes  are  designed 
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FIGURE  1.  A Luhr  plate  and  screw. 


FIGURE  3.  As  screws  are  inserted,  they  slide 
toward  the  fracture  site,  compressing  it. 


Retention  Screw  Hole 

(for  additional  fixation)  Eccentric  Compression  Hole  (ECH) 


FIGURE  2.  A Luhr  compression  plate.  Note  the 
eccentrically  designed  compression  hole. 


FIGURE  4.  A-C.  Schematic  representation  of  plate  compression  of  mandibular  body  fracture. 


eccentrically  and  allow  for  compression  (Fig. 
2).  The  more  lateral  holes  are  concentric  and 
provide  added  rigidity  to  the  fixation.  Com- 
pression is  obtained  as  the  spherical  screw 
head  glides  down  the  inclined  plane  of  the 
eccentrically  shaped  drill  hole.  The  screw  is 
inserted  into  the  smaller  or  lateral  side  of  the 
hole.  As  insertion  of  the  screws  is  completed, 
the  heads  slide  medially  toward  one  another, 
thus  compressing  the  fracture  edges  (Fig.  3). 
Fixation  is  further  stabilized  by  the  insertion 
of  additional  screws  in  the  more  lateral,  non- 
compression sites  (Fig.  4). 

Plates  can  be  used  in  a non-compression 
mode  by  simply  drilling  and  inserting  the 
screw  into  the  wider,  medial  aspect  of  the 
eccentric  hole.  As  well,  the  plate  can  be 
applied  with  less  than  maximal  compression 
(if  desired)  by  inserting  screws  on  one  side  of 
the  fracture  in  the  non-compression  mode  and 
those  on  the  other  side  in  compression  fash- 
ion. 


TECHNIQUE 

Plates  can  be  applied  via  an  intra-oral 
approach.1-6- 7,8  This  avoids  the  disadvantage 
of  external  incisions  such  as  scarring  and  pos- 
sible damage  to  the  marginal  mandibular 
nerve.  As  with  all  other  methods  of  fracture 
management  the  pre-morbid  occlusion  is 
obtained  and  held  with  MMF  before  any 
bony  fixation  is  attempted,  though  it  may  be 
released  post-op. 

Plating  of  fractures  of  the  symphyseal  and 
parasymphyseal  areas  is  relatively  straightfor- 
ward. Drilling  the  holes  and  inserting  the 
screws  is  simply  accomplished  after  a buccal 
incision  is  made  and  the  mandible  exposed 
(Fig.  5,  6).  The  mental  nerve  must  be  protect- 
ed and  curved  plates  can  be  of  great  assis- 
tance here.  The  plate  is  applied  at  the  lower 
border  of  the  mandible  to  avoid  damage  to 
the  tooth  roots.  Screws  can  be  inserted  uni- 
cortically  (buccal  only),  but  bicortical  appli- 
cation (buccal  and  lingual)  is  preferred. 
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FIGURE  5.  Intra-oral  exposure  of  para-symphyseal 
fracture. 


The  intra-oral  technique  is  more  difficult  in 
body  and  angle  fractures  but  is  still  doable 
(Fig.  7-9).  In  these  areas,  drilling  of  holes  and 
insertion  of  screws  must  be  done  through  an 
additional  transbuccal  stab  incision.  This 
heals  well  and  there  is  minimal  risk  to  the 
marginal  mandibular  nerve.  There  are  now 
right  angle  drills  and  screw  drivers  available 
for  use  in  these  more  posterior  areas  if  one 
wishes  to  avoid  the  additional  transbuccal 
incision. 

After  rigid  fixation  is  obtained.  MMF  can. 
in  most  instances,  be  removed.1- 3- 6'8  This 
allows  immediate  mobilization  of  the 
mandible  post-operatively  thus  avoiding  the 
morbidity  of  prolonged  MMF.  This  may 
arguably  be  the  greatest  advantage  of  plate 
fixation  as  immediate  mobilization  can  avoid 
the  particular  morbidity  of  MMF  such  as  poor 
caloric  intake  (especially  in  diabetes,  the 


FIGURE  6.  The  last  screw  site  is  being  drilled. 


elderly,  and  the  malnourished),  poor  oral  hy- 
giene (especially  in  those  with  poor  oral  care 
already),  loss  of  work  time,  and  residual  tem- 
pero  mandibular  joint  disfunction.  In  addi- 
tion. the  not  insignificant  risks  of  MMF  in  ep- 
ileptics, or  those  with  associated  head  in- 
juries, drug  abusers,  and  psychiatric  patients, 
can  be  avoided.  In  some  cases  of  subcondylar 
fractures  (particularly  bilateral  ones),  and  in 
cases  of  severe  comminution  and/or  bone 
loss,  MMF  must  be  retained  for  a time  post- 
operatively.  But  even  in  these  instances,  the 
time  is  less  than  that  which  would  be  required 
with  less  rigid  methods  of  fixation. 

Most  surgeons  were  initially  wary  of  plate 
fixation  and  its  attendant  necessity  for 
increased  periosteal  stripping.  It  was  assumed 
that  the  risk  of  infection  would  be  significant- 
ly increased  over  traditional  methods.  This 
has  proven  not  to  be  the  case,  however.  A 


FIGURE  7.  Intra-oral  exposure  of  mandibular 
angle  fracture. 


FIGURE  8.  The  transbuccal  stab  incision  is  made 
with  a 15-blade. 
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FIGURE  9.  Both  drilling  (A)  and  screw  insertion  (B)  can  be  easily  performed  via  the  transbuccal  stab  incision. 


number  of  large  series  have  documented  that, 
if  proper  technique  is  followed,  rates  of  infec- 
tions/osteomyelitis following  plate  fixation 
are  similar  to,  or  less  than,  those  following 
fixation  by  traditional  methods.1, 3>  6 8 If  soft 
tissue  infection  does  occur  with  plates  in 
place,  they  need  not  be  removed.  If  the  plates 
are  not  loose,  the  infection  can  usually  be 
managed  by  antibiotics  and  drainage  (this  is 
in  fact  facilitated  by  the  absence  of  MMF) 
until  bony  healing  has  occurred.  Plates  can 
then  be  easily  removed.  There  are,  in  fact, 
two  series  which  document  the  successful  use 
of  plate  fixation  in  initially  infected  fractures 
in  preference  to  external  fixation.9,  10  This 
last,  although  very  interesting,  is  not  present- 
ly the  way  most  surgeons  would  handle  an 
infected  fracture. 

CONCLUSION 

There  has  now  been  more  than  15  years 
experience  with  plate  and  screw  fixation  of 
mandibular  fractures.  The  most  important 
indications  seem  well  established.1,3,6  These 
are  (1)  displaced,  comminuted,  or  multiple 
fractures  of  the  dentulous  mandible,  (2)  non- 
displaced  fractures  associated  with  fractures 
of  the  condyle  (requiring  early  mobilization), 
(3)  fractures  of  the  edentulous  mandible,  (4) 
mandibular  fractures  in  patients  with  exten- 
sive pan-facial  trauma,  (5)  in  situations  when 
prolonged  MMF  is  undesirable  (epileptics, 
psychiatric  patients,  etc.),  (6)  in  the  treatment 
of  delayed  union  or  osteomyelitis,  and  (7)  sta- 
bilization of  bone  grafts  in  injuries  with  bone 
defects.  In  addition  the  “social”  indications  of 
better  oral  hygiene,  better  communication, 


earlier  return  to  work,  etc.  have  led  some  to 
propose  plate  fixation  as  the  preferred  treat- 
ment in  situations  where  dental  splints  and/or 
MMF  alone  would  be  applicable.  The  devel- 
opment of  this  new  technique  offers  surgeons 
an  important  new  tool  in  the  treatment  of 
mandibular  fractures. 

REFERENCES 

1.  Tu,  HK,  Tenhulzen.  D:  Compression  osteosynthesis 
of  mandibular  fractures:  A retrospective  study.  J. 
Oral  Maxillofacial  Surg.,  43:585,  1985. 

2.  de  Amaratunga,  NA:  The  relation  of  age  to  the 
immobilization  period  required  for  healing  of  man- 
dibular fractures.  J.  Oral  Maxillofacial  Surg. 
46:111,1987. 

3.  Theriot.  BA,  Van  Sickles,  JE,  Triplett,  RG,  et  al: 
Intraosseous  wire  fixation  versus  rigid  osseous  fixa- 
tion of  mandibular  fractures:  A preliminary  report. 
J.  Oral  Maxillofacial  Surg.,  45:577,  1987. 

4.  Kahnberg,  KE:  Conservative  treatment  of  uncom- 
plicated mandibular  fractures.  Swed.  Dent.  J.,  5:15, 
1981. 

5.  Reitzik,  M,  Schoorl,  W:  Bone  repair  in  the  man- 
dible: A histologic  and  biometric  comparison 
between  rigid  and  semirigid  fixation.  J.  Oral 
Maxillofacial  Surg.,  41:215,  1983. 

6.  Luhr.  HG:  Vitallium  Luhr  systems  for  reconstruc- 
tive surgery  of  the  facial  skeleton.  Otolaryngologic 
Clinics  of  North  America,  20:573,  1987. 

7.  Raveh,  J,  et  al:  Plate  osteosynthesis  of  367  mandib- 
ular fractures.  J.  Craniomaxillofacial  Surg.,  15:244, 
1987. 

8.  Wald,  RM,  et  al:  The  transoral  treatment  of  man- 
dibular fractures  using  non-compression  miniplates: 
A prospective  study.  Annals  of  Plastic  Surg., 
20:409,  1988. 

9.  Schwimmer,  AM,  Greenberg,  AM:  Management  of 
mandibular  trauma  with  rigid  internal  fixation.  Oral 
Surg.  Oral  Med.  Oral  Pathol.  62:630,  1986. 

10.  Johansson,  B,  et  al:  Miniplate  osteosynthesis  of 
infected  mandibular  fractures.  J.  Craniomax- 
illofacial Surg.,  16:22,  1988. 


500 


The  Journal  of  the  South  Carolina  Medical  Association 


ANXIETY  AND  THE  HUMAN  FAMILY  UNIT: 
A PERSPECTIVE* 

ROBERT  H.  PAYNE,  M.D.** 


Anxiety  is  increasingly  regarded  as  a dis- 
ease both  by  the  medical  profession  and  by 
the  lay  public.  Antianxiety  drugs  are  pre- 
scribed in  tremendous  quantities  by  physi- 
cians and  non-prescription  antianxiety  agents 
such  as  alcohol  continue  to  be  used  on  a 
worldwide  basis.  Anxiety  is  ubiquitous.  It  has 
always  been  a part  of  man’s  existence  and  no 
doubt  will  continue  to  be  despite  ongoing  ef- 
forts to  categorize  various  types  and  prescribe 
it  away.  It  is  the  purpose  of  this  article  to  pre- 
sent a broader  view  of  this  phenomenon  with 
an  emphasis  on  the  human  family  unit  as  a 
system  designed  by  evolutionary  forces  to 
contain  and  manage  anxiety  generated  from 
internal  and  external  sources. 

The  focus  of  this  article  is  on  the  human 
family.  However,  one  should  keep  in  mind 
that  anxiety  also  exists  in  non-human  ani- 
mals. Certain  psychological  aspects  of  anxi- 
ety may  be  peculiar  to  humans,  but  on  a more 
basic  level  physiological  arousal  identical  to 
human  anxiety  is  present  throughout  the  phy- 
logenetic tree.  Among  our  closest  relatives, 
the  non-human  primates,  it  is  increasingly 
evident  that  similar  anxiety  management 
mechanisms  to  those  to  be  described  in  this 
paper,  are  used  by  chimpanzee4  and  gorilla3 
social  units.  Primatologists  such  as  Jane 
Goodall,  Dian  Fossey  and  Franz  de  Waal 
have  painstakingly  documented  repeatable, 
predictable  patterns  of  behavior  among  both 
captive  and  wild  study  groups  of  chimps  and 
gorillas  which  are  not  different  from  those 
observed  among  human  social  groups  or  fam- 
ilies.2 These  observations  are  consistent  with 
the  fact  that  man  is  a product  of  evolution  and 
therefore  shares  much  in  common  with  all 
non-human  life  on  this  planet. 
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The  theoretical  constructs  described  in  this 
paper  were  developed  by  Murray  Bowen, 
M.D.,  Clinical  Professor  of  Psychiatry  at  the 
Georgetown  University  Medical  School.  Dr. 
Bowen  developed  the  theory  during  his  ten- 
ure at  the  Menninger  Clinic  and  at  NIMH  in 
the  1950s.  Due  to  space  limitations,  this  arti- 
cle will,  by  necessity,  concentrate  on  some 
aspects  of  the  complete  theory  while  avoiding 
others. 

Webster’s  dictionary  defines  anxiety  as:  (1) 
an  experience  of  strong  or  dominating  blend 
of  uncertainty,  agitation  or  dread  and  brood- 
ing fear  about  some  contingency;  a strong 
concern  or  desire  mixed  with  fear  and  doubt 
for  some  event  or  issue;  (2)  an  abnormal  and 
overwhelming  sense  of  apprehension  and  fear 
often  marked  by  physical  symptoms  like 
tremor,  sweating,  palpitations  and  rapid 
pulse;  an  unpleasant  feeling  of  helplessness 
and  isolation  accompanied  by  physiological 
manifestations  consciously  explained  by  a 
fear  of  death,  pain  or  unknown  catastrophy 
but  without  objective  justification  and  ex- 
plained on  an  unconscious  level  by  repression 
of  libidinal  expression  resulting  from  parental 
apprehension  and  rejection. 

Webster’s  offering  is  too  cumbersome  to 
use  as  a working  clinical  definition.  A more 
succinct,  yet  accurate  description  would  read 
as  follows:  anxiety  is  the  physiological  and 
behavioral  reaction  of  an  organism  to  a real 
or  imagined  stress  or  threat.  An  example  of  a 
real  threat  would  be  the  approach  of  a hurri- 
cane toward  one’s  town  or  city;  an  imagined 
threat  would  be  that  experienced  when 
dreaming  of  a hurricane’s  approach  or  when 
thinking  what  might  happen  prior  to  giving  a 
speech.  Much  of  the  anxiety  present  in  the 
industrialized  world  is  from  imagined  stress. 
Imagined  and  real  stress  evoke  the  same 
response  on  an  organismic  level.  The  reaction 
may  differ  only  in  degree. 

A real  stress/threat  corresponds  to  “acute 
anxiety”  which  is  time-limited  and  is  there- 
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fore  managed  by  the  human  without  the  use 
of  chronic  compensatory  mechanisms. 
Imagined  stress/threats  are  usually  part  of  a 
chronic  anxiety  component  in  which  every 
individual  engages  to  some  extent.  As  long  as 
there  is  “light  at  the  end  of  the  tunnel,” 
human  capacity  to  adapt  to  the  threat  does  not 
appear  to  be  impaired.  If,  however,  there  is  no 
end  in  sight,  the  acute  anxiety  merges  into 
chronic  anxiety  which  does  impede  flexibili- 
ty/adaptability. Chronic  anxiety  triggers  com- 
pensatory mechanisms  to  “bind  the  anxiety,” 
most  of  which  are  out  of  awareness.  These 
mechanisms  include  such  traits  or  behaviors 
as  obsessiveness,  denial,  projection,  hyperac- 
tivity, hypoactivity,  as  well  as  emotional 
attachment  to  belief  systems,  alcohol  or  other 
drug  use,  overeating  or  undereating,  fantasy 
including  paranoid  thought  process  and  a host 
of  other  psychological  mechanisms.1'  In  a 
large  percentage  of  people,  chronic  anxiety 
somehow  is  bound  or  contained  within  partic- 
ular organ  systems.  It  is  probable  that  this 
tendency  contains  both  genetic  and  learned 
components.  It  is  not  known  why  one  individ- 
ual or  family  develops  digestive  system  dis- 
ease while  another  is  programmed  toward  cir- 
culatory or  immune  system  impairment.  What 
is  clear  however,  is  that  a connection  exists 
between  chronic  anxiety  and  the  development 
of  a particular  set  of  physical  symptoms.  The 
same  connection  exists  through  different 
pathways  for  emotional  illness  (i.e.  depres- 
sion, phobias),  or  social  acting-out  illnesses 
(i.e.  drug  abuse,  criminal  behavior,  etc.),  as 
well.  If  a substantial  amount  of  chronic  anxi- 
ety is  contained  within  a particular  organ  or 
organ  system,  symptoms  can  be  of  low  inten- 
sity smoldering  for  months  or  years  and 
emerge  as  an  emergency  in  the  face  of  acute 
anxiety.  Examples  abound  in  every  family,  or 
members  whose  chronic  illness  becomes 
severe  and/or  fatal  following  a few  days  or 
weeks  of  increased  anxiety.  The  stress  which 
precipitates  the  increase  could  have  originat- 
ed within  the  family  of  the  vulnerable  mem- 
ber or  external  to  that  family.  The  1989  death 
of  the  commissioner  of  baseball  from  heart 
disease  would  be  an  example  of  this  process 
at  work.  Several  factors  contributed  to  the 
development  of  his  disease  but  his  death  fol- 


lowed closely  on  the  heels  of  a particularly 
stressful  occupational  dilemma  (the  Pete 
Rose  controversy). 

Anxiety  is  managed  by  individuals  but 
more  importantly,  it  is  managed  by  families. 
Anxiety  is  “catching,”  that  is,  it  spreads  from 
one  person  to  another  through  sensory  modal- 
ities. This  process  is  especially  active  among 
members  of  a family.  Anxiety  within  a family 
travels  through  established  pathways  and 
often  tends  to  agglutinate  or  accumulate  in  a 
particular  individual.  To  the  degree  that  this 
occurs,  flexibility/adaptability  is  decreased 
for  that  individual.  The  mechanisms  by  which 
this  occurs  are  observable  in  all  families. 
They  include  spousal  accommodation,  pro- 
jection of  anxiety  to  a child,  marital  conflict 
(here  the  anxiety  is  bound  within  the  spousal 
relationship),  and  creation  of  emotional  dis- 
tance. 

Overaccommodation  by  one  spouse  repre- 
sents that  spouse’s  effort  to  maintain  comfort 
in  the  marriage  by  adopting  thinking  and 
behavior  to  suit  the  other  spouse.  While  some 
degree  of  this  behavior  probably  exists  in 
most  marriages,  it  is  a major  method  of  anxi- 
ety management  in  some  families.  Conflict  is 
avoided  and  both  spouses  can  be  relatively 
comfortable  in  this  arrangement  since  both 
are  repeating  a familiar  pattern  from  their 
respective  families  of  origin.  If  the  anxiety  to 
be  managed  by  the  couple  reaches  a critical 
point  for  them  (i.e.,  exceeds  their  ability  to 
maintain  equilibrium),  the  one  who  has  sacri- 
ficed the  most  by  accommodating  to  the  other 
partner  will  develop  symptoms  of  some  type 
of  illness,  (physical,  emotional,  or  social).  In 
time  if  the  anxiety  level  lessens,  the  symp- 
toms may  resolve  or  if  the  anxiety  level  re- 
mains above  the  critical  point  for  the  family, 
the  symptom  or  symptoms  may  become 
chronic,  subject  to  flareups  over  time  but 
always  present  to  some  degree. 

The  second  mechanism  previously  referred 
to  is  the  shifting  (projecting)  of  anxiety  from 
the  parental  relationship  to  a child.  This  is 
present  in  every  family  to  some  extent  and  in 
some  more  than  others.  Many  factors  influ- 
ence the  intensity  and  direction  of  this  pro- 
cess. Some  mothers  are  quite  anxious  about 
their  baby  even  before  the  birth,  while  others 
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are  not  because  of  who  they  are  and  also 
because  of  the  quality  of  their  relationships 
with  their  husband  and  extended  family  (par- 
ents, grandparents,  uncles,  aunts,  cousins). 
The  overanxious  mother  relays  a certain 
amount  of  her  anxiety  to  her  child  through 
sensory  modalities.  The  child  is  affected  by 
this  anxiety  and  exhibits  this  effect  by  well- 
known  baby  behaviors  which  indicate  infant 
discomfort.  The  anxious  mother,  unaware  of 
how  her  anxiety  affects  the  infant,  sees  the 
problem  as  originating  in  the  child  and  focus- 
es on  the  child  even  more.  The  developing 
child  learns  to  initiate  this  process  when  it  is 
anxious  so  that  mother’s  attentive  focus  can 
be  brought  on  by  the  child  or  the  mother. 
Thus  patterns  are  laid  down  that  will  come  to 
characterize  that  particular  mother-child  rela- 
tionship. Less  anxious  parents  relay  less  anxi- 
ety to  their  child  or  children  and  are  better 
able  to  objectively  assess  the  status  of  the 
child  at  any  given  time.  Less  anxious  parents 
are  also  more  able  to  distinguish  what  effect 
his  or  her  condition  is  having  on  a child.  In  a 
sense,  anxious  parents  create  anxious  children 
although  usually  one  child  is  on  the  receiving 
end  of  more  parental  anxiety  than  his  or  her 
siblings.  Factors  which  influence  which  child 
vary  from  family  to  family  but  include  birth 
order,  sex,  physical  appearance,  or  the  pres- 
ence of  a physical  handicap.  Since  this  pro- 
cess is  for  the  most  part  out  of  the  parents’ 
awareness,  they  are  often  truly  puzzled  as  to 
how  a particular  child  became  nervous,  shy, 
etc.  The  father  can  increase,  decrease,  or  have 
very  little  effect  on  this  process  depending  on 
how  he  maintains  a presence  in  the  mother- 
child  relationship.  The  husband  can  blunt  this 
process  by  maintaining  a close  relationship 
with  the  wife  (i.e.  not  distancing)  and  by 
serving  as  a potentially  more  objective  party 
in  the  day  to  day  thinking,  feeling  process 
between  mother  and  child.  All  too  often, 
unfortunately,  the  father  operates  at  a not-so- 
discreet  distance  from  the  mother-child  two- 
some and  follows  the  mother’s  lead  in  how  a 
particular  child  is  viewed. 

The  third  way  by  which  anxiety  may  be 
handled  by  a married  pair  is  through  verbal 
(and  times  physical)  fighting.  Here  each 
spouse  is  focused  on  the  other  and  blames 


and/or  attacks  when  differences  arise.  Neither 
is  particularly  inclined  toward  self-responsi- 
bility. Rather,  each  is  more  interested  in  what 
the  other  is  or  is  not  doing.  There  is  little  if 
any  accommodating  in  couples  inclined 
toward  this  method  of  anxiety  management; 
often  neither  is  willing  to  give  an  inch.  When 
and  if  things  calm  down,  the  couple  is  often 
intensely  loving  and  affectionate  toward  one 
another.  This  anxiety  management  mecha- 
nism occurs  more  often  when  two  oldest  or 
functionally  oldest  siblings  marry,  both  of 
whom  think  they  know  best. 

A fourth  interfamily  method  of  anxiety 
management  which  is  present  in  all  marriages 
to  some  degree  is  emotional  distance.  Intra- 
psychic processes  are  used  here  by  the  mari- 
tal pair  to  back  off  from  one  another  when 
anxiety  rises.  Typically  one  spouse  (A)  will 
be  more  anxious,  seek  comfort  from  the  other 
(B)  only  to  experience  that  spouse  as  emo- 
tionally unavailable.  A will  then  frequently 
move  toward  B more  intensely  and  B again 
seeks  relief  by  moving  away.  If  and  when  A 
calms  down,  B will  feel  comfortable  moving 
back  toward  A.  This  cycle  may  repeat  with 
varying  frequency  over  time.  If,  however,  it  is 
a major  method  of  anxiety  management  for 
the  couple,  and  anxiety  remains  relatively 
high,  the  marital  pair  often  find  themselves 
isolated  from  each  other,  both  having  lost  the 
alive  connection  originally  present  in  the 
marriage.  This,  of  course,  leaves  them  both 
more  vulnerable  to  extra-familial  emotional 
involvement.  This  process  mimics  on  a multi- 
cellular organismic  level  what  is  easily  ob- 
served in  any  single  cell  organism,  which 
will,  when  threatened  by  a chemically  or 
physically  toxic  stimulus,  move  away  from 
the  stimulus. 

These  four  mechanisms  by  which  a nuclear 
family  (father,  mother,  children)  circulate 
anxiety  should  not  be  judged  as  good  or  bad; 
they  exist  as  a mixture  in  most  families. 
These  processes  are  most  easily  seen  by  the 
observer  when  one  or  two  mechanisms  are 
used  exclusively  in  one  family  and  when  the 
family  anxiety  level  is  high.  As  mentioned  at 
the  beginning  of  the  paper,  there  are  certainly 
individually-based  coping  mechanisms  as 
well. 
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The  focus  of  this  paper,  however,  has  been 
on  people  who  are  intimately  connected  to 
each  other  through  the  emotional  bonds  of  a 
family.  These  processes  operate  for  the  most 
part  out  of  the  awareness  of  family  members 
and  manifest  themselves  generation  after  gen- 
eration. Perhaps  there  is  a genetic  underpin- 
ning to  these  anxiety-based  behaviors.  If  so  it 
would  most  likely  consist  of  some  very  basic 
force  that  pushes  people  to  involve  them- 
selves with  others  of  their  species  (to  need 
and  be  needed)  and  another  counterbalancing 
force  which  directs  us  toward  separateness  or 
individuality.5  Clearly  there  would  be  poten- 
tial friction  as  a byproduct  of  such  forces  both 
within  an  individual  and  between  the  two 
individuals  trying  to  live  together.  People 
behave  as  if  they  possess  motivators  of  this 
sort  on  an  instinctual  level.  The  specific  ways 
anxiety  then  gets  channeled  by  the  family 


over  generations  are  probably  learned  and 
become  genetic-like  in  their  fixedness.  It  is 
possible,  however,  to  modify  the  patterns 
through  a long-term  effort  aimed  at  increas- 
ing one’s  knowledge  of  how  these  patterns 
operate  in  one’s  own  family  and  oneself.  With 
new  knowledge,  opportunities  exist  for  more 
thoughtful  approaches  rather  than  automatic 
reactive  behavior  holding  sway. 
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HIV,  SURGEONS,  AND  . . . ALL  OF  US 


Most  of  the  fast-breaking  stories  of  the 
AIDS/HIV  epidemic  first  surfaced  in  the 
CDC’s  Morbidity  and  Mortality  Weekly 
Reports.  Three  such  stories  hold  special  signif- 
icance for  physicians  . . . and  everyone  else. 

First  was  the  back-page  story  of  June  5, 
1981  that  five  gay  men  in  Los  Angeles  had 
developed  pneumonia  due  to  Pneumocystis 
carinii}  This  brief  report  foretold  the  great 
pandemic  of  our  times. 

Second  was  the  lead  story  of  May  22,  1987 
that  three  health  care  workers  developed  HIV 
infection  after  contact  with  patients’  blood  in 
the  absence  of  percutaneous  injury.2  The 
clarion  sounded  for  universal  precau- 
tions— the  need  to  regard  all  blood  and  body 
fluids  as  being  potentially  infectious.  To  put  it 
bluntly,  we  have  a right  to  be  afraid  of  all 
patients. 

Third  was  the  report  of  July  27,  1990  that  a 
patient  apparently  became  HIV-infected 
during  the  extraction  of  two  maxillary  third 
molars  by  a dentist  with  AIDS.  We  have  had 
time  neither  to  digest  the  significance  of  this 
report  nor  to  realize  its  impact.3  But — to  put  it 
bluntly — do  patients  have  a right  to  be  afraid 
of  all  of  us? 

Let  us  examine  these  separate  concerns:  (1) 
the  risk  of  HIV-positive  patients  to  health 
care  workers;  (2)  the  risk  of  HIV-positive 
health  care  workers  to  patients. 

RISK  OF  HIV-POSITIVE  PATIENTS  TO 
HEALTH  CARE  WORKERS 

Exposures  to  patients’  blood  and  body 
fluids  fall  into  three  broad  categories  (Table 
1).  All  health  care  workers  are  potentially 
vulnerable  to  each  exposure  category.  Most  of 
the  published  reports  of  HIV  seroconversion 
in  the  health  care  setting  deal  with  health  care 
workers  other  than  physicians.  Still,  surgeons 
are  acknowledged  to  be  at  special  risk,  due  to 
the  frequency  and  magnitude  of  blood  expo- 
sure in  the  operating  room. 

Risks  to  surgeons:  tensions  over  professional 
responsibility 


In  this  issue  of  The  Journal,  Drs.  Hebra, 
Adams,  and  Holley  from  the  Medical 
University  of  South  Carolina  provide  data  on 
HIV-positive  patients  who  underwent  surgical 
procedures  at  two  hospitals  in  Charleston. 
Although  only  two  of  these  patients  under- 
went emergency  surgery  for  trauma,  they  note 
that  the  seroprevalence  of  HIV  is  increasing. 
Hence,  all  patients  undergoing  surgery  should 
be  considered  to  be  HIV-positive. 

Blood  exposure  is  extremely  common 
during  surgery.  By  one  estimate,  surgeons’ 
gloves  are  punctured  during  25%  of  pro- 
cedures, and  10%  of  these  punctures  result  in 
skin  penetration.  In  a recent  prospective 
study,  3.5%  of  operations  resulted  in  puncture 
wounds  or  cuts  to  a surgeon.  Risk  factors  in- 
cluded emergency  operation,  blood  loss 
greater  than  250  ml,  and  operating  room  time 
exceeding  one  hour.4 


TABLE  1 

CATEGORIES  OF  EXPOSURES 
TO  BLOOD  AND  BODY  FLUIDS 

l.  CONTACT  EXPOSURE  TO  INTACT  SKIN  AND 
MUCOUS  MEMBRANES 

Several  anecdotal  reports  document  seroconversion  after 
exposure  of  mucous  membranes  or  intact  skin  to  the 
blood  or  body  fluids  of  HIV-positive  persons.  However, 
prospective  studies  involving  more  than  900  such 
exposures  have  yet  to  document  such  a seroconversion. 
Hence,  the  risk  is  considered  to  be  low. 

II.  NEEDLESTICK  EXPOSURES  (PERCUTANEOUS 
INJURIES) 

Here,  a fresh  wound  created  by  a needle  or  by  some 
other  sharp  object  is  contaminated  by  the  blood  or  body 
fluids  of  an  HIV-positive  person.  Prospective  studies 
involving  more  than  1,000  such  exposures  thus  far 
indicate  a mean  risk  of  seroconversion  of  approximately 
0.4%,  or  about  one  in  every  250  exposures.  The  upper 
95%  confidence  interval  for  this  risk  is  0.9%,  or  about 
one  in  every  110  exposures. 

m.  MASSIVE  EXPOSURES 

Blood  transfusion  from  an  HIV-positive  donor  virtually 
assures  that  infection  and  seroconversion  will  occur.  The 
same  may  be  true  of  freak  accidents  causing  the 
injection  of  blood  into  tissues.  These  usually  occur 
during  the  course  of  a complicated  procedure,  such  as  a 
resuscitation. 
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The  risk  to  a surgeon  will  depend  on  the 
kinds  of  procedures  and  on  the  prevalence  of 
HIV  in  the  population  served.  A nationwide 
study  of  selected  hospitals  indicates  the  range 
of  HIV  seroprevalence  to  be  0.1%  to  7.8%  of 
all  patients;  at  one  of  the  sentinel  hospitals, 
22%  of  all  men  between  ages  25  and  44  were 
positive.5  What  is  the  cumulative  risk  of  a 
surgeon’s  acquiring  HIV  over  the  course  of  a 
career? 

Assume  that  a surgeon  performs  360  oper- 
ative procedures  each  year,  or  some  10,000 
procedures  over  a 30-year  career.  By  one  esti- 
mate, the  surgeon’s  cumulative  risk  of  acquir- 
ing HIV  is  0.1%  if  the  seroprevalence  of  HIV 
in  the  population  served  is  0.1%  (i.e.,  one  in  a 
thousand),  but  rises  to  10%  if  the  sero- 
prevalence of  HIV  is  10%. 6 In  another  study, 
the  cumulative  risk  was  concluded  to  exceed 
6%  for  10%  of  the  surgeons  surveyed.7  One 
may  quarrel  with  the  assumptions,  but  the 
message  is  clear:  the  risk  to  surgeons  (and  to 
other  health  care  workers  involved  in 
invasive  procedures)  must  be  taken  seriously. 

Are  surgeons  morally  obligated  to  perform 
procedures  within  their  realms  of  competence 
on  HIV-positive  patients?  An  adequate  airing 
of  this  issue  far  exceeds  the  scope  of  this 
editorial.  Some  argue  that  our  medical 
heritage  dictates  that  all  of  us  must  perform 
procedures  within  our  competence  irrespec- 
tive of  patients’  HIV-antibody  status.8  How- 
ever, closer  scrutiny  of  medical  history  fails 
to  support  this  assertion.9 

The  issue  has  received  an  ample  airing  at 
San  Francisco  General  Hospital  due  to  that 
institution’s  high  seroprevalence  of  HIV  in- 
fection. Tensions  arose  over  the  issue  of  pro- 
fessional responsibility.  The  chief  of  med- 
icine held  that  physicians  have  the  obligation 
to  provide  care  to  HIV-infected  patients 
within  their  realms  of  competence.  The  chief 
of  surgery  held  that  staff  surgeons  reluctant  to 
perform  elective  procedures  on  these  patients 
could  be  relieved,  to  a large  extent,  of  such 
responsibilities. 

These  positions  reflect  different  frame- 
works for  ethics:  the  categorical  model  (chief 
of  medicine)  versus  the  contractural  model 
(chief  of  surgery).10  Who  is  to  say  which  is 
right?  I feel  strongly  about  one  point:  non- 
surgeons (that  is,  both  physicians  who  do  not 
perform  surgery  and  also  the  public)  should 


not  legislate  to  surgeons  on  these  matters. 
What  matters  are  the  policies  and  perspec- 
tives of  those  who  play  the  game — not  of  the 
spectators.  But  all  of  us  should  encourage 
reasoned  dialogue,  for  we  all  have  a stake  in 
the  conclusions. 


Prophylactic  AZT  (zidovudine;  Retrovir): 
what  should  be  our  current  practice? 

Dr.  Hebra  and  colleagues  allude  briefly  to 
the  use  of  AZT  to  prevent  HIV  infection 
following  exposure.  This  topic  is  highly 
controversial.  Prophylactic  AZT  has  not  been 
shown  to  be  effective,  nor  is  the  long-term 
toxicity  of  AZT  well-defined.  However,  an 
increasingly  widespread  body  of  opinion 
supports  making  AZT  available  in  certain 
circumstances.  We  should  therefore  be  aware 
of  the  rationale  and  limitations  of  this  non- 
FDA-approved  indication  for  AZT.11 

Unfortunately,  AZT  will  not  prevent  HIV 
from  binding  to  and  entering  target  cells,  such 
as  the  helper  (T4  or  CD4)  lymphocyte.  AZT 
inhibits  reverse  transcriptase,  the  enzyme 
enabling  the  virus  to  make  a DNA  copy  of  its 
RNA  genome  and  thus  enter  the  host  cell’s 
chromosome.  Based  on  this  limitation  and 
also  on  lessons  from  animal  models  of  retro- 
viral infection,  we  must  assume  that  AZT 
must  be  given  promptly — almost  immed- 
iately— if  it  is  to  be  truly  effective  and  prevent 
HIV  from  entering  the  host  cell’s  DNA.  It  is 
also  intuitively  apparent  that  we  must 
continue  AZT  for  a relatively  long  time — for 
example,  for  four  to  six  weeks.  However,  the 
optimum  dose  and  duration  of  AZT 
prophylactic  therapy  are  unknown. 

Wholesale  use  of  prophylactic  AZT  should 
be  discouraged.  Such  therapy  clearly  repre- 
sents an  unproven  halfway  technology.  How- 
ever, procedures  for  prompt  institution  of 
prophylactic  AZT  should  be  available  in 
order  to  deal  with  the  problem  of  “massive  ” 
or  “deep”  exposure  of  anyone  to  the  blood  or 
body  fluids  of  a known  HIV-positive  person. 

The  pros  and  cons  of  prophylactic  AZT 
have  been  aired  in  an  official  statement  by  the 
Public  Health  Service.12  At  each  institution, 
the  issues  should  be  discussed  and  guidelines 
formulated.13  My  own  recommendations  are 
summarized  in  Table  2.  At  the  time  of  this 
writing,  various  agencies  and  institutions 
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(including  DHEC  and  MUSC)  are  completing 
formal  policies  on  this  matter.  One  can  expect 
some  variation  from  one  policy  to  the  next. 
However,  there  is  basic  agreement  that  AZT 
must  be  given  as  soon  as  possible — ideally 
within  an  hour.  My  recommendations  take 
into  account  the  theoretical  desirability  of  a 
loading  dose.  Informed  consent  should  be 
obtained.  Pregnancy  should  be  excluded  since 
AZT  readily  crosses  the  placenta.14 

I recommend  a “starter  kit”  of  41  capsules 
(i.e.,  AZT  100  mg  caps,  #41,  sig:  V at  once, 
then  II  q4h  for  three  days).  This  allows  time 
for  the  exposed  person  to  review  exactly  what 
happened,  to  study  the  issues,  to  seek  opin- 
ions, and  to  decide  for  himself/herself  under 
less  urgent  circumstances.  The  duration  of 
treatment  remains  arbitrary.  Both  28-  and  42- 
day  regimens  have  been  proposed  at  major 
institutions.  Follow-up  testing  of  HIV  anti- 
body status  should  be  determined  at  six 
weeks,  three  months,  six  months,  nine 
months,  and  12  months  after  the  exposure. 

Who  will  pay  for  it?  Each  institution 
should  address  this  issue.  The  cost  to  the 
pharmacy  for  the  41 -capsule  starter  kit  is 
about  $50.  A compromise  solution  would  be 
for  hospitals  to  offer  the  starter  kit  as  an 
employee  benefit,  and  then  to  share  the  re- 
maining cost  with  the  exposed  person.  Cost- 
sharing would  discourage  overuse  of  pro- 
phylactic AZT,  which  otherwise  might  occur 
inevitably.  The  cost  issue  should  not  deter 
making  AZT  available  in  settings  where 
exposure  is  likely  to  occur — such  as  emer- 
gency rooms  or  operating  rooms. 

We  will  probably  never  know  the  true 
efficacy  of  prophylactic  post-exposure  AZT 
therapy.  Adequate,  appropriately  controlled 
prospective  studies  now  seem  unlikely. 
Already,  one  failure  has  been  reported.15 
However,  the  benefits  of  AZT  would  out- 
weigh the  risks  if  the  efficacy  were  only  three 
to  eight  percent — provided  the  exposure  is  to 
HIV-positive  blood  and  therapy  is  begun 
promptly. 16 

In  summary,  AZT  is  being  widely  recom- 
mended for  massive  or  deep  exposures  to 
known  HIV-positive  blood  or  body  fluids,  but 
it  must  be  given  promptly  after  the  exposure. 
Therefore,  it  behooves  all  of  us  to  be  familiar 
with  the  issues  and  to  be  prepared  to  act 
promptly. 


TABLE  2 

POST-EXPOSURE  AZT  PROPHYLAXIS: 

ONE  PERSON’S  RECOMMENDATIONS 

I.  DEFINE  THE  SOURCE 

A.  Known  HIV-positive  or  in  high-risk  category: 
Consider  AZT  prophylaxis  depending  on  nature  of 
the  exposure. 

B.  Low-risk  category  or  unknown:  Discourage  AZT 
prophylaxis  in  most  instances. 

II.  DEFINE  THE  EXPOSURE 

A.  Massive  (e.g.,  injection  of  blood  known  or  likely  to 
be  HIV-positive):  Strongly  recommend  AZT. 

B.  Deep  (e.g.,  deep  needlestick  puncture  wound,  defi- 
nitely contaminated  with  blood  likely  to  be  HIV- 
positive): Recommend  AZT. 

C.  Penetrating,  but  not  deep  (e.g.,  superficial  puncture 
wound  or  scratch,  possibly  contaminated  with 
blood  likely  to  be  HIV-positive):  Offer  AZT  but 
advise  that  the  case  for  its  use  is  weak. 

D.  Superficial  (including  all  contact  exposures  with 
the  exception  of  massive  blood  splash  onto  mucous 
membranes):  Discourage  the  use  of  AZT. 

III.  EXCLUDE  PREGNANCY  (RAPID  PREGNANCY 

TEST,  PREGNANCY  IS  A POSSIBILITY) 

IV.  INITIAL  AZT  THERAPY,  WHEN  INDICATED* 

A.  500  mg  of  AZT  stat. 

B.  Draw  baseline  complete  blood  count,  serum 
creatinine,  SGOT,  CPK,  and  HIV  antibody  test. 

C.  Continue  200  mg  of  AZT  every  4 hours  (around  the 
clock)  for  three  days. 

V.  RE-EVALUATE  THE  NEED  FOR  POST-EXPOSURE 

PROPHYLAXIS 

A.  Encourage  perusal  of  relevant  literature. 

B.  Determine  the  HIV  antibody  status  of  the  blood 
source,  if  not  previously  known. 

VI.  ADMINISTER  AZT  FOR  25  ADDITIONAL  DAYS, 

FOR  TOTAL  OF  28  DAYS’  THERAPY* 

A.  Dose:  200  mg  every  4 hours  while  awake  (1000  mg 
daily). 

B.  Monitoring:  Symptoms,  complete  blood  count, 
serum  creatinine  weekly. 

*Some  alternative  dosing  regimens:  200  mg  every  4 hours  for 
28  days  skipping  the  4 AM  dose;  200  mg  every  4 
hours  for  42  days. 


RISKS  OF  HIV-POSITIVE  HEALTH 
CARE  WORKERS  TO  PATIENTS 

Informally,  it  has  been  estimated  that  as 
many  as  5,000  physicians  in  the  United  States 
may  be  HIV-infected.  Should  these  physi- 
cians be  limited  in  their  practice  in  any  way, 
and  do  their  patients  have  a right  to  know? 
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Prior  to  July  27,  1990,  one  could  hold 
these  questions  to  be  mainly  of  theoretical 
interest,  since  transmission  of  HIV  from  a 
health  care  worker  to  a patient  had  not 
occurred.  Now,  it  seems  to  have  happened. 
Seroconversion  was  not  demonstrated  in  the 
dental  patient,  since  a baseline  HIV  antibody 
test  was  not  performed.  However,  the 
circumstances  were  suggestive  and  the  viral 
isolates  from  the  dentist  and  the  patient  were 
quite  similar.  It  seems  best  to  assume  that  it 
can  happen,  and  that  it  did  happen. 

Despite  this  report,  other  data  are  reassur- 
ing. Almost  simultaneously,  an  experience 
was  reported  in  which  a surgeon  with  AIDS 
had  operated  on  2160  patients,  of  whom  1652 
were  contacted  and  616  tested.  Only  one  of 
these  patients  was  HIV-positive,  and  that 
person  was  an  IV  drug  abuser.  It  was  con- 
cluded that  “the  risks  to  patients  operated  on 
by  HIV-infected  surgeons  are  most  likely 
quite  low.”17  Assessing  these  data,  an  editori- 
alist concluded  that  HIV-infected  surgeons 
should  avoid  procedures  that  are  especially 
high-risk,  such  as  oral  surgery,  vaginal  hys- 
terectomy, and  other  procedures  that  require 
blind,  by-feel  manipulation  of  sharp  instru- 
ments.18 Otherwise,  surgery  by  an  HIV-pos- 
itive surgeon  could  be  carried  out  as 
business-as-usual. 

The  issues  include: 

*Does  the  patient’s  right-to-know  the 
potential  risk — however  small  that  risk  may 
be — outweigh  the  surgeon’s  right  to  confi- 
dentiality? 

*Should  all  health  care  workers,  including 
physicians,  be  tested  for  HIV  antibodies? 

*Should  HIV-positive  physicians  be 
actively  discouraged  from  performing  certain 
procedures  and,  if  so,  how  should  their 
activities  be  monitored?  Already,  it  has  been 
noted:  “If  our  profession  does  not  effectively 
grapple  with  such  questions,  they  will  be 
answered  for  us  in  the  courts.”19 

The  physician-patient  interaction  carries 
some  inherent  risks;  it  always  has,  and  it 
always  will.  With  blood-borne  diseases  such 
as  HIV  and  hepatitis  B,  the  risks  to  phy- 
sicians and  other  health  care  workers  far 
exceed  the  risks  to  patients.  Still,  the 
AIDS/HIV  epidemic  poses  unprecedented, 
emotionally  charged  dilemmas  to  which 
organized  medicine  must  respond.  In  Table  3, 


I have  outlined  for  the  sake  of  discussion 
some  possible  agenda  items.  But  the  im- 
portant point  is  this:  we  must  remain  in  dia- 
logue both  with  each  other  and  with  the 
public.  We  must  be  as  rational  as  possible  in  a 
time  of  tremendous  uncertainty. 

— CSB 


TABLE  3 

WHAT  WE  MIGHT  DO:  SOME  PROPOSALS 

1.  Propose  Federal  legislation  to  create  a national  insurance 
policy  on  the  lives  and  careers  of  persons  who  have  been 
convincingly  shown  to  have  acquired  HIV  infection  while 
rendering  medical  care  or  emergency  aid  to  another  person. 

2.  Support  the  funding  not  only  of  vaccine  development 
against  HIV  but  also  of  better  approaches  to  post-exposure 
prophylaxis  (e.g.,  combinations  of  AZT  with  other  agents 
such  as  soluble  CD4  or  monoclonal  antibodies). 

3.  Establish  an  ethical  standard  that  physicians  and  other  health 
care  workers  belonging  to  one  or  another  risk  category  to 
HIV  infection  should  be  tested  for  HIV  antibodies — volun- 
tarily and  confidentially. 

4.  Establish  an  ethical  standard  that  physicians  and  other  health 
care  workers  who  are  HIV-positive  should  seek  consultation 
and  ongoing  follow-up  with  a physician  knowledgeable 
about  HIV  infection,  and  that  such  follow-up  should  include 
advice  about  the  range  of  their  activities. 

5.  Endorse  universal  precautions  as  a standard  of  medical  care. 
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Letter  to  t\)e  Editor 


ERRATUM 

To  the  Editor: 

I am  writing  in  regards  to  an  error  in  an 
article  that  was  recently  published  in  The 
Journal.  This  article  was  co-authored  by  Dr. 
Maire  Hakala  and  myself  and  is  entitled, 
“Calcium  Leucovorin  and  5-Fluorouridine 
Cytotoxicity.”  It  appears  in  volume  86  of  The 
Journal  and  is  contained  within  pages  284  to 
289.  I would  like  to  alter  the  research  site 
from  the  University  of  South  Carolina, 
Columbia,  SC  to  Roswell  Park  Memorial 
Institute,  Buffalo,  NY.  All  reprint  requests 
should  be  sent  to  me  at  the  University  of 
South  Carolina  since  the  co-author,  Dr. 
Hakala,  is  retired. 

Sondra  H.  Berger,  Ph.D. 
Department  of  Basic 
Pharmaceutical  Sciences 
College  of  Pharmacy 
University  of  South  Carolina 
Columbia,  SC  29208 


For  confidential  AIDS 
information  call .... 

S.C.  DHEC  AIDS 
Hotline 

1-800-322- AIDS 
(2437) 

National  AIDS  Hotline 

1-800-342- AIDS 
(2437) 

Palmetto  AIDS  Life 
Support  Services 
(PALSS) 

1 -803-779-PALS 
(7257) 

(NOT  TOLL-FREE) 
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On  tl;e  Cover 


ARMAMENTARIUM  CHIRURGICUM 

Our  cover  this  month  features  a page 
from  the  American  Armamentarium 
Chirurgicum,  a surgical  supply  catalog 
from  George  Tiemann  and  Company, 
published  in  1889.  George  Tiemann 
(1793-1868),  a German  cutler,  emigrated 
to  New  York  in  1826,  and  soon  thereafter 
opened  his  shop  in  lower  Manhattan.  His 
proximity  to  the  growing  medical  com- 
munity (New  York  Hospital,  the  College 
of  Physicians  and  Surgeons  [later  to 
become  the  Medical  Department  of 
Columbia  University],  and  the  Medical 
Department  of  the  University  of  New 
York  were  all  within  walking  distance) 
almost  surely  provided  the  impetus  for 
the  change  from  cutlery  to  surgical  instru- 
ments. With  the  discovery  of  anesthesia 
in  the  1840s  and  hemostasis  and  antisep- 
sis in  the  1860s,  surgery  had  become 
increasingly  invasive.  This,  added  to  the 
rise  in  specialization  in  the  1820s,  called 
for  better  and  more  highly  specialized 
instruments.  This  demand  was  met 


through  the  cooperation  of  surgeon  and 
instrument  maker.  Prominent  surgeons  of 
the  day  had  their  “personal”  instrument 
makers  who  were  often  present  in  surgery 
so  that  they  could  better  design  instru- 
ments for  specific  procedures.  Although  it 
was  considered  unethical  for  physicians 
to  patent  any  new  or  innovative  designs, 
this  did  not  hold  true  for  instrument  mak- 
ers, and  George  Tiemann  held  several 
patents  on  his  instruments. 

The  Armamentarium  is  considered  the 
apex  of  surgical  supply  catalogues  both 
for  its  almost  complete  selection  of  in- 
struments available  at  the  time  and  for  the 
innovative  format.  Tiemann  used  excerpts 
from  published  works  on  surgery  to  de- 
scribe and  explain  the  uses  of  the  instru- 
ments found  in  the  catalogue.  The  Arma- 
mentarium was  republished  in  facsimile 
in  1989,  and  is  now  available  to  collectors 
and  medical  historians. 

Betty  Newsom 

The  Waring  Historical  Library 
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COCAINE  IN  PREGNANCY: 
CONFRONTING  THE  PROBLEM* 


EDGAR  O.  HORGER,  III,  M.D.** 
SHIRLEY  B.  BROWN,  R.N.,  M.N. 
CHARLES  MOLONY  CONDON 


Cocaine  has  become  more  popular  than  every 
recreational  drug  but  alcohol.'  This  popularity 
has  spread  through  all  groups,  including  the 
obstetric  population,  and  it  is  estimated  that 
10%  or  more  of  all  infants  have  been  exposed 
to  cocaine  in  utero.2  The  use  of  cocaine  now 
crosses  all  racial,  ethnic,  and  socioeconomic 
bounds.  A recent  study  conducted  by  the  Na- 
tional Association  for  Perinatal  Addiction  Re- 
search and  Education  (NAPARE)  found  similar 
rates  of  drug  use  when  comparing  patients 
from  public  clinics  with  those  from  the  pri- 
vate sector  and  when  black  women  were 
compared  with  white  women.3 

The  extent  of  cocaine  use  in  South  Caroli- 
na is  unknown  but  appears  to  have  increased 
significantly  in  recent  years.  The  South  Car- 
olina Commission  on  Alcohol  and  Drug 
Abuse  reported  a greater  than  seven-fold  rise 
in  the  percentage  of  all  drug  arrests  related  to 
cocaine  between  1980  and  1988  and  a greater 
than  22-fold  rise  in  the  percentage  of  drug-re- 
lated hospitalizations  due  to  cocaine.4  A study 


* From  the  Departments  of  Obstetrics  and  Gynecology 
(Dr.  Horger)  and  Pediatrics  (Ms.  Brown),  Medical 
University  of  South  Carolina,  Charleston,  S.  C.,  and 
the  Ninth  Judicial  Circuit,  State  of  South  Carolina 
(Mr.  Condon). 

**  Address  correspondence  to  Dr.  Horger  at  the  Depart- 
ment of  Obstetrics  and  Gynecology,  Two  Richland 
Medical  Park,  Columbia,  S.  C.  29203. 


has  been  proposed  by  the  South  Carolina  De- 
partment of  Health  and  Environmental  Con- 
trol (DHEC)  to  determine  the  frequency  of 
drug  use  among  pregnant  women  in  South 
Carolina. 

Deleterious  effects  of  cocaine  on  pregnan- 
cy and  the  infant  are  well  documented.510 
General  health  problems  include  malnutri- 
tion, anemia,  hepatitis,  AIDS,  and  other  sexu- 
ally transmitted  diseases.  Spontaneous  abor- 
tion rates  are  increased  2>/2  to  3-fold  and 
reach  38-46%  in  some  series.5  The  incidence 
of  preterm  labor  and  delivery  is  increased  in 
every  report.  The  rate  of  intrauterine  fetal 
growth  retardation  is  2 to  4-fold  higher  in  co- 
caine pregnancies.6-710  Abruptio  placentae 
poses  an  extreme  problem  in  cocaine  abusers. 
While  the  incidence  of  abruptio  placentae  is 
less  than  1%  in  the  general  obstetric  popula- 
tion, this  rate  may  reach  15%  in  cocaine 
abusers."  These  placental  abruptions  com- 
monly lead  to  stillbirth.  It  must  be  empha- 
sized that  any  of  these  problems  of  pregnancy 
wastage — abortion,  preterm  labor,  abruptio 
placentae,  or  fetal  death — may  occur  immedi- 
ately after  a single  use  of  cocaine. 

Neonatal  problems  resulting  from  mater- 
nal cocaine  are  somewhat  less  well  defined. 
Increased  rates  of  anomalies  of  the  genitouri- 
nary tract12  and  heart9  have  been  reported. 
Many  neonates  will  show  withdrawal  symp- 
toms and  poor  feeding.5  Abnormal  electroen- 
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cephalograms  and  perinatal  cerebral  infarc- 
tion have  been  seen.13  Many  studies  have  doc- 
umented disordered  neurobehavioral  develop- 
ment.5 Sudden  infant  death  syndrome  has  oc- 
curred far  more  commonly  in  infants  of  co- 
caine-abusing mothers.1 

MEDICAL  UNIVERSITY  HOSPITAL 
EXPERIENCE 

An  increasing  incidence  of  perinatal  outcome 
parameters  suggesting  maternal  cocaine 
abuse  was  recognized  at  the  Medical  Univer- 
sity Hospital  in  1988.  Urine  drug  screens 
(UDS)  were  done  beginning  October  1,  1988 
in  pregnancies  whose  clinical  manifestations 
suggested  cocaine.  The  great  majority  of 
these  early  drug  screens  were  ordered  be- 
cause of  the  very  poor  perinatal  outcomes  of 
abruptio  placentae  or  intrauterine  fetal  death 
although  an  occasional  test  was  done  to  in- 
vestigate preterm  labor  or  previously  known 
drug  or  alcohol  abuse.  Beginning  April  1, 
1989  a protocol  was  adopted  requiring  UDS 
for  any  of  six  clinical  indicators: 

1.  No  prenatal  care 

2.  Abruptio  placentae 

3.  Intrauterine  fetal  death 

4.  Preterm  labor 

5.  Intrauterine  growth  retardation 

6.  Previously  known  drug  or  alcohol 
abuse 

Figure  1 shows  the  rising  incidence  of 
positive  cocaine  tests  during  the  first  12 
months  of  this  investigation  during  which 
UDS  positive  for  cocaine  was  found  in  119 
cases. 

The  great  majority  of  the  patients  with 
positive  UDS  delivered  at  a time  proximate  to 
the  urine  collection.  Only  15  patients  contin- 
ued pregnant  subsequent  to  a positive  UDS. 
Each  of  these  patients  was  counseled  thor- 
oughly by  the  Obstetric  Case  Manager  (SBB) 
and  by  a hospital  social  worker  regarding  co- 
caine risks  to  the  pregnancy;  most  were  coun- 
seled also  by  the  obstetrician.  Follow-up  care 
through  the  Charleston  County  Substance 
Abuse  Clinic  was  urged  for  every  case  identi- 
fied. Each  of  the  15  undelivered  patients  had 
appropriate  appointments  arranged  for  an- 
tepartum care  and  Substance  Abuse  Clinic. 
Only  one  of  these  patients  kept  one  appoint- 
ment to  the  Prenatal  Clinic,  and  no  patient 


MATERNAL  COCAINE 


1988  1989  1990 


FIGURE  1.  Incidence  of  urine  drug  screens  positive 
for  cocaine  in  obstetric  patients  prior  to  and  after 
initiation  of  screening  protocol. 

kept  her  appointment  to  the  Substance  Abuse 
Clinic.  Each  of  these  patients  was  seen  next 
when  she  returned  to  the  Medical  University 
Hospital  in  preterm  labor  once  again;  each 
once  again  had  urine  positive  for  cocaine. 

Every  patient  who  had  already  delivered 
was  counseled  by  the  Obstetric  Case  Manager 
and  by  a hospital  social  worker  regarding  the 
risks  to  personal  health  of  continued  cocaine 
abuse.  Each  of  the  delivered  patients  refused 
appointment  to  Substance  Abuse  Clinic.  Re- 
ferral was  made  to  the  Department  of  Social 
Services  Child  Protective  Services  in  every 
case. 

PROSPECTIVE  MANAGEMENT 
PROTOCOL 

Because  of  the  apparent  increasing  frequency 
of  cocaine  abuse  and  the  unsuccessful  results 
of  our  counselling,  in  October  1989  the  ob- 
stetric service  of  the  Medical  University  Hos- 
pital adopted  a protocol  of  management  with 
the  cooperation  of  the  Solicitor  of  the  Ninth 
Judicial  Circuit  and  the  City  of  Charleston 
Police  Department.  This  protocol  was  de- 
signed to  further  our  efforts  to  educate  the  ob- 
stetric population  regarding  the  hazards  of  co- 
caine. At  the  first  prenatal  visit  or  initial  hos- 
pitalization, each  patient  is  to  view  a video- 
tape regarding  harmful  effects  of  cocaine,  al- 
cohol, tobacco,  and  other  drugs.  A written 
statement  is  presented  regarding  the  harmful 
effects  of  illegal  drugs,  the  availability  of 
counselling  and  treatment  for  drug  abuse,  and 
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the  possible  need  for  legal  action  to  protect 
the  unborn  child.  A statement  then  is  signed 
by  each  patient  attesting  that  she  has  received 
such  counselling. 

Indications  for  UDS  were  expanded.  UDS 
was  performed  for  each  of  the  following  risk 
factors: 

1 . No  prenatal  care 

2.  Late  prenatal  care  (registration  after  24 
weeks’  gestation) 

3.  Incomplete  prenatal  care  (non-compli- 
ance) 

4.  Abruptio  placentae 

5.  Intrauterine  fetal  death 

6.  Preterm  labor  (of  no  obvious  cause) 

7.  Intrauterine  growth  retardation  (of  no 
obvious  cause) 

8.  Known  alcohol  or  drug  abuse 

9.  Congenital  anomalies 

If  a positive  drug  screen  is  identified  dur- 
ing pregnancy,  regardless  of  whether  or  not 
previous  counselling  has  occurred,  the  video- 
tape is  viewed,  the  written  statement  present- 
ed, and  the  patient  attestation  completed.  The 
Obstetric  Case  Manager  is  notified  of  every 
positive  UDS.  She  counsels  the  pregnant 
woman  about  risks  of  cocaine  to  both  her  and 
her  fetus  and  coordinates  further  counselling 
and  appointments.  Appointments  are  ar- 
ranged for  Substance  Abuse  Clinic  and  prena- 
tal care.  The  patient  is  presented  with  a writ- 
ten statement  from  the  Solicitor  stressing  the 
opportunity  for  rehabilitation  by  follow-up 
care  and  the  likelihood  of  arrest  and  prosecu- 
tion if  the  appointments  for  care  are  broken  or 
continued  drug  use  is  identified.  These  pa- 
tients are  advised  that  they  will  be  subject  to 
random  drug  testing  through  the  remainder  of 
pregnancy.  If  any  appointment  to  Substance 
Abuse  Clinic  or  prenatal  clinic  is  not  kept  or 
if  any  repeat  UDS  is  positive,  the  City  of 


Charleston  Police  Department  is  notified,  and 
the  patient  is  arrested  and  charged  with  pos- 
session of  the  illegal  drug  under  S.  C.  Code 
44-53-370. 

Any  patient  whose  UDS  is  positive  at  the 
time  of  delivery  or  whose  infant’s  drug  tests 
are  positive  is  given  written  statements  of  the 
harmful  effects  of  drug  abuse  from  the  view- 
point of  both  obstetrics  and  neonatology.  A 
referral  is  made  to  the  Department  of  Social 
Services  (DSS)  for  investigation  regarding 
the  home  situation  and  the  best  interests  of 
child  custody.  Arrangements  are  made  for  the 
patient  to  receive  substance  abuse  coun- 
selling. A letter  from  the  Office  of  the  Solici- 
tor also  is  presented  in  which  it  is  emphasized 
that  the  patient  is  being  provided  the  opportu- 
nity for  rehabilitation  which  will  circumvent 
arrest.  It  is  further  emphasized  that  failure  to 
complete  substance  abuse  counselling,  failure 
to  cooperate  with  DSS,  or  any  further  positive 
UDS  will  result  in  arrest  and  prosecution. 

A conference  is  held  monthly  for  review 
of  the  protocol  and  each  identified  case  of 
drug  abuse.  This  conference  includes  the  Ob- 
stetric Case  Manager,  hospital  social  workers, 
obstetricians,  pediatricians,  and  representa- 
tives of  the  Office  of  the  Solicitor,  the 
Charleston  County  Substance  Abuse  Clinic, 
DSS,  and  DHEC. 

PROTOCOL  RESULTS 

The  incidence  of  positive  tests  for  cocaine  is 
shown  in  Figure  1.  A marked  rise  was  noted 
in  the  frequency  of  positive  tests  in  the  12 
months  prior  to  initiation  of  the  management 
protocol.  One  hundred  nineteen  patients  had 
UDS  positive  for  cocaine,  and  these  patients 
were  more  likely  to  have  inadequate  prenatal 
care  and  preterm  delivery  (Table  1).  Twenty- 
five  percent  of  these  patients  received  no  pre- 


TABLE  1 

Adequacy  of  Prenatal  Care,  Timing  of  Delivery,  Incidence  of  Positive  UDS  at  Delivery,  and 
Perinatal  Death  Rate  in  Cocaine-Positive  Pregnancies  and  General  Obstetric  Population 


cocaine-positive 

controls 

n 

% 

n 

% 

P 

No  prenatal  care 

30/119 

25.2 

71/3708 

1.9 

<0.001 

Inadequate  prenatal  care 

27/89 

30.3 

772/3637 

21.2 

<0.05 

UDS  positive  at  delivery/abortion 

68/119 

57.1 

— 

— 

Abortion  at  <20  weeks 

10/119 

8.4 

— 

— 

— 

Delivery  at  <36  weeks 

19/109 

17.4 

411/3708 

11.1 

<0.05 

Perinatal  death 

2/109 

1.7 

67/3708 

1.8 

NS 
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natal  care  prior  to  delivery  or  spontaneous 
abortion,  and  30%  of  the  remaining  89  pa- 
tients had  inadequate  care,  according  to  Ress- 
ner’s index.14  The  rate  of  no  prenatal  care  or 
inadequate  care  in  the  general  obstetric  popu- 
lation at  the  Medical  University  Hospital  was 
23.1%  in  1989.  UDS  was  positive  at  the  time 
of  delivery  or  abortion  in  57%.  Preterm  deliv- 
ery occurred  in  17.4%  of  these  patients;  the 
preterm  delivery  rate  in  the  general  obstetric 
population  was  11.1%.  There  were  only  two 
perinatal  deaths  in  the  group.  One  fetus  died 
in  utero  at  30  weeks’  gestation,  and  a 630 
gram  infant  died  shortly  after  birth  at  23 
weeks’  gestation. 

The  number  of  positive  UDS  has  dimin- 
ished markedly  since  initiation  of  the  man- 
agement protocol  in  October  1989  despite 
careful  attention  to  ordering  UDS  when  any 
of  the  clinical  indicators  is  present.  However, 
recognition  of  repeat  cocaine  abusers  has  sur- 
faced. Three  of  the  12  patients  with  positive 
UDS  during  the  last  four  months  of  study  also 
had  positive  UDS  during  pregnancy  in  1988. 
One  of  these  had  delivered  a very  premature 
infant  in  1988  and  had  complete  abruptio  pla- 
centae and  fetal  death  at  term  in  1990;  UDS 
was  positive  for  cocaine  at  the  time  of  each 
delivery. 

During  the  first  three  months  of  this  pro- 
gram, positive  UDS  at  the  time  of  delivery  re- 
sulted in  arrest  immediately  after  medical  re- 
lease. Criminal  charges  in  these  cases  includ- 
ed possession  of  the  illegal  drug  (S.  C.  Code 
44-53-370)  and  distribution  to  a minor  (S.  C. 
Code  44-53-440).  Ten  arrests  were  made 
from  October  1 through  December  31,  1989. 
Two  arrests  were  made  prior  to  delivery,  and 
eight  women  were  arrested  after  delivery.  The 
policy  was  modified  in  January  1990  to  allow 
avoidance  of  arrest  by  successful  completion 
of  counselling,  and  there  have  been  no  subse- 
quent arrests. 

COMMENT 

Although  the  marked  decrease  in  positive  ma- 
ternal cocaine  tests  must  be  due,  at  least  in 
part,  to  this  medico-legal  protocol,  other  sys- 
tems may  be  similarly  responsible.  Media  ef- 
forts at  public  education  may  play  a role  in 
reducing  cocaine  use.  Law  enforcement  ef- 


TABLE  2 

Delivery  Rates  at  the  Medical  University  Hospital 


Deliveries,  Jan. -Apr. 

1988 

1168 

1989 

1154 

1990 

1216 

forts  may  have  achieved  some  reduction  in 
the  availability  of  cocaine  in  our  area. 

Critics  of  our  protocol  point  out  that  the 
threat  of  legal  problems  may  drive  obstetric 
patients  away  from  health  care.  Table  2 com- 
pares delivery  rates  at  the  Medical  University 
Hospital  during  the  first  four  months  of  each 
of  the  last  three  years.  Delivery  rates  have  re- 
mained relatively  constant.  The  Medical  Uni- 
versity Hospital  remains  the  only  facility 
within  at  least  a 50  mile  radius  which  offers 
obstetric  care  for  indigent  and  Medicaid- 
sponsored  patients.  Consequently,  it  is  very 
unlikely  that  these  patients  could  have  deliv- 
ered in  neighboring  facilities. 

The  possibility  of  home  births  also  was 
considered.  According  to  data  provided  by 
the  Division  of  Biostatistics,  Office  of  Vital 
Records  and  Public  Health  Statistics,  DHEC, 
there  were  45  out-of-hospital  births  in  1988 
and  44  in  1989  occurring  in  Charleston,  Dor- 
chester, and  Berkeley  Counties,  combined. 

Each  of  the  prenatal  or  delivered  patients 
who  has  entered  the  substance  abuse  counsel- 
ing program  has  completed  the  program.  Al- 
though random  drug  screens  have  been  done 
in  these  patients,  none  have  again  been  posi- 
tive. 

This  policy  was  not  designed  as  a punitive 
measure,  but  it  was  felt  necessary  to  add 
some  teeth  to  our  counselling  efforts.  The 
threat  of  exposure  and  arrest  does  appear  to 
be  a deterrent  to  cocaine  use.  Nonetheless,  it 
must  be  emphasized  strongly  that  the  pro- 
gram goal  has  been  fetal  protection,  not  ma- 
ternal prosecution. 

The  current  data  show  that  an  aggressive 
approach  to  combatting  the  rising  problem  of 
cocaine  in  pregnancy  may  have  merit.  The 
frequency  of  UDS  positive  for  cocaine  has 
decreased  dramatically  during  the  seven 
months  since  initiating  a testing  and  manage- 
ment protocol  through  the  joint  cooperation 


530 


The  Journal  of  the  South  Carolina  Medical  Association 


COCAINE  IN  PREGNANCY 


of  the  Medical  University  Hospital,  the  Solic- 
itor of  the  Ninth  Judicial  Circuit,  and  the  City 
of  Charleston  Police  Department.  The  role  of 
this  program  in  improving  perinatal  outcome 
will  be  reported  after  12  months'  data  collec- 
tion. This  preliminary  report  is  offered  to  sup- 
port a combined  medical/legal  approach  to 
the  cocaine  problem.  □ 
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COCAINE  USE  AND  EFFECT: 

A MAJOR  PERINATAL  RISK  FACTOR 
IN  THE  NINETEEN  NINETIES 

SAMI  B.  ELHASSANI,  M.D.* 


“For  me,  ” said  Sherlock  Holmes,  “there  still  remains  the  cocaine  bottle.  ” 

— Sir  Arthur  Conan  Doyle  (1859-1930) 

The  sign  of  four,  “the  strange  story  of  Jonathan  Small.” 

— Since  1985,  the  rate  of  admissions  to  our  neonatal  intensive  care  unit  has  risen  from  14  per- 
cent of  live  births  to  22  percent — more  than  three  times  the  national  average.  A lot  of  this  is 
due  to  crack.  . . . The  system  is  so  overloaded  that  we  can ’t  handle  the  babies  we  are  getting 
anymore. 


— From  Bateman  DA.  Harlem  Hospital,  New 
19,  1989. 

In  the  United  States,  cocaine  is  one  of  the 
most  common  and  certainly  the  most  danger- 
ous illicit  drug  in  use  today,  with  important 
economic  and  health  care  implications  in  so- 
ciety. Because  perinatal  cocaine-related  disor- 
ders constitute  particularly  large,  diverse,  and 
devastating  effects  on  pregnant  women,  their 
fetuses  and  neonates  (Fig.  1),  this  article  has 
been  written  as  an  attempt  to  review  the  dif- 
ferent pharmacological,  toxicological,  epi- 
demiological and  clinical  aspects  of  perinatal 
cocaine  use. 

Cocaine  is  an  alkaloid  prepared  from  the 
leaves  of  the  coca  bush  (Erythroxylon  coca), 
indigenous  to  Peru  and  Bolivia,  where  the 
leaves  have  been  used  for  centuries  by  the  na- 
tives to  increase  endurance  and  promote  a 
sense  of  well-being.  Its  earliest  known  use  is 
dated  to  600  A.D.1  Coca  leaves  were  used  for 
the  first  time  as  a medicinal  substance  in 
1596  by  a Spanish  physician.  In  1855,  co- 
caine was  isolated  from  coca  leaves,  but  it 
was  not  until  1884  that  Freud  described  its  ef- 
fects on  the  human  body.  The  dramatic  up- 
surge in  the  use  of  cocaine  by  young  affluent 
adults  and  young  urban  professionals  oc- 
curred in  the  mid-1970s  and  by  1980,  cocaine 
was  the  favorite  drug  of  the  middle  class.  By 
the  mid-1980s,  all  socioeconomic  classes, 


*751  North  Church  Street,  Spartanburg,  S.  C.  29303. 


York  City,  quoted  in  the  The  New  York  Times,  Feb. 


FIGURE  1.  The  many  tentacles  of  “perinatal  co- 
caine” showing  the  risks  involved  with  cocaine  use 
during  pregnancy. 

races,  ages,  and  sexes  were  using  cocaine  in 
ever-increasing  numbers.  As  we  enter  the 
1990s,  cocaine  is  considered  and  projected  to 
be  one  of  America’s  leading  street  drugs. 
Table  1 depicts  the  history  of  cocaine  use. 

BASIC  CHEMISTRY,  PHARMACOLOGY, 
AND  METABOLISM 

Cocaine’s  principle  ingredient  is  benzoyl- 
methylecgonine,  an  ester  of  benzoic  acid  and 
a nitrogen-containing  base.  The  two  forms  of 
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TABLE  1 

March  of  Cocaine  Use 

Year 

History  of  cocaine  use 

600  A.D. 

Coca  leaves  found  in  the  tombs  of  Indian 
mummies 

1596 

First  reported  medicinal  use  of  coca 
leaves  by  a Spanish  physician 

1855 

Cocaine  isolated  from  coca  leaves 

1884 

Freud  described  the  effect  of  cocaine  in 
humans 

1914 

Cocaine  included  in  the  Harrison  act 
which  regulated  use  of  potentially  ad- 
dicting drugs 

Mid  1970s 

Dramatic  upsurge  in  the  use  of  cocaine 
by  young  affluent  adults  and  young 
urban  professionals 

1980 

Cocaine  is  the  favorite  drug  of  the  mid- 
dle class 

Mid  1980s 

All  socioeconomic  classes,  races,  ages, 
and  sexes  using  cocaine  in  ever  increas- 
ing numbers 

Late  1990s 

Cocaine  is  one  of  America's  leading 
street  drugs 

cocaine  in  use  in  the  U.  S.  today  are  cocaine 
hydrochloride — the  usual  street  preparation, 
and  the  pure  alkaloid  base  (crack)  prepared 
by  adding  alkali,  such  as  sodium  bicarbonate 
to  cocaine  HCL. 

The  drug  enters  the  body  of  a human  by 
any  one  or  a combination  of  the  following 
routes; 

1 . Intranasally  (“snorting”) 

2.  Intravenous,  intramuscular,  or  subcuta- 
neous 

3.  Orally,  sublingually,  or  rectally 

4.  Respiratory  tract  through  smoking 

5.  Placenta  to  the  fetus 

The  absorption  efficiency  through  all  five 
routes  is  high.  Moreover,  the  half-life  of  dis- 
appearance is  approximately  90  minutes  and 
is  independent  of  the  route  of  administration.2 
The  degree  of  toxicity  of  cocaine  is  affected 
by  such  factors  as  purity  of  the  drug  (concen- 
tration), variation  in  distribution,  metabolism, 
and  excretion.  By  a process  of  simple  diffu- 
sion, cocaine  is  readily  transferred  across  the 
placenta.  Enhancing  the  transfer  are  the  high 
water  and  lipid  solubility,  low  molecular 
weight,  and  low  ionization  at  physiologic 
pH. 2 In  addition,  the  lower  fetal  pH  favors 
higher  concentrations  of  cocaine  in  the  fetal 
circulation.4 


Because  of  its  ability  to  block  the  initia- 
tion and  conduction  of  the  nerve  impulse  fol- 
lowing local  application,  cocaine  has  been 
used  as  a local  anesthetic.  The  systemic  ef- 
fects of  cocaine  are  due  to  the  blocking  of  the 
presynaptic  reuptake  of  dopamine,  norepi- 
nephrine and  serotonin.  After  absorption,  co- 
caine is  metabolized  by  plasma  and  liver 
cholinesterases  to  water-soluble  compounds 
that  are  excreted  in  the  urine.5 

EPIDEMIOLOGY  AND  CLINICAL 
MANIFESTATIONS 

About  11%  of  all  American  infants — about 
375.000 — are  bom  each  year  suffering  from 
the  effects  of  cocaine  (From  American  Medi- 
cal News,  Oct.  6.  1989).  Moreover,  the 
widespread  use  of  cocaine  during  pregnancy 
is  also  associated  with  widespread  use  of 
other  drugs.  In  a study  done  in  one  inner-city 
hospital,  Osterloh  and  Lee6  reported  cocaine 
as  the  most  common  drug  detectable  in  the 
peripartum  period,  therefore,  they  recom- 
mended urine  drug  screening  be  done  on  both 
mothers  and  newborns  to  confirm  the  suspi- 
cion of  drug  effect  or  withdrawal  in  the  new- 
born. In  addition,  several  routes  of  neonatal 
exposure  to  cocaine  have  been  reported  re- 
cently, including  via  breast  milk  from  addict- 
ed lactating  mothers,-  by  passive  inhalation  of 
freebase  “crack"  used  by  their  adult  caretak- 
ers,8 and  from  direct  ingestion  of  cocaine  used 
as  a topical  anesthetic  for  nipple  soreness.9 

The  typical  signs  in  cocaine-affected  in- 
fants present  little  difficulty  for  diagnosis. 
Thus,  a neonate  with  a positive  maternal  his- 
tory' for  drug  addiction  presenting  with  a dis- 
ordered neurobehavioral  function,  prematuri- 
ty or  symmetrical  intrauterine  growth  retarda- 
tion with  or  without  microcephaly,  will  usual- 
ly be  easily  diagnosed  as  suffering  from  co- 
caine adverse  effects.  The  lack  of  recognition 
of  "neonatal  cocaine  effect"  can  be  due  to  (1) 
atypical  presentation.  (2)  typical  presentation 
but  the  diagnosis  not  made  because  of  lack  of 
lab  evidence,  and  (3)  signs  of  cocaine  effect 
associated  with  signs  of  other  neonatal  dis- 
eases. Cocaine  use  by  pregnant  women  sig- 
nificantly reduces  weight  of  the  fetus,  in- 
creases the  stillbirth  rate  related  to  abruptio 
placenta,  and  is  associated  with  a higher  mal- 
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formation  rate.10  Cocaine  exposure  has  been 
associated  with  transient  systemic  hyperten- 
sion, bowel  ischemia,  and  cerebral  infarction 
in  the  neonate."  12  In  addition,  intrauterine  ex- 
posure to  the  drug  decreases  cardiac  output 
and  stroke  volume  and  increases  mean  arteri- 
al blood  pressure  in  the  newborn.13 

TERATOGENICITY 

There  is  overwhelming  evidence  in  experi- 
mental animals  and  in  pregnant  women  that 
cocaine  can  pass  through  the  placenta  and  is 
teratogenic  to  the  developing  fetus.  The  pre- 
dominant malformations  and  abnormal  neu- 
robehavioral  findings  in  prenatally  exposed 
human  fetuses  to  cocaine  are  microcephaly, 
growth  retardation,14- 15  genitourinary  tract 
anomalies16  (Fig.  2),  irritability,  tremulous- 
ness and  deficiency  in  the  ability  to  interact 
with  others.  Of  particular  note  is  the  in- 
creased risk  of  growth  retardation,  micro- 
cephaly, prematurity  and  meconium  staining 
in  amniotic  fluid.17 

A possible  explanation  for  the  fetal  in- 
trauterine growth  retardation  is  provided  from 
data  in  experimental  studies  on  animal  mod- 
els showing  a reduction  in  uterine  blood  flow 
associated  with  cocaine  administration,  thus 
altering  fetal  oxygenation  by  impairing  oxy- 
gen transfer  to  the  fetus.18 

LABORATORY  EVALUATION 

The  methods  used  to  detect  cocaine  and  co- 
caine metabolites  in  urine  include  thin  layer 
chromatography,  gas  chromatography  mass 
spectroscopy,  radioimmunoassay19  and  en- 
zyme-multiplied immunoassay  technique 
(EMIT).20  While  gas  chromatography  mass 
spectroscopy  is  the  most  reliable  in  detecting 
cocaine  up  to  seven  days  of  intake,  radioim- 


FIGURE  2.  Prune-belly  syndrome  with  major  geni- 
to-urinary  tract  anomalies. 


munoassay  is  the  most  sensitive  method  and 
can  detect  benzoylecogonine  urine  concentra- 
tions of  2 to  20  ng/ml  for  four  to  five  days 
after  cocaine  use.21  The  EMIT  method  is  less 
sensitive  than  radioimmunoassay  and  can  de- 
tect concentrations  of  300-1000  ng/ml  for  up 
to  three  days2'  followed  by  thin  layer  chro- 
matography technique  considered  to  be  the 
least  sensitive  of  the  screening  methods  for 
cocaine  because  it  often  fails  to  detect  small 
quantities  of  the  drug.  In  addition  to  blood 
and  urine,  cocaine  metabolites  have  been  de- 
tected in  meconium22  and  hair.23 
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...there  may  be  bronchitis 


‘Recent  research 
has  delineated 
early,  more  subtle 
changes  In  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 
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for  today’s  patients 


For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  information. 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A ^-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
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CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

« Discontinue  Cecior  m the  event  of  allergic  reactions  to  it. 

* Prolonged  use  may  result  in  overgrowth  of  non- 
susceptibfe  organisms. 

* Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

* Cecior  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made, 

* Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

* Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Cecior  penetrates  mother’s  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickness-lrke  reactions  have  been  reported 
with  the  use  of  Cecior.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthratgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Cecior.  Such  reactions  have  been 
reported  more  frequently  in  children  than  hi  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Sips  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Cecior 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  tor  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 
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A MODIFICATION  OF  THE  PEG  TECHNIQUE* 


JOE  T.  WILLS,  M.D. 
EUTA  M.  COLVIN,  M.D. 


Percutaneous  endoscopic  gastrostomy  (PEG) 
has  been  well  covered  in  the  literature.  The 
Ponsky  and  Russell  technique  have  proven 
successful  for  many  years;  however,  modifi- 
cations of  these  procedures  have  been  crop- 
ping up  in  the  literature.  This  paper  is  pre- 
sented as  a modification  of  the  previously  de- 
scribed techniques  which  is  especially  useful 
for  the  moderately  to  severely  obese  patient. 

Performing  a PEG  on  thin  patients  is 
rarely  complicated.  However,  the  patient  with 
a thick  abdominal  wall  or  with  loose  abdomi- 
nal wall  skin  due  to  rapid  weight  loss  can  pre- 
sent problems  for  the  operating  team.  The 
main  problem  encountered  is  that  of  cannulat- 
ing  the  lumen  of  the  stomach  because  the 
needle  won’t  penetrate  the  stomach  wall  or 
the  catheter  is  not  long  enough  to  traverse  a 
thick  abdominal  wall  and  the  stomach  wall. 
Due  to  these  technical  difficulties  we  have 
begun  using  a very  simple  but  effective 
method  that  decreases  operative  time  as  well 
as  the  operating  team’s  frustration. 

The  procedure  is  performed  with  adequate 
sedation  and  then  the  endoscope  is  passed 
with  the  stomach  being  insufflated.  An  assis- 
tant on  the  right  side  of  the  table  places  man- 
ual pressure  on  the  right  side  of  the  abdomi- 
nal wall  so  that  the  stomach  is  forced  against 
the  left  upper  quadrant  and  the  thickness  of 
the  abdominal  wall  is  lessened  due  to  com- 


*From the  Department  of  Surgery,  Spartanburg 
Regional  Medical  Center,  101  East  Wood  Street, 
Spartanburg,  S.  C.  29303. 


pression.  An  appropriate  point  for  puncture  is 
selected  with  the  lumen  being  cannulated. 
The  nylon  suture  is  then  placed  and  brought 
through  the  mouth  in  standard  fashion.  The 
gastrostomy  tube  is  placed  and  sutured. 

PEG  has  been  proven  to  be  a safe  and  ef- 
fective method  for  placing  gastrostomy  tubes. 
As  with  any  procedure,  there  are  certain  mod- 
ifications that  are  helpful  in  improving  the 
technique.  We  have  used  the  above  described 
method  for  the  past  six  months  in  our  institu- 
tion and  have  found  it  to  be  useful  in  decreas- 
ing operative  time  as  well  as  decreasing  frus- 
tration on  the  operating  team’s  part.  □ 
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NEWSLETTER 


OCTOBER  1990 


HIGHLIGHTS  OF  SEPTEMBER  21.  22  BOARD  OF  TRUSTEES  MEETING 

President  John  W.  Simmons,  MD,  reported  that  he  would  serve  on  a 
committee  which  will  seek  to  coordinate  a consensus  of  the 
Leatherman,  Saleeby,  SCMA  and  SCHA  recommendations  for  the  future 
of  South  Carolina  health  care. 

The  board  heard  a report  from  representatives  of  McManis  & 
Associates  on  the  1990  survey  conducted  to  evaluate  the  progress 
of  the  SCMA  since  its  reorganization  several  years  ago.  The 
board  and  executive  committee  are  presently  considering  the 
actions  SCMA  should  take  in  response  to  this  evaluation, 
including  the  appointment  of  a Healthcare  2000  Implementation 
Committee,  terms  of  AMA  delegates  and  SCMA  trustees  and  public 
relations  activities. 

Speaker  of  the  House  O.  Marion  Burton,  MD,  updated  board  members 
on  plans  for  the  1991  annual  meeting  scientific  sessions.  You 
are  reminded  that  the  meeting  will  be  held  at  the  Omni  Hotel  in 
Charleston,  April  24-28,  1991.  Mark  your  calendars  now. 

MEDICARE  UPDATE 


Bipartisan  Budget  Summit  Deficit  Reduction  Plan 

According  to  the  federal  budget  agreements  in  Washington,  $4.85 
billion  will  be  cut  from  the  Medicare  budget  in  FY  1991  with  a 
planned  savings  of  $60.0  billion  over  the  next  five  years. 
Beneficiary  cost  savings  would  account  for  $1.75  billion  of  this 
savings  in  1991  and  $29.9  billion  over  the  next  five  years. 
Beneficiary  premiums  would  be  increased  so  that  they  pay  for  3 0 
percent  of  the  costs  of  the  Part  B program  instead  of  the  current 
25  percent.  (When  Medicare  was  implemented,  it  was  planned  that 
beneficiaries  would  pay  for  50  percent  of  Part  B costs.)  This 
increase  in  beneficiary  payment  would  be  the  result  of  increasing 
the  deductible  to  $100  in  1991,  $125  in  1992  and  $150  in  1993, 
and  by  requiring  a 20  percent  copayment  on  clinical  lab  services. 

While  no  specific  agreement  was  made  on  how  the  Part  B provider 
savings  would  be  achieved,  the  plans  center  on  reducing  payments 
for  overpriced  procedures,  updating  primary  care  services  only, 
reducing  payment  for  overpriced  localities,  imposing  a cap  on 
the  technical  component  of  diagnostic  tests,  extending  the 
payment  limit  on  new  physicians,  limiting  anesthesiology  payments 
to  90  percent  and  limiting  supervised  anesthesiology  payments, 


reforming  assistant  at  surgery  payments,  and  limiting  surgical 
global  fee  payments. 

As  this  newsletter  goes  to  press,  it  appears  this  agreement  has 
been  rejected  by  the  House  and  will  be  renegotiated. 

Congressional  Deliberations 

The  SCMA  and  AMA  are  most  appreciative  that  Senator  Hollings  was 
the  original  sponsor  of  S.3015,  which  would  delay  the  125  percent 
limit  on  Medicare  balance  billing  until  implementation  of  the 
RBRVS . The  SCMA  had  written  our  delegation  with  information 
documenting  that  a 15  percent  decrease  in  many  physicians' 
Medicare  reimbursement  will  occur  in  January,  1991  as  a result  of 
the  limit  on  balance  billing  charges  to  125  percent  of  the 
nonparticipating  prevailing  rate,  unless  Congress  acts  to  correct 
the  provision  of  last  year's  Omnibus  Reconciliation  Budget  Act. 

New  proposals  have  arisen  in  Washington  which  organized  medicine 
is  seeking  to  address,  such  as  triplicate  prescriptions;  a 
requirement  that  physicians  must  distribute  living  will  forms; 
expenditure  targets;  a $1.00  fee  for  every  claim  filed  non- 
electronically ; and  a 95  percent  payment  differential  for  non- 
board certified  physicians.  In  addition,  work  continues  on  the 
onerous  CLIA  88  proposed  regulations. 

Comparative  Performance  Report  Program 

The  Omnibus  Budget  Reconciliation  Act  of  1989  requires  carriers 
to  "monitor  and  profile  physicians'  billing  patterns  within  each 
area  or  locality  and  provide  comparative  data  to  physicians  whose 
utilization  patterns  vary  significantly  from  other  physicians  in 
the  same  payment  area  or  locality." 

The  Comparative  Performance  Report  Program  is  an  informational 
effort  to  alert  physicians  who  have  billed  Medicare  for  any 
unusually  large  number  of  services  or  procedures  in  comparison  to 
their  peers.  This  fall,  Medicare  will  be  sending  these  reports 
to  physicians  selected  to  receive  them  through  the  analysis  of 
postpayment  claims  data  for  the  most  recent  six-month  period 
available.  If  it  appears  that  a physician's  selection  was  the 
result  of  an  incorrect  specialty  listing,  Medicare  will  contact 
the  physician  to  confirm  that  their  file  contains  the  correct 
listing  before  sending  a report. 

The  information  sent  should  allow  physicians  to  conduct  an 
independent  assessment  of  the  appropriateness  of  their  coding, 
billing  and  utilization  practices.  If  you  receive  a Comparative 
Performance  Report,  you  are  encouraged  to  contact  Medicare  to 
discuss  it.  You  are  not  required  to  make  a response,  but  you  may 
find  it  useful  as  a starting  point  from  which  to  analyze  your 
billing  and  practice  patterns.  Call  Medicare  at  754-1968 
(extension  5495)  in  Columbia.  If  you  receive  a profile  and  have 
any  concerns  or  suggestions,  inform  Barbara  Whittaker  at  the 


2 


SCMA. 


Publication  of  Preliminary  RBRVS  Fee  Schedule 

On  September  4,  HCFA  published  a "very  preliminary"  model  RBRVS 
fee  schedule.  The  federal  notice  includes  an  interesting 
discussion  of  various  issues  yet  to  be  addressed,  but  the  RBRVS 
calculations  comprise  the  largest  portion  of  the  notice.  They 
include,  by  procedure  code,  an  estimate  of  the  Work  Relative 
Value  Unit.  Overhead  RVU . and  Malpractice  RVU;  and,  by  carrier, 
the  geographic  practice  cost  adjustment  for  the  work,  overhead 
and  malpractice  RVUs. 

Estimated  payment  amounts  for  some  common  procedures  in  SC 
include: 


Code 

Procedure 

Payment 

66983 

Intracapsular  Cataract 
extraction,  insert  lens 

$1, 

131.84 

49505 

Repair  injured  hernia 
(five  years  of  age  and  older) 

$ 

347.10 

90050 

Established  patient, 
limited  service 

$ 

24.41 

47600 

Cholecystectomy 

$ 

595.70 

58150 

Total  hysterectomy 

$ 

672.14 

Contact  Barbara  Whittaker  at  the  SCMA  for  additional  information. 

Increased  Medicare  Bonus  Payment  to  Benefit  all  SC  HMSAs 

In  January,  1990,  Congress  approved  revisions  in  the  Medicare 
bonus  payment  to  centers/physicians  serving  designated  health 
manpower  shortage  areas  (HMSAs) . These  changes  not  only  increase 
the  amount  of  payment  but  also  expand  the  number  of  areas  to 
which  this  payment  applies.  The  first  change  raises  the  bonus 
payment  from  five  percent  (which  had  been  in  effect  since  January 
1,  1989)  to  10  percent  effective  January  1,  1991.  The  second 

change  expands  the  number  of  areas  from  only  Priority  1 or  2 
rural  HMSAs  to  all  HMSAs  regardless  of  priority  or  rural-urban 
status . Therefore,  effective  January  1,  1991,  all 

centers/physicians  serving  any  South  Carolina  HMSA  will  be 
eligible  for  the  10  percent  Medicare  bonus  payment. 

To  receive  this  Medicare  bonus  payment,  the  HMSA  number  (Y  + HMSA 
code)  must  follow  the  CPT  number  (service  code)  on  the  HCFA  1500 
form  and  must  be  indicated  following  every  CPT  number  on  every 
form  submitted  for  reimbursement.  The  Medicare  intermediary 
(Blue  Cross  and  Blue  Shield  of  SC)  has  stated  that  the  HMSA 
number  must  be  applied  to  ensure  the  receipt  of  the  bonus 
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payment.  Medicare  staff  will  be  scheduling  information  workshops 
this  fall  to  educate  staff  at  physicians'  offices  and  community 
health  centers  in  HMSA  areas  on  the  correct  procedures  for 
completing  the  HCFA  1500  form  so  that  problems  will  be  minimized 
when  the  new  Medicare  reimbursement  changes  take  effect. 

No  incentives  will  be  calculated  on  claims  that  are  submitted 
without  HMSA  information. 

For  further  information  and  assistance,  please  contact  Richard 
Demarest  at  the  State  Health  and  Human  Services  Finance 
Commission  (253-6177  in  Columbia)  or  Provider  Services  at  the 
Medicare  office  (754-1968  in  Columbia) . 

SC  WORKERS'  COMPENSATION  FEE  SCHEDULE 


The  new  Schedule  of  Fees  for  Physicians  and  Surgeons  should  have 
been  mailed  to  you  by  October  1,  1990.  If  you  have  not  received 
your  copy,  please  contact  Mr.  Bill  Rodgers,  Director,  Medical 
Services,  SC  Workers'  Compensation  Commission  in  Columbia  at  737- 
5741. 

FROM  THE  SCMA  OFFICE  OF  LEGAL  AFFAIRS 

Questions  about  the  National  Practitioner  Data  Bank? 

The  SCMA's  Director  of  Legal  Affairs  is  available  to  speak  to 
local  medical  societies  or  hospital  medical  staffs  about  the 
reporting  requirements  of  the  new  data  bank  and  about  the 
substantial  rights  afforded  physicians  under  the  Health  Care 
Quality  Improvement  Act  of  1986.  Interested  physicians  should 
contact  Steve  Williams  at  the  SCMA. 

Dealing  with  Lawyers 

The  SC  Bar  Association's  Committee  on  Lawyer-Physician  Relations 
is  committed  to  improving  the  relationship  between  the  two 
professions.  Guidelines  for  interaction  were  established  and 
approved  by  the  governing  bodies  of  both  the  SCMA  and  the  SC  Bar 
in  1985,  yet  few  attorneys  or  physicians  are  aware  of  the 
guidelines.  The  committee  is  also  soliciting  information  from 
the  medical  community  about  specific  problems  encountered  between 
physicians  and  attorneys  and  ideas  about  how  these  problems  can 
be  resolved.  If  you  would  like  to  receive  a copy  of  the 
guidelines,  or  have  ideas  about  how  to  improve  relations  between 
the  professions  or  appropriate  seminar  topics,  please  contact  the 
Office  of  Legal  Affairs. 

SCMA  YOUNG  PHYSICIANS  SECTION 

Drs.  Stephen  Hulecki  and  Gerald  Harmon  represented  the  SCMA/YPS 
at  the  AMA  Young  Physicians  Section  meeting  in  June,  1990.  If 
you  are  interested  in  receiving  a copy  of  the  Action  and  Position 
Statements  of  the  AMA/YPS  or  Dr.  Hulecki  or  Harmon's  report  on 
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this  meeting,  please  contact  Julia  Brennan  at  the  SCMA. 
SCMA  MEMBERS'  INSURANCE  TRUST 


Are  you  aware  that  the  SCMA  has  a health  insurance  plan  available 
to  all  SCMA  members  and  their  office  staff? 

The  Members'  Insurance  Trust  is  a self-insured  program, 
administered  by  the  association.  All  claims  are  paid  directly 
from  the  SCMA  office.  The  plan  is  provided  as  a service  to  SCMA 
members  and  is  not  for  profit.  An  added  benefit  to  our  insurance 
program  is  that  all  insured  members  (dependents  excluded)  are 
automatically  covered  by  a $10,000  life  insurance  benefit. 

If  you  would  like  additional  information,  please  call  Geri 
Galloway,  Linda  Nelson  or  Cindy  Osborn  at  the  SCMA  office:  798- 
6207  in  Columbia,  or  toll  free  1-800-327-1021. 

UPCOMING  MEETINGS /CONFERENCES 

Prenatal  Substance  History-Taking 

The  SCMA  is  co-sponsoring  a seminar  for  physicians  who  provide 
prenatal  care  on  effective  history-taking  skills  to  better  elicit 
information  regarding  your  patients'  use  of  alcohol,  cocaine  or 
other  harmful  substances.  It  will  be  held  on  November  8,  1990  at 
10:00  a.m.  and  again  at  2:00  p.m.  at  the  Peeples  Auditorium, 
DHEC,  2600  Bull  Street  in  Columbia. 

The  keynote  speaker  will  be  Gaye  Chisum  of  the  National 
Association  for  Perinatal  Addiction  Research  and  Education. 

For  additional  information  or  to  register,  call  Barbara  Whittaker 
at  SCMA  Headquarters,  or  Julia  Smith,  Division  of  Maternal 
Health,  DHEC,  in  Columbia  at  737-4000. 

AMA  Hospital  Medical  Staff  Section  Meeting 

The  AMA  Hospital  Medical  Staff  Section  Sixteenth  Assembly  Meeting 
will  be  held  November  29  - December  3,  1990  at  The  Peabody 
Orlando  Hotel,  Orlando,  Florida.  The  SCMA  HMSS  encourages  each 
hospital  to  send  a representative. 

In  addition  to  the  regular  meeting,  the  AMA  is  initiating  a 
hospital  medical  staff  leadership  program  on  Thursday,  November 
29.  The  eight-hour  program  will  focus  on  individual  leadership 
skills  needed  by  formal  or  informal  medical  staff  leaders  in 
today's  health  care  environment. 

For  additional  information  or  registration  material,  please  call 
the  AMA -HMSS  at  1-312-464-4761. 

Gearing  up  for  Retirement 

The  North  Carolina  Medical  Society,  in  cooperation  with  the  AMA, 
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will  be  conducting  a one-day  workshop  on  November  11,  1990  at  the 
Pinehurst  Hotel  in  Pinehurst,  NC.  The  workshop  is  aimed  at  those 
planning  to  retire  within  one  to  10  years,  physicians  considering 
leaving  practice  for  a second  career  or  physicians'  spouses. 
Call  1-800-722-1350  for  details. 

PUBLICATIONS  AVAILABLE 

The  following  new  HIV-AIDS  materials  are  now  available  from  DHEC 
by  writing  to  the  Educational  Resource  Center,  2600  Bull  Street, 
Columbia  29201:  The  Facts  about  Aids  and  HIV  for  Teens  (200 
copies  per  request;  300  copies  per  county  health  department)  and 
Pregnancy  and  AIDS  (500  copies  per  request;  1000  copies  per 
county  health  department) . Please  allow  at  least  three  weeks  for 
delivery. 

The  25th  anniversary  volume  of  Current  Procedural  Terminoloav-CPT 
1991  will  be  available  from  the  AMA  in  December  of  1990.  To 
order  by  telephone,  call  toll  free  1-800-621-8355.  The  cost  to 
AMA  members  is  $27.00,  to  non-members  $34.00.  With  your  order, 
you  will  receive  a free  premiere  issue  of  the  new  quarterly 
newsletter,  CPT  Assistant,  designed  to  enhance  your  ability  to 
use  CPT. 

CAPSULES 


Congratulations  to  Tom  Austin,  MD,  who  has  been  appointed  by 
Governor  Campbell  as  Chairman  of  the  State  Council  on  Maternal, 
Infant  and  Child  Health. 


SCMA  NEWSLETTER 
is  a publication  of  the 
South  Carolina  Medical  Association 
Contributions  welcomed. 
798-6207,  in  Columbia 
1-800-327-1021,  outside  Columbia 
Melanie  Kohn,  Editor 
Joy  Drennen,  Assistant  Editor 
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COMPLICATIONS  OF  AUGMENTATION 
MAMMAPLASTY  AND  THEIR  TREATMENT* 


RICHARD  C.  HAGERTY,  M.D.** 
WARREN  L.  GOULD,  M.D. 


Cronin  and  Gerow  described  the  procedure 
known  as  augmentation  mammaplasty  in 
1964.'  Since  that  time,  over  one  million  wo- 
men in  the  United  States  have  undergone  this 
procedure.  Because  of  the  high  satisfaction 
rate,  demand  for  the  operation  is  increasing. 
The  best  candidates  for  breast  augmentation 
are  patients  who  have  lost  the  fullness  of  their 
breasts  after  childbearing.  Their  female  body 
image,  of  which  the  breasts  are  of  critical  im- 
portance, can  be  drastically  improved.  Their 
clothes  fit  better  and  they  are  more  confident 
in  their  appearance.  However,  most  women 
with  small  breasts  are  candidates  for  the  pro- 
cedure, no  matter  what  stage  in  life  they  are 
in.  There  are  many  techniques,  as  well  as  dif- 
ferent types  of  implants  available,  all  of 
which  have  advantages  and  disadvantages.2'4 
Complications  such  as  bleeding,  infection  and 
scarring  around  the  implant  may  occur.  The 
role  of  breast  implants  as  it  relates  to  breast 
cancer  surveillance  remains  to  be  defined.511 
The  purpose  of  this  paper  is  to  address  the 
most  important  issues  which  confront  us  in 
breast  augmentation. 

THE  PROCEDURE 

There  are  essentially  three  different  planes 
where  the  implant  may  be  placed.  These  are 
the  submammary  position,  the  subpectoral 
position,  and  the  total  submuscular  position 
(Illustrations  1 and  2).4  12  The  incision  for  in- 
sertion of  the  implant  can  be  concealed  in  the 
axilla,  or  around  the  nipple  areola  complex. 
An  incision  below  the  breast  in  the  inframam- 
mary crease  allows  the  best  visualization  of 
the  submuscular  pockets,  and  usually  heals 
well.  The  procedure  requires  about  two  hours 


*From  the  Division  of  Plastic  Surgery,  Medical 
University  of  South  Carolina;  Roper  Hospital;  St. 
Francis  Hospital;  and  East  Cooper  Hospital, 
Charleston,  S.  C. 

** Address  correspondence  to  Dr.  Hagerty  at  159 
Rutledge  Avenue,  Charleston,  S.  C.  29403. 


ILLUSTRATION  1:  Line  drawing  showing  the  posi- 
tion of  the  implant  in  relation  to  muscle.  In  the  sub- 
mammary position,  the  implant  is  covered  by  breast 
tissue.  In  the  subpectoral,  the  implant  is  partially 
covered  by  Pectoralis  Muscle.  In  the  transrectus  po- 
sition, the  implant  is  about  totally  covered  with  mus- 
cle. 


ILLUSTRATION  2:  Incisions  for  augmentation 
mammaplasty  can  be  made  through  the  axilla,  the 
areola  complex  or  the  inframammary  crease. 
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to  perform  and  can  be  done  under  either  gen- 
eral anesthesia  or  intravenous  sedation.  Nor- 
mally, this  is  done  as  an  outpatient  procedure, 
and  only  under  unusual  circumstances  would 
the  patient  require  hospitalization. 

IMPLANTS 

There  are  many  implants  now  available.  The 
original  silicone  implant  is  still  the  most  com- 
monly used.  This  consists  of  an  outer  layer, 
or  shell,  of  silicone  containing  liquid  silicone 
within.  A second,  outer  envelope,  may  be 
added  creating  a Double  Lumen  implant.13 
Saline  can  be  added  to  this  outer  lumen  to  ad- 
just  for  size  discrepancies  between  the 
breasts.  The  second  lumen  may  also  reduce 
silicone  (bleed)  which  is  a leakage  of  micro- 
scopic amounts  of  silicone  through  the  shell 
of  the  implant.  Low  bleed  implants  may  have 
less  capsular  contracture.  However,  there  are 
no  data  to  suggest  that  any  ill  effects  result 
from  these  microscopic  amounts  of  silicone. 
(This  is  in  sharp  contrast  to  actual  injection  of 
liquid  silicone  into  the  breasts,  which  was 
performed  by  some  practitioners  many  years 
ago  and  was  abandoned  due  to  a virtually  uni- 
versal incidence  of  complications.) 

Silicone  has  been  shown  in  numerous  sci- 
entific studies  to  be  nonreactive  and  to  have 
no  carcinogenic  potential.14  The  question  has 
been  raised  as  to  whether  the  present  small 
amounts  of  silicone  could  trigger  an  auto-im- 
mune  reaction,  resulting  in  disease  such  as 
scleroderma.  This  continues  to  be  an  object  of 
investigation;  however,  several  large  focused 
reviews  have  failed  to  demonstrate  any  con- 
nection whatsoever  between  breast  implants 
and  auto-immune  disease.15 

Saline  implants  utilize  a silicone  shell 
filled  with  saline.16  It  was  thought  that  the 
saline  implants  might  have  a lower  incidence 
of  scarring  around  the  implant,  resulting  in  a 
more  natural  (feel)  of  the  breast.  Double  blind 
studies  to  look  at  this  question  have  shown  no 
difference  whatsoever,  either  in  texture  or  in- 
cidence of  capsular  formation  between  saline 
implants  and  standard  silicone  implants.  A 
small  percentage  of  saline  implants  will  also 
spontaneously  deflate,  requiring  surgical  re- 
placement of  a new  implant.  Mammography 
is  moderately  more  accurate  in  patients  with 


saline  implants  because  of  the  density  prob- 
lem of  water  vs.  silicone,  and  smaller  cancers 
possibly  could  be  seen  earlier  in  patients  who 
have  had  saline  implants  placed  in  the  sub- 
muscular  position  vs.  some  other  implant. 

Interest  in  polyurethane  implants  has  re- 
cently rekindled.'7  Polyurethane  implants 
have  been  around  for  over  20  years  but  have 
recently  enjoyed  a renewed  popularity  be- 
cause of  the  possibility  that  they  may  reduce 
the  rate  of  capsular  contracture,  (i.e.,  scarring 
around  the  implant  leading  to  a firm  and  un- 
natural feeling  breast).  Essentially,  a 
polyurethane  implant  is  a silicone  implant 
coated  with  a textured  surface  of  polyure- 
thane which  acts  to  disrupt  the  organized  de- 
position of  collagen,  preventing  a firm  and 
organized  scar  around  the  implant.  In  the 
short  term,  the  capsular  rate  with  these  im- 
plants is  much  lower,  but  the  long  term  bene- 
fits remain  to  be  seen.  Initially,  these  implants 
were  reserved  for  breast  reconstruction  fol- 
lowing mastectomy.  However,  they  are  be- 
coming increasingly  used  in  primary  breast 
augmentation.  Concerns  have  been  raised 
over  the  fate  of  the  small  polyurethane  parti- 
cles that  separate  from  the  silicone  shell,  but 
again,  no  untoward  side  effects  have  been  as- 
cribed to  these. 

COMPLICATIONS  OF  BREAST 
AUGMENTATION 

Complications  associated  with  breast  aug- 
mentation can  include  bleeding,  infection,  al- 
teration in  nipple  sensation  and  capsular  con- 
tracture.18 Post-operative  bleeding  occurs  in 
only  about  one  percent  of  breast  augmenta- 
tion patients.  A small  amount  of  bleeding 
around  the  implant  can  be  expected;  however, 
occasionally  a significant  hematoma  will  re- 
quire a return  to  the  operating  room  for  con- 
trol. 

Infection  also  occurs  with  less  than  one 
percent  frequency.  Often  infections  can  be 
controlled  with  antibiotics,  although  there 
does  seem  to  be  an  increased  incidence  of  late 
capsule  formation.  Occasionally  an  implant 
will  have  to  be  removed  due  to  infection,  but 
this  is  fortunately  a rare  occurrence.  Altera- 
tion in  nipple  sensitivity  results  from  blunt 
dissection  of  the  pocket  for  the  breast  implant 
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around  the  fourth  intercostal  nerve  which 
supplies  sensation  to  the  nipple.  Transient 
changes  in  nipple  sensation  (either  hypersen- 
sitivity or  decreased  sensitivity)  may  occur  in 
up  to  15  percent  of  patients.  These  are  nor- 
mally transient  and  can  resolve  within  several 
months;  however,  the  possibility  of  perma- 
nent alteration  in  sensation  exists. 

Late  term  development  of  scarring  around 
the  implant  or  capsular  contracture  seems  to 
be  a problem.  This  results  from  the  natural  re- 
action to  the  body  to  an  implant.  Collagen  is 
deposited  around  the  foreign  body,  resulting 
in  a layer  of  scar  formation.  Normally  the 
(wall)  around  the  implant  is  thin  and  pliable; 
however,  for  unknown  reasons  in  some  pa- 
tients the  wall  will  become  thicker  and  form  a 
firm,  spherical  contracture  around  the  breast. 
The  etiology  of  capsular  contracture  remains 
a mystery.  The  hypertrophic  hypothesis  sug- 
gests that  myofibroblasts  in  the  capsule  make 
the  capsule  firm.  However,  the  highest  num- 
ber of  fibroblasts  are  present  in  the  early  heal- 
ing phase  and  their  number  then  diminishes. 
Paradoxically,  contracture  usually  occurs 
three  to  nine  months  after  surgery,  well  past 
the  initial  healing  phase.19'21  The  infectious 
hypothesis  suggests  that  a sub-clinical  infec- 
tion may  result  in  capsular  contracture. 
Staphylococcus  epidermidis  is  the  most  com- 
mon bacteria  incriminated.20  The  use  of  sys- 
temic or  local  antibiotics  has  been  shown  to 
significantly  decrease  the  contracture  rate.21 
When  implants  do  become  infected,  submus- 
cular  implants  fare  much  better  than  subglan- 
dular  implants.  This  is  most  likely  due  to 
flaps  containing  muscle,  which  are  signifi- 
cantly more  resistant  to  infection  than  flaps 
that  do  not  contain  muscle.22  The  incidence  of 
capsular  contracture  is  quoted  in  the  literature 
ranging  from  five  to  50  percent.  Many  differ- 
ent approaches  have  been  attempted  to  reduce 
the  incidence  of  capsular  contracture.  The  use 
of  intraluminal  steroids  and  antibiotic  irrita- 
tion have  shown  some  benefit.  In  the  short 
term,  polyurethane  implants  have  proven  to 
be  beneficial,  but  long-term  follow-up  is 
lacking.  The  placement  of  implants  does 
seem  to  be  of  great  importance.  The  greater 
the  muscle  coverage  of  the  implant,  the  lower 
the  incidence  of  capsular  contracture.  Placing 


the  implants  in  the  subpectoral  rather  than  the 
submammary  plane  seems  to  lower  the  inci- 
dence of  capsular  contracture  from  about  25 
to  10  percent.  Insertion  of  the  implants  via 
the  transrectus  route  result  has  yielded  a 
seven  percent  contracture  rate  in  follow-up 
ranging  from  two  to  five  years  in  our  series. 

Normally,  breast  augmentation  should  not 
interfere  with  subsequent  breastfeeding. 
There  was  concern  that  microscopic  silicone 
particles  could  be  passed  in  the  ducts  to  the 
newborn  by  breastfeeding.  This  has  never 
been  documented.  Where  the  implant  is 
placed  in  the  subpectoral  position,  the  im- 
plant does  not  come  in  contact  with  any  of 
the  breast  tissue  which  would  make  this  an 
even  less  likely  occurrence.  In  any  case,  sili- 
cone is  still  an  inert  substance.  We  normally 
advise  our  patients  to  proceed  with  breast- 
feeding for  at  least  three  months,  and  then 
stop  after  that  time  to  prevent  the  longterm 
effects  of  breastfeeding  on  the  breasts,  which 
include  stretching  of  the  skin. 

Women  with  sagging  breasts  (ptosis) 
where  the  nipple  areola  complex  lies  below 
the  inframammary  crease  can  also  be  helped, 
especially  with  the  transrectus  augmentation 
technique.  However,  with  severe  ptosis,  when 
most  of  the  breast  tissue  lies  below  the  infra- 
mammary crease,  a breast  lift  procedure 
(mastopexy)  is  indicated.  External  scars  un- 
derneath the  breast  are  a drawback. 

Treatment  for  capsular  contracture  de- 
pends on  the  degree  of  contracture  and  what 
technique  was  used  originally  for  the  aug- 
mentation. Closed  capsulotomy,  where  the 
capsule  is  physically  compressed  about  the 
implant,  results  in  a rupturing  of  the  capsule. 
The  recurrence  rate  of  this,  however,  is  high, 
and  there  is  always  the  risk  of  rupturing  the 
prosthesis  itself.  Open  capsulotomy,  where 
the  capsule  is  surgically  removed,  and  the 
same  prosthesis  is  replaced  into  the  same 
pocket,  has  a much  higher  degree  of  success 
rate.22- 24-25  When  a capsular  contracture  results 
around  a submammary  implant,  the  best  solu- 
tion is  to  do  a subpectoral  conversion  where 
the  implant  is  removed  and  repositioned  into 
the  submuscular  pocket.  For  many  capsular 
problems  we  also  use  the  polyurethane  im- 
plant, which  has  been  shown  to  reduce  the  in- 
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cidence  of  recurrent  capsular  formation  to 
less  than  five  percent.  Care  is  taken  to  com- 
pletely remove  the  entire  capsule  before  the 
polyurethane  implant  is  placed  in  the  previ- 
ous scarred  area. 

BREAST  CANCER  IN 
AUGMENTATION  MAMMAPLASTY 

Several  large  studies  have  failed  to  show  any 
correlation  between  the  presence  of  breast 
implants  and  any  increase  in  incidence  of 
breast  cancer.  However,  questions  remain  as 
to  whether  the  implants  may  interfere  with 
the  early  diagnosis  of  breast  cancer.26- 27  Breast 
self  exam  is  not  affected  by  the  placement  of 
a breast  implant,  particularly  when  the  im- 
plant is  placed  in  the  submuscular  plane. 
Mammography  is  definitely  affected  by  the 
presence  of  a breast  prosthesis,  as  the  pros- 
thesis may  shadow  an  area  of  breast  tissue  be- 
hind the  implant.28-29  Placement  of  the  implant 
under  the  muscle  reduces  this  problem  but 
does  not  totally  eliminate  it.  Also,  modern 
mammography  employs  compression  tech- 
niques which  minimize  the  amount  of  breast 
tissue  shadowed  by  the  implant  (Illustration 
3).  Nevertheless,  there  is  still  a degree  of 
shadowing  and  for  this  reason  we  recommend 
that  following  breast  augmentation,  mam- 
mography be  performed  in  three  views  rather 
than  the  standard  two  view  mammogram.5 

The  individual  risk  of  developing  breast 
cancer  depends  primarily  on  the  patient’s 
family  history  of  breast  disease  (for  example, 
prior  breast  biopsy  suggesting  atypical  hyper- 
plasia). These  concerns  should  be  considered 


carefully.  Careful  counseling  on  these  issues 
is  imperative  before  undertaking  augmenta- 
tion mammaplasty  in  any  woman  with  a 
strong  history  of  breast  cancer.  Submuscular 
placement  of  the  implant  in  addition  to  im- 
proving mammographic  diagnosis  may  also 
be  of  benefit  in  the  unfortunate  event  that  the 
patient  does  develop  a breast  cancer  later  on. 
Often  at  the  time  of  mastectomy,  the  previ- 
ously placed  breast  implant  can  be  removed 
and  replaced  with  a tissue  expander  or  larger 
implant  in  order  to  complete  immediate 
breast  reconstruction  at  the  time  of  mastecto- 
my. 

CONCLUSION 

In  conclusion,  augmentation  mammaplasty 
continues  to  be  a highly  successful  procedure 
with  a very  high  satisfaction  rate  among  pa- 
tients. However,  with  any  surgical  procedure 
there  are  associated  risks.  The  aim  of  this 
paper  is  to  address  these  risks  in  a realistic 
fashion  so  that  patients  and  physicians  can  be 
aware  in  order  to  make  informed  decisions.  □ 
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RESIDENTS 

YOUR  SPECIALTY  IS  WORTH 
AN  EXTRA  $24,000  A YEAR. 

If  you’re  a resident  in 

any  of  the  following  specialties: 

• Anesthesiology 

• Plastic  Surgery 

• Colon-Rectal  Surgery 

• Thoracic  Surgery 

• General  Surgery 

• Urology 

• Neurosurgery 

• Cardiology 

• Opthalmology 

• Family  Practice 

• Orthopaedic  Surgery 

• Obstetrics/Gynecology 

• Otolaryngology 

• Psychiatry 

• Radiology 

You  could  be  eligible  for  over  $24,000  annually  to  help  you  finish  your 
residency  under  the  U.S.  Army’s  Financial  Assistance  Program  (FAP). 

For  details  and  qualification  requirements  contact: 

Lieutenant  Colonel  Bruce  L.  Kirby 

Army  Medical  Department,  Bldg  710,  Fort  Gillem,  GA  30050-5000 

Phone:  (404)  366-5860  Collect 

ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 

DO  YOU  KNOW  A TROUBLED  PHYSICIAN? 


SCMA  CAN  HELP 


TURN  PAGE  TO  LEARN  HOW 


I 


DO  YOU  KNOW  A TROUBLED  PHYSICIAN? 

THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  CAN  HELP 

The  SCMA's  Physicians'  Advocacy  and  Assistance  Committee  can  and 
wants  to  be  the  troubled  doctor's  advocate.  The  committee  views  abuse  and 
addiction  to  alcohol  and  other  drugs  as  an  illness  and  deals  with  it  non- 
judgmentally,  non-punitively  and  therapeutically. 

The  program  functions  as  a peer  to  peer  activity,  whereby  an 
impaired  physician  will  undergo  evaluation  and  receive  a treatment  program 
tailored  to  his  or  her  specific  needs  in  work,  family,  finances  and 
community.  Voluntary  participation  results  in  committee  advocacy  and  a 
protective  role  with  the  local  hospital,  medical  society,  State  Board  of 
Medical  Examiners  and  Drug  Enforcement  Agency.  Voluntary  participants 
following  through  with  treatment  and  aftercare  are  not  reported  to  either 
the  State  Board  or  any  other  group  or  agency. 

WHAT  IS  AN  IMPAIRMENT? 

The  impaired  physician  has  been  defined  as  one  who  for  any  reason  is 
unable  to  perform  professionally  at  an  optimal  capacity.  That  is  to  say 
any  disability  (impairment)  that  causes  a physician  to  be  unable  to  do 
anything  other  than  his  very  best.  It  is  felt  by  this  committee  that  this 
definition  covers  everything  from  Alzheimer's  disease  to  Alcoholism.  This 
committee  has  been  asked  by  the  State  Medical  Association  to  address  all 
forms  of  impairment  or  disability  in  regards  to  the  physicians  in  the 
state. 

WHAT  CAN  YOU  DO? 

The  committee  would  welcome  the  opportunity  to  meet  with  your 
concerned  groups  regarding  questions  about  its  activities. 

Troubled  doctors  are  usually  unable  to  ask  for  aid  themselves.  You 
can  help  them  by: 

WRITING:  Hugh  V.  Coleman,  M.D.,  Chairman 

Physicians'  Advocacy  and  Assistance  Committee 

South  Carolina  Medical  Association 

P.  0.  Box  11188 

Columbia,  SC  29211 

(803)  423-3342 

CALLING:  SCMA  Headquarters  (803)  798-6207  or  after  hours  leave  your 

message  at  (803)  798-6979 

WHAT  THE  COMMITTEE  WILL  DO? 

Your  report  will  be  investigated  by  a committee  member  and  if 
verified,  a pair  of  committee  members  will  contact  the  impaired  physician 
and  suggest  a plan  of  recovery.  Should  they  fail  to  recruit  the 
physician,  a second  and  third  team  will  follow.  The  physician  signs  a 
contract  with  SCMA  limiting,  as  mutually  agreeable,  his  or  her  practice 
and  enters  treatment.  A second  contract  is  executed  following  treatment 
for  follow-up  and  assistance  in  maintaining  recovery.  At  this  time  a 
colleague  is  also  appointed  to  work  with  the  troubled  physician  for  a 
period  of  up  to  five  years. 


CARING  AND  ANONYMITY  ARE  KEYS  TO  THE  SUCCESS  OF  THIS  PROGRAM 


Back-to-back  articles  on  cocaine  use  in  pregnancy  in  this  issue  emphasize  the  magnitude  of  this 
growing  problem.  Dr.  Elizabeth  Baxley,  who  serves  on  the  SCMA’s  Maternal,  Infant,  and  Child 
Health  Committee,  was  asked  to  prepare  the  following  guest  editorial.  Guest  editorials  reflect  the 
opinion  of  the  author  and  do  not  necessarily  reflect  the  opinion  of  the  Editorial  Board  or  the 
leadership  of  the  South  Carolina  Medical  Association.  r„R 


COCAINE  ABUSE  IN  PREGNANCY— A MYRIAD  OF 
UNANSWERED  QUESTIONS 


In  this  issue  of  The  Journal  of  the  South  Car- 
olina Medical  Association,  two  articles  are 
presented  dealing  with  substance  abusing 
pregnant  women.  As  pointed  out  by  both  au- 
thors, the  prevalence  rate  of  this  problem  in 
our  state  is  not  known,  but  if  it  approaches  the 
national  rate  of  10-11%,  it  would  mean  that 
over  5,000  South  Carolina  women  in  1989 
transmitted  illegal  drugs  to  their  fetuses.  At  the 
provider  level  there  has  been  a significant  in- 
crease in  the  amount  of  dialogue  concerning 
“cocaine  babies,”  and  the  development  of 
screening  protocols  and  treatment  programs 
for  these  patients. 

The  Governor’s  Council  on  Maternal,  In- 
fant and  Child  Health  has  commissioned  a spe- 
cial task  force  to  look  at  the  problem  in  our 
state.  The  SCMA  Maternal,  Infant,  and  Child 
Health  Committee  has  discussed  this  problem 
at  each  of  its  meetings.  Local  medical  societies 
and  hospital  departments  of  obstetrics,  pedi- 
atrics, and  family  medicine  have  found  the 
subject  creeping  into  their  minutes.  Clearly, 
this  is  not  just  a problem  of  the  inner-city  any- 
more. With  the  advent  of  crack  cocaine,  use  of 
this  drug  now  crosses  cultural  and  socioeco- 
nomic boundaries.  Although  not  as  readily  rec- 
ognized as  a problem  that  affects  private  pay 
and  insured  patients,  studies  have  shown  that 
they  have  an  equal  prevalence  rate  of  cocaine 
use  during  pregnancy  to  those  of  indigent  or 
Medicaid-supported  patients. 

We  quickly  are  realizing  the  societal  impli- 
cations of  caring  for  the  medical  complications 
of  drug  abuse  which  were  pointed  out  by  Dr. 
Elhassani.  In  addition  to  taxpayer  dollars 


which  are  necessary  to  support  many  of  these 
mothers  and  children,  there  is  a further  loss  of 
present  and  future  productivity  related  to  drug 
abuse.  It’s  everybody’s  problem. 

In  preparing  to  deal  with  this  new  problem, 
much  emphasis  has  been  placed  on  the  devel- 
opment of  screening  protocols  to  accurately 
identify  women  who  are  using  cocaine.  Hor- 
ger,  et  al  in  Charleston  County  have  developed 
what  appear  to  be  reasonable  guidelines  for 
their  obstetrical  screening  program,  but  there  is 
no  consensus  at  a national  level  as  to  whom 
should  be  screened  for  illicit  drug  use.  In  the 
health  care  arena,  previous  attempts  to  identify 
persons  with  substance  abuse  of  any  kind  have 
generally  been  difficult  and  often  unsuccessful. 
Several  questions  arise  in  caring  for  pregnant 
women:  “Who  should  be  screened  for  drug  use 
during  pregnancy?”  and  “When  during  preg- 
nancy should  screening  be  done?”  While  the 
MUSC  guidelines  seemed  to  be  effective  in 
picking  out  women  who  were  cocaine  users, 
many  of  their  criteria  would  only  identify  a 
problem  at  the  time  of  delivery  or  after  a com- 
plication has  occurred.  Albeit  difficult  to  do, 
the  ideal  time  to  identify  a problem  would  be 
at  the  first  prenatal  visit. 

When  we  do  determine  that  screening  is 
appropriate  in  a clinical  encounter,  what  are 
our  ethical  and  legal  responsibilities  with  re- 
gard to  informed  consent  for  testing  for  drug 
usage?  How  do  we  balance  the  sanctity  of  doc- 
tor/patient confidentiality  with  the  moral  obli- 
gation we  have  to  the  fetus  and  the  good  of  the 
community?  Caring  for  these  women  puts  us 
dealing  with  an  area  of  the  law  which  is  pres- 
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ently  in  a state  of  flux,  including  child  protec- 
tion law,  civil  commitments  regarding  manda- 
tory treatment,  and  criminal  prosecution. 

Before  jumping  feet  first  into  the  process 
of  identifying  drug  abusing  pregnant  women, 
should  we  not  first  insure  that  appropriate 
treatment  options  are  available  to  them?  Due 
to  the  powerful  nature  of  crack  and  cocaine, 
and  the  control  it  seems  to  exert  on  its  users, 
outpatient  counseling  is  not  likely  to  be  effec- 
tive in  offering  long  term  rehabilitation.  The 
initial  experience  in  the  Charleston  study  sup- 
ports this  notion,  with  no  patient  keeping  an 
appointment  with  the  Substance  Abuse  Clinic 
prior  to  the  threat  of  legal  involvement.  How- 
ever, obstetrical  patients  have  frequently  been 
turned  away  from  inpatient  drug  treatment  fa- 
cilities because  of  the  pregnancy.  This  is  due  to 
lack  of  insurance  coverage  for  this  type  of 
treatment,  and  an  apparent  inability  to  coordi- 
nate medical/prenatal  care  services  for  them. 
This  places  the  patient  and  her  provider  in  a 
“Catch  22”  situation. 

Another  question  posed  by  these  studies  is 
“What  is  the  role  of  law  enforcement  in  deal- 
ing with  illicit  drug  use  during  pregnancy?” 
Horger,  et  al  involved  the  Solicitor  of  the 
Ninth  Judicial  Circuit  and  the  City  of  Charles- 
ton Police  Department  in  their  attempt  to  re- 
duce the  number  of  positive  urine  drug  screens 
for  cocaine.  On  the  surface  this  seems  to  have 
been  successful.  Although  in  their  brief  experi- 
ence this  did  not  seem  to  drive  women  under- 
ground, how  can  we  be  sure  that  in  other  areas 
of  the  state,  or  in  the  future  in  Charleston 
County,  that  we  are  not  only  going  to  continue 
to  have  women  abusing  cocaine  during  preg- 
nancy, but  that  these  same  women  will  fail  to 
receive  prenatal  care,  thereby  compounding 
the  complications  seen  with  drug  use?  Would 
incarceration  of  patients  only  serve  to  post- 


pone attempts  to  treat  and  rehabilitate? 

Heretofore,  providers  of  prenatal  care  have 
relied  upon  the  Department  of  Social  Services 
for  help  in  dealing  with  a positive  cocaine 
screen.  DSS  is  in  the  process  of  working  on  a 
policy  that  would  provide  uniformity  in  all 
counties  in  the  state  with  regard  to  procedure 
for  evaluation  of  these  patients.  The  proposal 
does  not  allow  DSS  to  accept  referral  prior  to 
delivery  (unless  there  are  other  children  in  the 
household),  and  evaluation  is  done  after  deliv- 
ery only  if  certain  criteria  are  met.  It  also  man- 
dates referral  of  all  cases  to  the  local  county 
solicitor’s  office.  While  this  may  prove  to  be 
more  effective  than  our  present  “do  nothing” 
policy,  it  still  leads  us  back  to  the  unanswered 
questions  about  involvement  of  law  enforce- 
ment. 

Dr.  Elhassani’s  review  of  the  pathophysi- 
ology of  cocaine  use  is  thorough  and  informa- 
tive for  practitioners  in  South  Carolina.  Dr. 
Horger,  et  al  should  be  commended  for  making 
early  attempts  to  deal  with  the  problem  we 
now  recognize  as  being  present  in  all  areas  of 
our  state.  Once  their  “get  tough  policy”  was 
adapted  to  allow  for  treatment  in  lieu  of  arrest, 
the  early  outcomes  appear  more  favorable. 
Nonetheless,  there  is  a great  deal  of  work  to  be 
done  before  the  questions  I have  raised  will  be 
sufficiently  answered.  Completion  of  the 
prevalence  study  for  South  Carolina  is  a neces- 
sary first  step.  The  time  to  deal  with  this  is 
now.  Despite  our  distaste  of  the  subject,  it  will 
continue  to  be  with  us  in  caring  for  women 
and  children  in  South  Carolina 

Elizabeth  G.  Baxley,  M.D. 
Anderson  Family  Practice  Center 
Fant  Street  at  Calhoun  Street 
Anderson,  S.  C.  29621 


BREAST  AUGMENTATION— IS  THERE  A RISK? 


It  is  estimated  that  by  the  year  2000  one  in 
every  33  women  between  the  ages  of  20  and 
60  will  have  undergone  augmentation  mam- 
moplasty  (breast  implants).  The  predicted 
frequency  of  this  elective  procedure  (approxi- 
mately two  million  women)  makes  it  worth- 
while to  assess  its  potential  risks.  Drs.  Hager- 
ty  and  Gould,  in  this  issue  of  The  Journal, 


have  provided  us  with  a thorough  and  lucid 
review  of  the  implant,  the  procedure,  its  indi- 
cations, and  the  perioperative  complications 
of  bleeding,  infection,  and  capsular  contrac- 
ture.1 The  procedure  involves  general  anes- 
thesia, skin  incisions  and  tissue  dissection, 
and  the  “permanent”  implantation  of  a sili- 
cone-containing, elastomer-capsuled  prosthe- 
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sis.  This  editorial  will  explore  the  potential 
long-term  systemic  risks  with  emphasis  on 
immune  responses  and  autoimmune  disease. 
It  should  be  emphasized  that  the  individual 
benefits  of  breast  implants  to  the  self-image 
of  the  woman  electing  to  receive  them  are 
substantial  and  contribute  significantly  to  her 
psychological  well-being  and  quality  of 
life. 

Infection  and  hemorrhage  occur  in  about 
one  percent  of  implants  and  may  contribute 
to,  but;  due  to  their  low  incidence,  do  not  ade- 
quately explain  the  occurrence  of  capsular 
contracture,  a dense  collagenous  scar  which 
can  encase  the  implant  in  up  to  50  percent  of 
procedures  and  cause  local  pain  and  disfigur- 
ing retraction;  scar,  once  formed  (burn,  ke- 
loid, cirrhosis,  scleroderma),  is  notoriously 
difficult  to  remove.  Can  this  example  of  local 
fibrosis  be  predicted  and/or  prevented? 

Earlier  attempts  to  inject  paraffin  or  liquid 
silicone  proved  to  be  dangerous,  even  lethal, 
and  have  been  prohibited.  Presently  soft  sili- 
cone implants  are  coated  with  a hydrophobic 
(water  repelling)  surface.  Silicone  is  a cation- 
ic (positively  charged)  element  which  can  be 
combined  with  various  anions,  usually  oxy- 
gen. Polymers  of  dimethyl  siloxane  make  up 
silicone  gels.  Silicones  are  also  present  in 
hairspray,  anti-foaming  “gas”  pills,  and  the 
coating  on  hypodermic  needles,  all  consid- 
ered to  be  harmless  uses.  The  polymer  chain 
length  and  the  amorphous/crystalline  state  of 
the  product  can  influence  biological  reactivi- 
ty.2-3 

The  host  reaction  following  silicone 
breast  implants  can  vary  considerably.  Cap- 
sules of  fibrosis  usually  form;  in  situations 
where  inflammation,  both  locally  and  system- 
ically,  is  minimal,  fatty  tissue  replacement  en- 
sues, reproducing  the  composition  and  con- 
sistency of  normal  breast  tissue.  If  an  inflam- 
matory reaction  occurs,  particularly  in  the 
presence  of  low-grade  infection  or  the  reten- 
tion of  poorly  degradable  bacterial  cell  walls 
(peptidoglycans),  silicone  particles  can  be 
separated  from  the  implant  and  taken  up  by 
macrophages,  leading  to  an  intense  local  as 
well  as  regional  inflammatory  reaction  with 
fatty  necrosis.  In  such  settings,  particulate  im- 
plant material  has  been  identified  in  regional 
lymph  nodes  (as  it  has  in  the  case  of  silicone 
joint  implants),  with  lymphadenopathy,  gran- 


uloma formation,  and  infiltrates  of  eosino- 
phils and  multinucleated  giant  cells.  This  re- 
action, leading  to  the  formation  of  exuberant 
connective  tissue  in  the  form  of  granulomata 
and  fibrosis,  is  unfortunately  relatively  com- 
mon and  can  be  symptomatically  managed  by 
antibiotic  therapy.  When  the  local  reaction  is 
intense,  immune  reactivity  to  silicone  can  be 
demonstrated  with  both  hypersensitivity  and 
autoimmune  types  of  assay. 

Fortunately,  such  local  and  regional  in- 
flammatory reactions  become  systemic  only 
very  rarely.4  Systemic  reactions  usually  do 
not  occur  until  10-20  years  after  implant 
placement  (estimated  mean  latency  = 14 
years).  Full-blown  autoimmune  or  connective 
tissue  diseases  have  been  associated  with  im- 
plants with  an  incidence  of  less  than  one  per 
thousand  after  prolonged  delay.  Scleroderma 
is  the  syndrome  most  reported,  but  systemic 
lupus  erythematous  and  rheumatoid  arthritis 
have  also  been  noted.5'7  Removal  of  the  im- 
plant does  not  consistently  alter  the  course  of 
the  connective  tissue  disorder. 

There  are  more  questions  than  answers  re- 
garding these  rare  associations.  Is  the  associa- 
tion real?  Is  the  reactive  recipient  predisposed 
to  react  either  by  a general  autoimmune  pre- 
disposition or  silicone-specific  immunogenet- 
ic  susceptibility,  such  as  in  the  association  of 
HFA-B27  with  ankylosing  spondylitis,  for 
example.  Can  the  predisposed  host  be  identi- 
fied pre-implant?  These  questions  require  for- 
mal prospective  study  for  full  answers.  Ex- 
perimental studies  could  hold  great  promise 
for  improving  the  understanding  not  only  of 
the  local/systemic  interactions  in  these  pa- 
tients but  also  of  autoimmune  connective  tis- 
sue disease  in  general. 

Recommendations,  without  a firm  data- 
base, represent  largely  personal  opinions.  For 
now,  all  injections  should  be  avoided,  scrupu- 
lous technical  care  should  be  emphasized  to 
minimize  infection;  in  the  future,  identifica- 
tion of  the  potential  connective  tissue  disease- 
prone  implant  candidate  for  implant  can  be 
undertaken  by  history,  physical  examination 
and  perhaps  even  laboratory  evaluation.  The 
personal  benefits  of  breast  implants  are  the 
individual  decision  of  each  woman:  the  pro- 
fession’s responsibility  is  clearly  “primum 
non  nocere”  (first  do  no  harm)  by  reducing 
the  risk  to  its  absolute  minimum. 
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Candidates  for  breast  implants  who  have 
first  degree  relatives  with  rheumatoid  arthri- 
tis, systemic  lupus  erythematosus,  scleroder- 
ma or  dermatomyositis/polymyositis  could  be 
at  increased  risks  of  a local/systemic  connec- 
tive tissue  reaction.  A personal  history  of  un- 
usual susceptibility  to  infection  or  the  pres- 
ence of  autoimmune  serological  phenomena 
(antinuclear  antibodies)  could  relate  to  a fu- 
ture implant  reaction.  In  the  future,  perhaps  a 
specific  and  sensitive  HLA  assay  for  the  im- 
munogenetic  propensity  to  autoimmunity  can 
be  developed  and  applied  to  those  who  are 
candidates  for  augmentation  mammoplasty. 
At  our  present  level  of  understanding,  these 
possibilities  are  largely  hypothesis  which  can 
be  tested  experimentally  to  reduce  further  the 
potential  risk  of  augmentation  mammoplasty. 

E.  Carwile  LeRoy,  M.D. 

Department  of  Medicine,  Division  of 
Rheumatology  and  Immunology 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425-2229 

Letter  to  tvje  Editor 


LIVING  WILLS  AND  THE  IDENT1 

To  the  Editor: 

As  you  are  aware,  the  living  will  has 
gained  much  publicity  over  the  last  few 
weeks  as  a result  of  the  Cruzan  Case  and  the 
recent  Supreme  Court  ruling  concerning  their 
legality.  Unfortunate  as  it  is,  so  many  patients 
are  unable  to  impart  this  information  to  an 
emergency  room  or  other  attending  physician 
during  a medical  crisis  where  emergency  re- 
suscitation, intubation  et  al  is  required.  The 
use  of  an  identification  card  in  the  person’s 
wallet  may  be  of  little  value  in  that  situation. 

As  a solution,  I read  a recent  letter  in  the 
Medical  Tribunal  Journal  where  Dr.  Walter 
McLawhorn,  Jr.  suggests  that  patients  with 
living  wills  identify  themselves  with  an  iden- 
tification bracelet  or  necklace  so  stating  their 
intentions  not  to  be  resuscitated,  etc.  This 
would  help  the  treating  physician  should  that 
patient  ever  develop  a situation  which  re- 
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BRACELET 


quires  acute  intervention  which  was  express- 
ly prohibited  in  their  living  will. 

As  a busy  practicing  internist,  I cannot  re- 
call everyone  who  has  initiated  living  wills  in 
our  practice.  I hope  never  to  perform  resusci- 
tative  measures  on  a patient  that  had  asked 
me  not  to  do  so  but,  because  of  the  lack  of 
proper  identification,  those  procedures  might 
be  performed.  Then,  you  will  have  to  explain 
to  the  patient  and  their  family  why  you  did 
something  you  were  told  not  to  do,  and  who 
knows  where  that  would  lead? 

I feel  that  the  idea  of  an  identification 
bracelet  or  necklace  for  persons  with  living 
wills  needs  further  dissemination. 

Timothy  S.  Lewelyn,  M.D. 

391  Serpentine  Drive 

Spartanburg,  SC  29303 
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On  tlje  Cover 


SOUTH  CAROLINA  MEDICINE  FIFTY  YEARS  AGO 


Pictured  on  this  month’s  cover  is  the  graduat- 
ing class  of  the  school  of  medicine  of  the 
Medical  College  of  the  State  of  South  Caroli- 
na in  1940.  How  many  can  you  identify? 
Thirty-six  men  and  four  women  graduated 
that  year.  Thirty-three  were  South  Carolinians 
and  most  returned  to  South  Carolina  to  prac- 
tice with  Sumter  receiving  the  lion’s  share  of 
at  least  four.  Of  the  40  graduates,  13  are 
presently  living  in  South  Carolina. 

In  1940  the  Medical  College  consisted  of 
four  buildings:  the  main  building  on  Lucas 
Street,  and  three  portions  of  the  “Quadran- 
gle”: the  Library-Pathology,  the  Physiology- 
Pharmacology,  and  the  Outpatient-Labora- 
tory. “Old  Roper”  was  still  used  as  the  teach- 
ing hospital.  Tuition  was  $250  for  South  Car- 
olinians and  $400  for  non-residents.  Robert 
Wilson  was  dean  and  there  were  three  other 
officers  of  administration:  a vice-dean,  two 
registrars  and  two  librarians. 

At  least  three  S.  C.  hospitals  opened  their 
doors  that  year:  Coleman  Hospital,  Travelers 
Rest;  Kelly  Memorial,  Kingstree;  and  John- 


son Memorial,  Hemingway.  Two  hospitals  in 
S.  C.,  Greenville  General  and  Tri-County  in 
Orangeburg,  were  among  the  13  in  the  coun- 
try to  receive  the  loan  of  2 grams  of  govern- 
ment-owned radium.  This  radium  was  to  be 
used  free  of  charge  to  the  patient.  The  hospi- 
tals were  selected  on  the  basis  of  need  for  ra- 
dium, competence  of  staff  and  adequacy  of 
facilities. 

A special  meeting  of  physicians  in  the 
state  was  held  to  discuss  the  ramifications  of 
the  Selective  Service  Draft  as  the  country 
geared  up  for  defense.  Governor  Maybank 
cautioned  that  “The  ranks  of  the  medical  pro- 
fession will  be  . . . hit  harder  (by  the  draft) 
after  this  year,  and  there  will  be  a greater 
scarcity  of  doctors  for  both  military  and  civil- 
ian service.”  A prophecy  that  was,  unfortu- 
nately, to  prove  true. 

Betty  Newsom 

The  Waring  Historical  Library 
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BE  AN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 


Kimm'Y)  Bige 

SCMAA  HEALTH  PROJECTS:  1990-91 

The  South  Carolina  Medical  Association  Auxiliary  Health  Committee  is  wholly  committed  to 
its  ongoing  goals  and  ideals.  We  shall  continue  to  initiate  and  promote  health  care  in  our  28  orga- 
nized counties  by  combining  their  efforts  to  promote  health  education  and  total  well-being  for  all. 
We  shall  emphasize  “Volunteerism,”  the  value  of  service  as  our  motivational  philosophy.  Volun- 
teers are  making  a difference  in  the  quality  of  life  for  all  our  citizens.  We  would  hope  that  such 
efforts  will  serve  to  inform  the  public  of  the  many  hours  of  service  rendered  by  physicians  and 
their  spouses,  indeed,  well  reflect  the  positive  role  of  the  medical  community. 

With  regard  to  the  recent  South  Carolina  Council  on  Alcohol  and  Drug  Abuse  Report,  adoles- 
cents between  the  ages  of  13-17  continue  to  choose  alcohol  as  the  number  one  drug  for  abuse, 
and  cocaine  as  the  number  one  drug  for  which  they  seek  medical  treatment.  Therefore,  we  plan  to 
initiate  a health  education  project  promoting  parents’  involvement  in  fighting  substance  abuse  on 
their  home  ground.  This  is  an  intervention  program  whereby  parents  learn  necessary  “tools”  to 
help  their  own  children  to  make  wise  decisions. 

In  response  to  the  goals  of  the  Comprehensive  Health  Education  Act,  the  AMA  and  SCMA 
Auxilians  continue  to  work  on  the  early  childhood  and  adolescent  health  initiative  to  insure  the 
healthy  development  of  all.  We  shall  promote  the  South  Carolina  Medical  Association  and  the 
South  Carolina  Bar  Association  substance  abuse  program  by  encouraging  county  auxilians  to 
work  with  medical  societies  and  associations  in  coalition  to  bring  this  program  into  local  schools. 
Examples  of  programs  begun  in  response  to  the  AMA  initiatives  are  those  which  deal  with  sexu- 
ality and  pregnancy  victimization,  psychological  disorders,  suicide,  trauma  and  violence  and 
HIV/AIDS  education. 

Along  with  the  Health  Education  Van,  we  continue  to  endorse  the  Physicians’  Family  Support 
Committee;  regional  and  fall  board  meeting  (each  meeting  focuses  on  health  related  issues  and 
also  utilizes  exhibitors  from  area  health  organizations  such  as  the  American  Red  Cross,  the 
American  Cancer  Society,  the  Council  on  Drug  and  Alcohol  Abuse,  etc.,  who  are  eager  to  share 
educational  materials,  ideas  and  resources);  annual  school  nurses’  workshops  (in  conjunction 
with  the  South  Carolina  Department  of  Education  and  the  South  Carolina  Department  of  Health 
and  Environmental  Control);  and  numerous  ether  community  projects. 

To  coincide  with  national  “Talk  About  Prescriptions”  month  in  October,  we  plan  to  promote  a 
pilot  program  to  encourage  older  citizens  and  their  primary  physicians  to  review  their  medica- 
tion. In  this  way,  we  would  hope  to  achieve  our  goal  of  improving  physician/patient  understand- 
ing and  communication. 

We  look  forward  to  working  with  each  auxilian,  physician  and  individual  to  promote  the 
many  issues  of  health  care.  We  welcome  your  help  and  appreciate  your  support  in  all  areas  to  as- 
sure our  state  of  a successful  and  productive  year. 

Mrs.  William  A.  Dunovant  (Joanne) 
SCMAA  Health  Project  Chairman 


October  1990 


565 


classifieds 


SOUTH  CAROLINA— SENIOR  MEDICAL 
DIRECTOR:  Physician  to  provide  clinical  ser- 
vices as  an  independent  contractor  at  four  low- 
volume  Emergency  Departments  in  South  Car- 
olina low  country  with  hourly  clinical  fees, 
flexible  scheduling  and  professional  liability  in- 
surance procured  on  your  behalf.  May  also 
serve  as  Senior  Medical  Director  for  adminis- 
trative stipend  and  benefits.  For  further  infor- 
mation, call  (800)  476-3132  or  send  your  CV  to 
Steve  Koronic,  Coastal  Emergency  Services  of 
Columbia,  Inc.,  2828  Croasdaile  Drive,  Dept. 
SO,  Durham,  NC  27705. 

COLUMBIA— TEACHING  PSYCHIA- 
TRIST POSITION  AVAILABLE:  The 

William  S.  Hall  Psychiatric  Institute  has  an 
opening  available  on  the  Adult  Inpatient  Psy- 
chiatry Service  for  a psychiatrist  with  interest 
and  aptitude  in  teaching,  supervision,  and  ad- 
ministration. Research  interests  strongly  en- 
couraged but  not  mandatory.  The  successful 
candidate  would  be  expected  to  function  as  the 
ward  attending  and  team  leader  on  a 24-bed 
acute  to  intermediate  stay  unit.  They  would 
have  the  responsibility  of  supervising  two  gen- 
eral psychiatry  residents  and  two  medical  stu- 
dents in  their  day-to-day  care  of  patients,  chair 
the  unit  treatment  team  and  manage  the  milieu. 
37.5  hour  work  week.  Separately  compensated, 
at-home,  night  call  to  back  up  the  in-house  resi- 
dents. Competitive  salary  depending  on  qualifi- 
cations. In  addition,  a liberal  private  practice 
plan  allows  substantial  supplementation  of  in- 
come. Applicants  must  be  able  to  qualify  for  an 
academic  appointment  with  the  University  of 
South  Carolina  School  of  Medicine.  The  South 
Carolina  Department  of  Mental  Health  is  an 
equal  opportunity  employer.  If  you’re  interested 
in  doing  some  hands-on  teaching  without  un- 
necessary ancillary  pressures,  contact:  Louis  N. 
Gruber,  M.D.,  Chief,  Adult  Inpatient  Psychiatry 
Services,  William  S.  Hall  Psychiatric  Institute, 
Columbia,  SC  29202;  (803)  734-7044. 

Office  available  in  professional  building,  1920 
Bull  St.  Includes:  4 exam  rooms,  private  office, 
reception  area,  lab,  cypress  panelling,  2 mile  ra- 
dius to  3 hospitals,  $750/month.  252-0560/256- 
6965. 


ULTRASOUND  MACHINES  AVAILABLE: 

ATL  mk600  stereo  doppler,  3 transducers,  hard 
copy  $9750.00;  ATL  mk450  peripheral  vascu- 
lar/general purpose  $5500.00;  IREX  Exemplar 
system  w/doppler  $7500.00;  HP  78303A  four- 
channel  monitors  $595.00;  HP  7830  cardiac 
monitors  $575.00.  Call  for  other  equipment. 
BTX  MEDICAL  Specializing  in  Used  Equip- 
ment. Phillip  Le  Frois  (919)  828-0960. 

WANTED:  Board  certified  family  physician  to 
direct  an  innovative,  multidisciplinary  primary 
care  education  center.  This  center  will  serve  as 
a model  for  the  provision  of  primary  health  ser- 
vices in  a rural  area.  Responsibilities  to  include: 
teaching  health  profession  students  and  primary 
care  residents;  providing/supervising  patient 
care  services.  Faculty  appointment  to  one  or 
more  family  medicine  residency  programs  in 
South  Carolina.  Support  available  for  research 
and  professional  development.  Competitive 
salary  and  benefits.  Send  resume  to  Dr.  David 
Garr,  Department  of  Family  Medicine,  MUSC, 
171  Ashley  Avenue,  Charleston,  SC  29425. 
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OUTCOME  OF  ACUTE  SUBDURAL  AND 
EPIDURAL  HEMATOMAS  IN  A LEVEL  I 
TRAUMA  CENTER  IN  SOUTH  CAROLINA* 


N.  SELBY  RICHARDSON,  III,  M.D. 
B.  DANIEL  PAYSINGER,  M.D.** 


INTRODUCTION 

At  least  seven  million  head  injuries  occur  an- 
nually in  the  United  States,  and,  unfortunate- 
ly, a large  proportion  have  a poor  outcome.1 
Epidural  hematomas  occur  in  approximately 
one  percent  of  the  patients  with  head  trauma 
admitted  to  the  hospital  and  acute  subdural 
hematomas  are  about  twice  as  frequent.2 

Many  clinical  factors  have  been  recog- 
nized as  important  to  the  outcome  of  patients 
sustaining  head  trauma.1  This  study  reviews 
patients  with  acute  subdural  and  epidural 
hematomas  and  evaluates  their  outcome 
based  on  the  Glasgow  Coma  Scale  and 
whether  they  were  conscious  or  unconscious 
prior  to  surgical  intervention. 

CLINICAL  MATERIAL  AND  METHODS 

This  is  a retrospective  clinical  study  in  which 
data  were  reviewed  and  collected  from  the 
charts  of  patients  admitted  to  Richland  Me- 
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morial  Hospital  with  acute  subdural  and 
epidural  hematomas  from  1986  to  1988.  The 
discharge  code  for  acute  subdural  and  epi- 
dural hematomas  was  used  to  identify  the 
charts  and  included  patients  with  isolated 
lesions  as  well  as  those  sustaining  multiple 
trauma.  The  patients  selected  had  their  trau- 
matic episode  within  72  hours  of  admission 
to  the  emergency  room. 

Computer  tomography  of  the  head  was 
used  to  define  the  type  of  lesion  and  the 
severity  of  the  lesion  was  determined  by  the 
Glasgow  Coma  Scale  (Table  1).  This  scale 
has  become  accepted  as  the  measure  by 
which  to  categorize  head  injury  patients  and 
has  demonstrated  good  correlation  with  the 
outcome  in  the  severely  head  injured  popula- 
tion.3 4 

The  Glasgow  Outcome  Scale  was  used  to 
classify  the  outcome.  Determination  of  the 
patients’  outcome  category  was  based  on 
their  condition  at  discharge  from  Richland 
Memorial  Hospital  or  time  of  transfer  to  an- 
other facility.  The  Glasgow  Outcome  Scale 
consists  of  five  categories:  death,  persistent 
vegetative  state,  severe  disability,  moderate 
disability  and  good  recovery.  In  this  study,  the 
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TABLE  1 

GLASGOW  COMA  SCALE 

Eye-Opening  Response: 

Spontaneous 

4 

To  Speech 

3 

To  Pain 

2 

None 

1 

Verbal  Response: 

Oriented 

5 

Confused  Conversation 

4 

Inappropriate  Words 

3 

Incomprehensible  Sounds  2 

None 

1 

Best  Motor  Response: 

Obeys 

6 

Localizes 

5 

Withdraws 

4 

Abnormal  Flexion 

3 

Extensor  Response 

2 

No  Movement 

1 

death  category  included  all  patients  who  died 
after  being  admitted  with  acute  subdural  or 
epidural  hematomas  and  no  distinction  was 
made  between  patients  who  died  as  a result  of 
the  hematomas  or  secondary  systemic  com- 
plications. In  the  persistent  vegetative  state 
category,  there  was  absence  of  adaptation  to 
the  environment  and  of  any  speech  with  no 
evidence  of  mental  function  in  a patient  who 
was  apparently  awake  at  times  with  sponta- 
neous eye  opening.  Severe  disability  implies 
that  patients  were  dependent  on  the  help  of 
others  for  activities  of  daily  living.  Moderate 
disability  included  those  patients  independent 
as  far  as  activities  of  daily  living  were  con- 
cerned, such  as  feeding  and  dressing  them- 
selves, but  were  unable,  because  of  their  phy- 
sical and  mental  disability,  to  return  to  their 
former  occupational  level.  Good  recovery  in- 
dicates that  the  patients  had  been  able  to  re- 
turn to  their  former  occupational  level  but  not 
necessarily  to  their  former  occupation.  Such 
patients  may  have  had  minor  defects  in  neu- 
rological or  mental  function.1 5 6 

RESULTS 

In  this  study,  the  mortality  rate  of  all  acute 
subdural  hematomas  treated  with  or  without 
surgery  was  44.7  percent  (Table  2).  Those  pa- 
tients with  a Glasgow  Coma  Scale  score  of  3- 
5 had  a mortality  rate  of  75  percent  as  com- 
pared to  a mortality  of  11.8  percent  if  the 


TABLE  2 

ACUTE  SUBDURAL  HEMATOMAS 


Outcome  (%) 


GCS 

No.  of 
Cases 

Death 

Vege- 

tative 

Severe 

Disa- 

bility 

Moderate 

Disa- 

bility 

Good 

Recovery 

3-5 

20 

75 

5 

5 

10 

5 

6-8 

8 

50 

25 

25 

9-11 

2 

100 

12-15 

17 

11.8 

5.9 

5.9 

76.5 

Total 

47 

44.7 

4.3 

8.5 

8.5 

34 

Glasgow  Coma  Scale  score  was  12-15.  Of  the 
47  patients  that  presented  with  acute  subdural 
hematomas,  63.8  percent  were  operated  on 
for  evacuation.  The  overall  mortality  rate  of 
those  who  underwent  surgical  intervention 
was  56.7  percent.  Those  patients  with  a Glas- 
gow Coma  Scale  score  of  3-5  who  underwent 
operation  had  a 76.5  percent  mortality  com- 
pared to  a 16.7  percent  mortality  in  the  12-15 
Glasgow  Coma  Scale  score  category.  When 
the  level  of  consciousness  was  considered, 
patients  who  were  unconscious  at  the  time  of 
surgery  had  a mortality  rate  of  72.7  percent  as 
opposed  to  12.5  percent  if  the  patient  was  still 
conscious  at  the  time  of  surgery. 

In  this  small  study  of  16  patients  with 
epidural  hematomas  the  mortality  rate  was 
6.3  percent  with  a good  recovery  of  87.5  per- 
cent (Table  3).  Those  patients  with  a Glasgow 
Coma  Scale  score  of  3-5  had  a mortality  rate 
of  33.3  percent  and  a good  recovery  of  33.3 
percent  while  100  percent  good  recovery  was 
achieved  in  the  12-15  category.  We  found  a 

TABLE  3 

EPIDURAL  HEMATOMAS 


Outcome  (%) 


GCS 

No.  of 
Cases 

Death 

Vege- 

tative 

Severe 

Disa- 

bility 

Moderate 

Disa- 

bility 

Good 

Recovery 

3-5 

3 

33.3 

33.3 

33.3 

6-8 

1 

100 

9-11 

1 

100 

12-15 

11 

100.3 

Total 

16 

6.3 

6.3 

87.5 

574 


The  Journal  of  the  South  Carolina  Medical  Association 


HEMATOMA  OUTCOMES 


33.3  percent  mortality  rate  in  unconscious  pa- 
tients who  underwent  surgery  and  100  per- 
cent good  recovery  in  patients  who  had  not 
lost  consciousness  prior  to  their  surgical  pro- 
cedure. All  of  our  patients  who  were  followed 
without  surgical  intervention  were  in  the  12- 
15  Glasgow  Coma  Scale  score  category  and 
all  had  good  recovery. 

DISCUSSION 

The  data  from  this  study  were  compared  to 
and  consistent  with  that  of  other  series  in  the 
literature.  Studies  of  acute  subdural  hema- 
tomas reveal  a very  high  mortality  rate  rang- 
ing from  25  percent  to  over  90  percent.  This 
high  mortality  rate  relates  to  the  major  Under- 
lying diffuse  brain  injury  that  is  associated 
with  many  of  these  injuries,  which  is  then 
compounded  by  rapid  brain  compression  as  a 
result  of  the  subdural  hematoma.2 

The  mortality  rate  for  acute  subdural  he- 
matomas here  at  Richland  Memorial  Hospital 
was  44.7  percent  with  a 75  percent  mortality 
in  the  3-5  Glasgow  Coma  Scale  category.  A 
multicenter  study  by  Gennarelli,  et  al,  found 
acute  subdural  hematomas  with  a Glasgow 
Coma  Scale  score  of  3-5  to  uniformly  be  the 
worst  problem  with  a 74  percent  mortality.4 
Bowers  and  Marshall’s  study  of  head  injury 
outcome  with  a Glasgow  Coma  Scale  score 
of  7 or  less  reported  a mortality  rate  of  52 
percent  for  acute  subdural  hematomas.7 

The  study  by  Gennarelli,  et  al,  found 
acute  subdural  hematomas  to  cause  the  worst 
quality  of  survival  with  only  14  percent  of  pa- 
tients having  a good  recovery  or  moderate 
disability  (eight  percent  good  recovery)  in  the 
3-5  Glasgow  Coma  Scale  category.  This 
study  also  demonstrated  a poor  quality  of  sur- 
vival for  patients  with  a low  Glasgow  Coma 
Scale  score  with  a 15  percent  good  recovery 
or  moderate  disability  (five  percent  good  re- 
covery) in  the  3-5  Glasgow  Coma  Scale  cate- 
gory. 

In  this  study  we  were  surprised  to  find 
only  16  patients  with  epidural  hematomas. 
The  mortality  rate  for  epidural  hematomas 
here  at  Richland  Memorial  Hospital  was  6.3 


percent  with  a 33.3  percent  mortality  in  the  3- 
5 Glasgow  Coma  Scale  category  and  a good 
recovery  of  33.3  percent  in  this  category.  In 
Gennarelli ’s  multicenter  study,  patients  with 
epidural  hematomas  in  the  3-5  Glasgow 
Coma  Scale  category  had  a mortality  rate  of 
36  percent  with  a 21  percent  good  recovery.4 

Mortality  in  patients  due  to  epidural  he- 
matomas is  virtually  restricted  to  those  who 
undergo  surgery  while  unconscious.  Although 
zero  mortality  is  common  in  noncomatose  pa- 
tients, as  in  this  study,  25  percent  to  71  per- 
cent of  comatose  patients  undergoing  surgery 
have  a fatal  outcome.8  In  a study  by  Seelig,  et 
al,  41  percent  of  the  patients  who  deteriorated 
to  coma  before  operation  died.9  This  study  re- 
vealed a 33.3  percent  mortality  rate  for  un- 
conscious patients  who  underwent  operation 
as  compared  to  100  percent  good  recovery  in 
conscious  patients  who  had  surgery. 

CONCLUSION 

The  management  of  patients  with  severe  head 
injury  and  the  high  mortality  and  morbidity 
associated  with  it  continues  to  be  a major 
challenge  for  neurosurgeons.  Acute  subdural 
and  epidural  hematomas  are  surgically  impor- 
tant intracranial  hemorrhagic  complications 
of  head  trauma  that  have  a significantly  high 
mortality  and  poor  prognosis.  The  Glasgow 
Coma  Scale  and  whether  the  patients  were 
conscious  or  unconscious  prior  to  surgical  in- 
tervention are  important  measures  in  the  eval- 
uation of  these  patients  and  in  predicting  their 
outcome.  This  study  evaluated  patients  with 
acute  subdural  and  epidural  hematomas  who 
were  admitted  to  Richland  Memorial  Hospital 
and  demonstrated  that  these  measures  do 
have  a good  correlation  with  the  outcome  in 
this  type  of  patient.  The  data  clearly  illustrate 
the  prognostic  significance  of  the  Glasgow 
Coma  Scale  score.  The  lower  the  Glasgow 
Coma  Scale  score,  the  worse  the  overall  prog- 
nosis in  these  patients.  Also,  it  is  apparent 
that  if  the  patient  loses  consciousness  prior  to 
surgical  intervention,  the  mortality  and 
morbidity  is  greatly  increased.  □ 
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“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These  x 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


moke...there  may  be  bronchitis 


Brief  Summary. 

Consult  tbs  package  literature  for  prescritog  information, 
tntficattoa;  lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
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Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUS!*  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 


Pseudomembranous  colitis  has  been  reported  with 
tics.  It  must  be  con- 
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diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  remitting  m antibiotic- 


> Prolonged  use  may  result  in  overgrowth  of  non- 
iusceptible  organisms. 

> Positive  direct  Coombs*  tests  have  been  reported 
luring  treatment  with  cephalosporins. 

> Cecior  should  be  administered  with  caution  in  the 


dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  requited,  careful  clinical 
observation  and  laboratory  studies  should  be  male. 
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and  infants  less  than  one  month 
milk.  Exercise  caution 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

* Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickftess-itke  reactions  have  been  reported 
with  the  use  of  Cecior.  These  are  characterized  by 
findings  of  erythema  muitiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthraigia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
mid  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-iike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Cecior.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  ciimcal 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  alter  initiation  of  therapy  and  subside 
within  a lew  days  after  cessation  ot  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies!  in  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported. 


and  anaphylaxis  have  been  reported  rarefy.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  ot  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia 
contusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other  eosrnophilia.  2%:  genital  pruritus  or  vaginitis 
less  than  1%  and.  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis  leukopenia,  and  rarely, 
hemolytic  anemia  and  reversible  neutropenia 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Cecior 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  in  BUN  ot  serum 
creatinine. 

• Positive  direct  Coombs’  test. 

• False-positive  tests  lor  urinary  glucose  with  Benedict's 
or  Fehlmg  s solution  and  Clinitest ' tablets  but  not  with 
Tes-Tapev  (glucose  enzymatic  test  strip.  Lilly) 
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Additional  information  available  to  the  profession 
on  request  from  Eli  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 
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A MODIFIED  CYSTOURETHROPEXY  IN  THE 
MANAGEMENT  OF  INCONTINTENCE  AND 
D Y SPAREUNIA* 

JACK  M.  GRAHAM,  M.D. 

H.  ALBERT  STRESING,  M.D. 


A modified  cystourethropexy  was  performed 
on  60  patients  with  stress  urinary  inconti- 
nence. All  patients  were  rendered  continent 
by  the  procedure.  Twenty-two  of  the  60  pa- 
tients were  also  relieved  of  dyspareunia.  The 
procedure  used  is  a modification  of  the  Mar- 
shall-Marchetti-Krantz  (MMK)1,  2 cys- 
tourethropexy which  consists  of  dissecting 
the  peritoneum  from  the  posterior  aspect  of 
the  bladder  and  freeing  the  bladder  from  its 
lateral  fascial  attachments.  This  lateral  and 
posterior  dissection  allowed  for  better 
anatomical  correction  of  the  cystocele  and  al- 
tered the  angle  of  the  trigone.  During  inter- 
course the  penis  is  directed  behind  the  trigone 
and  not  on  it  thus  probably  explaining  the  dis- 
appearance of  the  dyspareunia. 

Indications  for  surgery  are  either  stress 
urinary  incontinence  or  an  uncomfortable 
cystocele.  Such  a cystocele  is  defined  as  ei- 
ther protruding  through  the  vaginal  orifice  or 
causing  the  patient  to  feel  that  she  is  “sitting 
on  her  bladder.” 

All  patients  had  cystoscopic  evaluation, 
determination  of  bladder  capacity  and  excre- 
tory urography.  Bladder  capacity  ranged  from 
350ml  to  1050ml  and  presurgical  residuals 
for  10ml  to  200ml.  Cystometric  studies  were 
done  on  patients  with  abnormal  clinical  find- 
ings. In  those  patients  that  had  dyspareunia  as 
a problem,  pressure  on  the  trigone  with  the 
finger  duplicated  the  pain.  In  some  patients  a 
thinned  out  area  of  the  bladder  wall  with  min- 
imal musculature  present  was  found  posteri- 
orly. It  is  shaped  much  like  a triangle  with  the 
base  at  the  junction  between  the  peritoneum 
and  bladder  and  extending  posteriorly  to  the 
interureteral  ridge.  Presurgical  diagnosis  was 


*From  Spartanburg  Urological  Associates,  P.A.,  225 
East  Wood  Street,  Spartanburg,  S.C.  29303  (address 
correpondence  to  Dr.  Graham). 


generally  not  made.  It  is  believed  that  this 
segment  acted  as  a “pseudodiverticulum.” 

METHOD 

Patients  are  surgically  prepared  for  abdominal 
cystourethropexy.  Serving  as  a guide  for  the 
placement  of  the  periurethral  sutures  and  for 
identification  of  the  uppermost  segment  of 
the  urinary  bladder,  a #20  foley  catheter  is  in- 
serted into  the  bladder  via  the  urethra.  The 
junction  of  the  bladder  and  the  peritoneum  is 
located  (Fig.  1A)  and  by  sharp  and  blunt  dis- 
section, the  peritoneum  is  reflected  off  the 
dome  and  posterior  aspect  of  the  bladder  (Fig. 
IB).  Accidental  entry  into  the  bladder  and/or 
the  peritoneum  may  occur.  One  must  exercise 
caution  during  this  dissection  or  a portion  of 
the  muscle  wall  may  be  dissected  free  from 
the  bladder.  The  bladder  is  now  dissected  free 
from  its  lateral  attachments  beginning  with 
sharp  dissection  at  the  area  of  the  dome  of  the 
bladder.  By  using  a sponge  stick  the  bladder 
is  dissected  free  from  its  lateral  fascial  attach- 
ments to  the  pelvic  wall  (Fig.  1C,  D).  If  the 
“pseudodiverticulum”  (Fig.  2A)  is  present  it 
is  excised  and  the  bladder  is  closed  (Fig.  2C) 
with  #0  chromic  sutures  placed  about  1cm 
apart  using  full  thickness  bladder  wall  mucos- 
al sparing  sutures.  #1  chromic  sutures  are  now 
placed  lateral  to  the  urethra  into  the  anterior 
vaginal  wall  and  the  pubic  symphysis  as  de- 
scribed in  the  classic  MMK  cystourethropexy. 

At  the  level  of  the  origin  of  the  rectus 
muscle  a suture  is  passed  down  through  the 
anterior  rectus  sheath  and  muscle  into  a por- 
tion of  the  lateral  bladder  wall  and  brought  up 
on  the  same  side  through  rectus  muscle  and 
fascia  and  tied.  The  other  side  is  treated  in  the 
same  manner.  At  the  same  level  a #1  chromic 
suture  is  brought  through  the  fascia,  rectus 
muscle,  anterior  bladder  wall  and  through 
rectus  muscle  and  fascia  on  the  opposite  side 


578 


The  Journal  of  the  South  Carolina  Medical  Association 


MODIFIED  CYSTOURETHROPEXY 


FIGURE  IA.  The  junction  between  bladder  and 
peritoneum  has  been  located  using  the  foley  bulb  as 
a guide. 


Lateral  bladder  attachments  being  stripped 
away  with  sponge  stick. 


FIGURE  1C.  Lateral  bladder  attachments  being 
stripped  away  with  sponge  stick. 


and  tied.  Penrose  drains  are  then  placed 
through  a stab  wound  on  either  side  of  the  in- 
cision and  the  peritoneum  is  carefully  closed 
if  entered.  The  incision  is  profusely  irrigated 
with  normal  saline.  A suprapubic  catheter  is 
placed  through  a stab  wound  lateral  to  the  in- 
cision and  into  the  urinary  bladder.  The  re- 
mainder of  the  cystourethropexy  is  accom- 
plished using  #1  chromic  sutures  through  the 
fascia,  muscle  and  anterior  bladder  wall  and 
back  up  on  the  same  side  through  the  muscle 
and  fascia  and  tying.  Minimal  tension  is 
placed  on  these  sutures.  The  bladder  usually 
comes  up  to  about  half  the  length  of  the  inci- 
sion. Additional  sutures  of  #1  chromic  are 
used  to  close  the  remainder  of  the  fascia/mus- 


FIGURE IB.  The  bladder  has  been  dissected  free 
posteriorly. 


FIGURE  ID.  Dissection  is  now  complete. 


cle  incision.  A running  suture  of  #1  PDS  is 
then  used  to  close  the  fascia.  The  subcuta- 
neous tissues  are  approximated  with  #00 
plain  and  the  skin  with  staples.  The  Penrose 
drains  are  sutured  to  the  skin  edges  and  a 
dressing  is  applied. 

Postoperative  care  is  essentially  the  same 
as  any  standard  cystourethropexy.  Consider- 
able drainage  may  occur  but  the  drains  can 
usually  be  removed  on  the  second  or  third 
postoperative  day.  The  suprapubic  catheter 
remains  for  a total  of  14  days  then  clamped 
and  the  patient  is  allowed  to  void.  When  the 
measured  residual  is  less  than  50ccs,  the 
suprapubic  catheter  is  removed.  A Foley 
catheter  is  inserted  into  the  bladder  through 
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FIGURE  2A.  Posterior  bladder  with  thin  area 
outlined. 


FIGURE  2C.  Bladder  closed. 


the  urethra.  The  patient  is  instructed  to  re- 
move the  catheter  48  hours  later  in  the  early 
morning.  If  she  is  unable  to  void,  catheter 
drainage  is  reinstituted  and  the  process  is  re- 
peated until  adequate  voiding  resumes. 

Immediately  after  removal  of  the  catheter 
the  patient  may  need  to  void  every  hour  or  so; 


FIGURE  2B.  Posterior  bladder  with  thin  area 
excised. 


however,  over  the  next  two  to  three  weeks  the 
bladder  distends  to  normal  capacity.  Bladder 
spasms  may  be  quite  severe  and  require  treat- 
ment with  both  analgesics  and  antispasmod- 
ics,  medications  such  as  ProPantheline  Bro- 
mide (ProBanthine)  and  a combination  of 
Oxycodone  and  Acetaminophen  (Tylox).  In 
addition  Chlordiazepoxide  and  Amitriptyline 
HCL  (Limbitrol-DS)  may  be  given  in  the 
early  evening  for  smoother  sleep  and  as  a 
bladder  spasmolytic.  Residual  urine  should  be 
checked  as  clinically  indicated  and  Bethane- 
chol  may  be  necessary  in  some  cases.  Radio- 
logic  illustrations  of  the  new  position  is  de- 
picted in  Figures  3-A,  B,  & C. 

RESULTS 

We  have  performed  this  modification  of 
MMK  in  60  patients  ranging  in  age  from  26 
to  83  years,  with  median  age  of  50.  Following 
the  procedure,  no  deaths  or  major  complica- 
tions were  observed.  Two  patients  had  pelvic 
cellulitis  after  removal  of  the  suprapubic 
catheter  due  to  leakage  of  urine  into  the 
pelvic  area.  Pelvic  cellulitis  was  manifest  by 
a sore  lower  abdomen  and  pain  in  the  coc- 
cygeal area  and  leg.  These  symptoms  disap- 
peared following  administration  of  broad 
spectrum  antibiotics  and  catheter  drainage. 
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FIGURE  3B.  Upright  film  two  weeks  postoper- 
ativelv. 


FIGURE  3A.  Preoperative  upright  film. 


FIGURE  3C.  Upright  film  six  weeks  postoper- 
atively. 


Inserting  a urethral  catheter  48  hours  follow- 
ing removal  of  the  suprapubic  catheter  has 
obviated  this  problem.  No  patients  have  had 
stress  urinary  incontinence  and  only  two  pa- 
tients have  had  to  use  self-catheterization. 
Twenty-two  patients  with  dyspareunia  were 
relieved  of  their  symptoms  following  the 


surgery.  This  represented  all  patients  with 
such  a complaint  preoperatively.  Residual 
urines  diminished  to  less  than  50ml  unless  the 
patient  was  either  diabetic,  debilitated  or  on 
psychotropic  drugs.  Seven  of  the  patients 
weighed  over  87Kg.  The  heaviest  patient 
weighed  112Kg.  Clinical  improvement  in  the 
general  bladder  physiology  was  noted  over  a 
period  of  six  months  postoperatively;  how- 
ever, in  six  to  ten  weeks  patients  were  almost 
normal. 

No  restrictions  have  been  placed  on  activ- 
ity after  three  months. 

As  in  other  organs  of  the  body,  the  blad- 
der undergoes  histologic  changes  with  aging. 
Thinning  of  the  bladder  posteriorly  appears  to 
occur  in  about  30%  of  women  with  stress  in- 
continence and  cystocele.  While  increasing 
the  urethral  length  and  angle,  as  is  seen  in  the 
classic  MMK,  does  help  the  continence 
mechanism,  often  it  fails  to  improve  voiding 
and  may  make  voiding  more  difficult.  By  re- 
flecting the  peritoneum  off  the  bladder  and 
excising  thinned  out  segments  when  present, 
we  have  been  able  to  rid  them  of  stress  incon- 
tinence and  enable  the  patient  to  void  in  a 
more  normal  fashion.  In  addition,  any  degree 
of  cystocele  can  be  corrected.  Outcomes  indi- 
cate that  an  acute  urethrovesical  angle  or  par- 
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tial  obstruction  of  this  area  is  not  a prerequi- 
site for  normal  continence.2 

CONCLUSION 

A computer  search  of  the  urological  literature 
yielded  only  one  reference  to  dyspareunia.3 
In  an  editorial  in  the  British  Journal  of 
Medicine ,4  a good  overview  of  the  problem 
was  presented.  Trigonal  dyspareunia  was  not 
mentioned.  This  subject  is  not  in  the  index  of 
Campbell’s  Urology  fifth  edition. 

In  our  experience  no  patient  who  under- 
went the  modification  of  the  MMK  procedure 
had  either  unstable  bladder  or  ureteral  injury. 
All  of  them  were  rendered  continent.  By  using 


this  approach  any  large  floppy  cystocele  can 
be  repaired  and  offers  the  only  option  other 
than  the  usual  anterior  repair  from  below.  It  is 
our  belief  that  this  procedure  is  beneficial, 
practical  and  should  be  permanent. 
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NEWSLETTER 


NOVEMBER  1990 


FINAL  BUDGET  RECONCILIATION  BILL  PASSED 

Following  are  excerpts  from  an  AMA  preliminary  report  on  the 
final  FY  91  budget  reconciliation  package  which  was  approved  in 
late  October. 

Anti-Hassle  Bill:  Four  of  the  five  elements  of  the 
Rowland/Baucus  anti-hassle  bills  (HR. 4475  and  S.2591)  were 
adopted : 


cross-coverage  billing  (including  coverage  by  in  locum 
tenens  service)  will  be  permitted,  with  a 60-day  maximum  for 
Medicare?  14  continuous  days  for  Medicaid  (90  days  for  in  locum 
tenens) ? 

- a Practicing  Physician  Advisory  Council  to  HCFA  will  be 
established? 

- a demonstration  study  on  release  of  payment  screens  in  at 
least  six  carrier  areas  has  been  authorized?  and 

- the  aggregation  of  claims  denial  appeals  will  be  studied. 

125%  Balance  Billing  Limits:  The  bill  moderates  the  premature 

balance  billing  limits  for  FY  91  by  raising  the  floor  on 
prevailing  rates  from  50  percent  to  60  percent  and  increasing  the 
limits  on  "evaluation  and  management"  services  to  140  percent. 

Medicaid  Expansion:  The  bill  expands  eligibility  of  low-income 

children  and  the  "frail  elderly"  for  Medicaid. 

Physician  Certification;  The  bill  rejected  efforts  by  Rep.  Pete 
Stark  to  require  periodic  Medicare  certification  of  physicians. 

Triplicate  Prescriptions:  Also  rejected  was  Pete  Stark* s 

proposal  to  mandate  triplicate  prescription  programs  in  all  50 
states. 

Physician  Self-Referral:  The  1989  prohibition  against  self- 

referral to  clinical  labs  was  not  expanded  to  include  any  other 
type  of  physician-owned  facility. 

ME  I Update:  The  bill  updates  by  two  percent  payments  for 

"primary  care"  services?  no  1991  update  for  other  services. 

EKGs:  Separate  payment  for  interpretation  of  EKGs  will  be 

prohibited. 


New  Overpriced  Procedures;  "Unsurveyed"  procedures  which  are 
presumed  to  be  overvalued  will  be  reduced. 

Beneficiary  Increases:  The  bill  increases  the  Medicare  Part  B 

premium  from  $28.60  to  $46.10  by  1995.  In  addition,  the 
beneficiary  deductible  will  rise  to  $100.00  in  1991. 

Assistants  at  Surgery:  Payments  for  assistants  at  surgery  will 

have  increased  limitations. 

Further  information  will  be  provided  when  received  by  the  SCMA. 
Meantime,  direct  questions  to  Barbara  Whittaker  or  Bill  Mahon  at 
SCMA  headquarters. 

MEDICARE  UPDATE 


Comparative  Performance  Report  Program 

Last  month's  newsletter  explained  that  approximately  one  percent 
of  physicians  will  receive  a letter  from  the  carrier  which  will 
include  data  indicating  where  the  physician's  practice  varies 
significantly  from  his  peers. 

Although  this  letter  will  state  these  data  are  for  information, 
the  SCMA  has  learned  from  HCFA  that  carriers  will  be  expected  to 
audit  physicians  who  have  received  a profile  and  who  did  not 
provide  sufficient  information  regarding  their  practice  to 
explain  the  statistical  variance. 

If  you  are  one  of  the  approximately  one  percent  of  physicians  who 
receive  a comparative  report  from  the  carrier,  it  is  essential 
that  you  review  this  carefully  and  provide  a written  response  to 
the  carrier.  Please  call  Barbara  Whittaker  at  SCMA  headquarters 
if  you  have  any  questions  or  if  the  SCMA  can  be  of  assistance  to 
you  in  this  matter. 

Good  News  on  CLIA-88  Regulations 

Your  hard  work  and  pressure  are  paying  off!  Health  and  Human 
Services  Secretary  Louis  W.  Sullivan  and  HCFA  Director  Gail 
Wilensky  are  now  indicating  that  major  portions  of  the  CLIA-88 
regulations  will  have  to  be  rewritten  based  on  the  more  than 
50,000  comments  received  during  the  120-day  extended  comment 
period.  More  than  250  letters  from  members  of  Congress  were 
included  in  the  comment  count. 

One  of  the  law's  original  sponsors.  Senator  Barbara  A.  Mikulski 
(D-MD) , has  cautioned  HCFA  to  develop  final  regulations  that  are 
based  on  the  best  available  scientific  information  and  common 
sense  to  make  them  practical  and  effective  without  sacrificing 
access  to  needed  care. 

Even  the  Executive  Office  of  the  President,  the  Office  of 
Management  and  Budget,  has  taken  the  unprecedented  position  of 
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formally  commenting  on  the  proposed  regulations  by  saying  that 
"it  is  not  clear  that  the  regulatory  objectives  (of  CLIA-88)  are 
chosen  to  maximize  the  net  benefits  to  society."  It  stated  that 
HGFA  should  finish  a previously  ignored  requirement  for 
completion  of  a regulatory  impact  analysis  assessing  the  costs 
and  benefits  of  the  chosen  approach  for  the  rule  before 
publishing  a final  rule. 

Dr.  Wilensky  indicated  the  need  to  reassess  the  levels  of 
testing,  personnel  standards,  and  ways  to  accommodate  and 
encourage  evolving  technologies.  Estimates  are  that  the  final 
rule  will  not  be  completed  in  eight  to  12  months.  The  AMA  will 
ask  HCFA  to  publish  any  significant  redraft  of  the  regulations  as 
a notice  of  proposed  rule-making  so  that  physicians  and  others 
can  comment  on  the  "new"  approach. 

Physicians1  Submission  of  Medicare  Claims 

HCFA  has  provided  new  instructions  to  the  carrier  and  the  SCMA 
since  the  September  newsletter  when  information  was  published 
regarding  superbills. 

Please  note  that  the  carrier  will  no  longer  process  a claim  which 
is  submitted  by  a beneficiary  prior  to  submission  by  the 
physician* s office  if  the  beneficiary 1 s copy  includes  a notation 
bv  the  physician’s  office  that  the  claim  will  be  submitted  by 
Medicare.  Then  the  information  will  be  returned  to  the 
beneficiary  with  instructions  to  contact  the  physician  as  to  the 
reason  these  charges  have  not  been  filed. 

Please  note  that  you  must  CLEARLY  have  it  indicated  on  the 
patient's  copy  that  your  office  will  file  the  claim  or  Medicare 
will  process  the  charges  and  a violation  will  be  recorded. 

Direct  Medicare  questions  to  Barbara  Whittaker  or  Cindy  Osborn  at 
the  SCMA. 

MEDICAID  UPDATE 

Unlimited  Office  Visits  for  Children 


Medicaid  recipients  under  the  age  of  21  are  not  bound  to  the  18 
ambulatory  visit  restriction  which  applies  to  older  recipients. 
The  estimated  visits  remaining  column  on  their  Medicaid  cards 
will  always  reflect  18  visits  and  should  be  disregarded. 

Third  Party  Liability 

Beginning  with  claims  processed  on  or  after  November  7,  1990,  the 
State  Health  and  Human  Services  Finance  Commission  will  no  longer 
cost  avoid  pregnancy-related  and  preventive  pediatric  claims  for 
Medicaid  recipients  with  private  insurance  coverage.  Physicians 
who  bill  Medicaid  for  these  services  when  other  coverage  is 
available  will  have  their  claims  paid  by  Medicaid.  A bulletin 
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providing  more  details  will  be  mailed  out  soon.  Questions  should 
be  addressed  to  your  Medicaid  representative  in  Columbia  at  253- 
6134. 

For  all  Medicaid  claims  other  than  pregnancy-related  and 
preventive  pediatrics,  the  physician's  office  must  first  bill  the 
other  insurance  company  (listed  on  the  patient's  Medicaid  card.) 

Retro  Health  Insurance  Letters 


No  more  retro  health  insurance  letters  will  be  sent  out  by 
HHSFC.  Physicians  will  no  longer  be  required  to  file  claims 
with  private  insurance  carriers  after  Medicaid  has  paid  the 
claim.  The  responsibility  of  following  up  on  alternative 
insurance  coverages  will  fall  to  HHSFC  staff.  Existing  retro 
health  letters  now  in  your  office  may  either  be  acted  upon  or 
returned  to  your  representative. 

Diagnosis  Codes  for  Radiology  and  Pathology  Claims 

All  Medicaid  radiology  and  pathology  claims  now  require  diagnosis 
codes.  HHSFC  will  identify  pregnancy-related  claims  by  the 
diagnosis  code  on  the  claim.  Because  of  this,  radiologists  and 
pathologists  are  now  required  to  include  a valid  diagnosis  on 
their  claims.  This  is  not  perceived  by  HHSFC  to  be  a major 
problem  since  most  radiologists  and  pathologists  are  electronic 
billers  with  front-end  edits  requiring  that  they  include 
diagnosis  codes  on  their  current  claims. 

Contact  Barbara  Whittaker  at  the  SCMA  or  your  Medicaid 
representative  if  you  have  questions. 

PRO  UPDATE 

Use  of  Dummy  Numbers 

Apparently  there  is  some  confusion  as  to  who  is  responsible  for 
obtaining  numbers  when  prior  approval  is  mandated  for  surgery. 
If  the  physician  is  confronted  with  emergent  or  urgent  surgery, 
the  use  of  dummy  numbers  is  proper.  If  the  surgery  is  not  urgent 
or  emergent  (is  elective) , the  physician  should  obtain  the  prior 
approval  number.  If  a physician  forgets  to  get  the  prior 

approval,  he  or  she  should  then  coordinate  with  the  hospital  or 
ambulatory  surgical  center  and  have  the  facility  send  the 
complete  records  to  Carolina  Medical  Review.  CMR  must  review  the 
complete  medical  record  before  they  can  issue  a payment 
authorization  number  postprocedure.  Once  the  review  is 
completed,  the  facility  will  be  provided  an  authorization  number 
for  the  case.  That  same  number  is  to  be  used  by  the  physician 
when  submitting  the  Medicare  claim  for  payment.  Claims 
previously  rejected  should  not  be  submitted  as  appeals  to 
Medicare  without  the  PRO  authorization  number  as  Medicare  cannot 
process  the  claim. 
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Nosocomial  Infections 


HCFA  has  initiated  changes  in  the  nosocomial  infection  quality 
screens.  The  new,  more  realistic  screens  will  deal  only  with 
bacteremia  and  septicemia  when  supported  by  two  blood  cultures. 
This  change  should  greatly  reduce  the  number  of  quality  screen 
failures  being  referred  for  physician  consultant  review  and 
should  eliminate  letters  unnecessarily  questioning  other 
nosocomial  infections. 

STATE  LEGISLATIVE  UPDATE 


The  1991  Legislative  Session  is  beginning  to  crank  up.  With  this 
being  an  election  year  for  the  House  of  Representatives  and  with 
retirements  and  the  Federal  Sting,  there  will  be  a lot  of  new 
faces  in  the  State  House. 

The  medical  committees  in  both  the  House  and  the  Senate  will  have 
new  chairmen.  Rep.  Donna  Moss  has  resigned  her  House  seat  and 
Senator  Peden  McLeod  has  resigned  to  be  the  Code  Commissioner  in 
the  Legislative  Council. 

The  Senate  began  pre-filing  on  September  10,  and  the  pre-filing 
deadline  or  closing  date  is  December  10.  The  House  can  begin 
pre-filing  only  after  the  certification  of  the  House  members, 
which  will  take  place  some  time  after  the  November  6 election. 
The  opening  and  closing  dates  will  be  determined  by  Speaker  Bob 
Sheheen. 

As  of  October  1,  the  Senate  has  pre-filed  225  bills.  Some  of  the 
bills  of  particular  interest  to  the  SCMA  are: 

S.  30  (Senator  Mike  Rose) : Mandatory  suspension  of 
professional  licenses  for  a period  of  two  years,  to  a person 
convicted  of  a drug  or  controlled  substance  offense. 

S . 49  (Senator  Mike  Rose):  Triplicate  prescription  for 
controlled  substances. 

S.  69  (Senator  Mike  Rose) : Compensation  of  any  physician 
or  other  employee  of  a state  medical  school  to  be  made  public. 

S . 7 6 (Senator  Mike  Rose):  Allows  a state  income  tax  credit 
for  a licensed  physician  who  provides  professional  services  to  an 
indigent  patient  in  an  amount  equal  to  five  percent  of  the  amount 
that  would  be  paid  by  the  State  Health  Plan  for  the  services 
provided. 

As  you  can  see,  1991  is  going  to  be  a busy  year.  We  have  already 
begun  meeting  with  legislators,  including  Senator  Mike  Rose.  We 
are  sharing  our  position  on  legislation  which  will  affect 
medicine. 

Other  issues  we  expect  to  arise  this  year  are  independent 
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practice  for  physical  therapists,  prescribing  privileges  for 
nurses  and  mandated  insurance  for  chiropractors. 

Call  Jan  McKellar  at  the  SCMA  for  information  on  SC  legislative 
issues . 

UPCOMING  CONFERENCES  AND  MEETINGS 

The  Tri-State  Medical  Managers  Meeting  is  scheduled  for  December 
3-5,  1990  at  the  Omni  Hotel  in  Charleston,  SC.  Topics  to  be 

addressed  include  "Coping  with  Medicare"  and  "Your  Role  as  a 
Manager."  Contact  Betty  Hodge  in  Charleston  at  792-4762  for 
further  information. 

PUBLICATIONS/VIDEOTAPES  AVAILABLE 

The  SC  Commission  on  Alcohol  and  Drug  Abuse  has  established  a 
Drug  Information  Access  Line.  If  you  have  a pregnant  patient  you 
know  cannot  stop  drinking,  help  is  available.  Credent ialed 

addiction  counselors  in  every  SC  county  are  trained  to  help  women 
and  their  babies  have  as  healthy  lives  as  possible.  You  may 
advise  your  patient  to  call  1-800-942-DIAL.  The  commission  also 
has  fact  sheets  on  Fetal  Alcohol  Syndrome  and  Cocaine  Babies. 
Call  the  access  line  for  copies  to  place  in  your  waiting  rooms. 

The  AMA  toll  free  telephone  number  in  the  October  newsletter  for 
ordering  copies  of  CPT-4  was  listed  incorrectly.  The  correct 
number  is  1-800-621-8335. 

The  SCMA  library  has  received  from  the  AMA  a copy  of  a videotape 
entitled  "Science  and  Art  in  the  Name  of  Healing,"  which  was 
developed  to  interest  high  school  and  college  students  in 
medicine  as  a career.  Brochures  are  also  available  which  can  be 
used  in  conjunction  with  the  videotape.  If  you  are  asked  to 
give  a talk  at  your  local  school  and  wish  to  view  a copy  of  this 
tape,  along  with  the  brochures,  please  call  Kim  Fox  or  Joy 
Drennen  at  the  SCMA. 

CAPSULES 


Thomas  C.  Rowland,  Jr.,  MD,  OB/GYN  from  Columbia,  was  elected 
vice  president  of  the  Southern  Medical  Association  during  its 
84th  Annual  Scientific  Assembly  in  Nashville,  TN  in  early 
October.  Dr.  Rowland  is  a past  president  of  the  SCMA. 


SCMA  Newsletter 
is  a publication  of  the 
South  Carolina  Medical  Association 
Contributions  welcomed. 
798-6207,  in  Columbia 
1-800-327-1021 
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WILL  A NEW  STUDY  OF  HEALTH  CARE 
COSTS  MAKE  A DIFFERENCE?  AN  ANALYSIS 
OF  THE  REPORT  OF  THE  BLUE  RIBBON  TASK 
FORCE  TO  STUDY  HEALTH  CARE  COSTS  IN 
SOUTH  CAROLINA* 


GERARD  C.  JEBAILY,  M.D.,  M.H.S.A.** 
WALTER  JONES,  Ph.D. 


On  May  10,  1990,  the  South  Carolina  Joint 
Legislative  Health  Care  Planning  and  Over- 
sight Committee  received  the  final  report 
from  the  appointed  Blue  Ribbon  Task  Force 
to  Study  Health  Care  Costs.  That  such  a 
group  of  prominent  South  Carolina  citizens 
was  even  assembled  gives  testimony  to  the 
widespread  serious  concern  over  escalating 
health  care  costs.  While  no  physicians  were 
appointed,  the  analysis  and  31  recommen- 
dations made  by  this  task  force  should  be 
understood  by  all  South  Carolina  physicians 
in  order  to  participate  in  any  further  debate. 
In  this  article,  we  will  review  the  principal 
findings  and  critique  the  reasoning  of  the  task 
force  as  it  is  described  in  their  report.  While 
we  may  take  exception  with  some  of  their 
suggestions,  we  laud  their  generous  gift  of 
time  and  energy  in  service  to  their  state  and  to 
this  most  pressing  political  agenda  item.  As 
Task  Force  Chairman  Robert  McCoy  stated, 
“We  cannot  afford  the  best  health  care  money 
can  buy  for  every  person  in  our  country  or  in 
our  state  (and)  ...  the  refusal  to  face  those 
very  real  limits  distorts  all  our  efforts  to 
address  the  issues  of  health  care  costs,  access 
and  quality.”1 


*From  the  Blue  Ribbon  Task  Force  to  Study  Health 
Care  Costs  in  South  Carolina,  the  McLeod  Family 
Practice  Residency  Program,  Florence,  S.C.  (Dr.  Je- 
baily),  and  the  College  of  Health  Related  Profes- 
sions, Medical  University  of  South  Carolina, 
Charleston,  S.C.  (Dr.  Jones). 

**  Address  correspondence  to  Dr.  Jebaily  at  McLeod 
Family  Medicine  Center,  555  East  Cheves  Street,  PO 
Box  F-8700,  Florence,  S.C.  29501. 


THE  TASK  FORCE  REPORT 

The  Task  Force  was  divided  into  Preven- 
tion/Health Education,  Health  Care  Competi- 
tion, Cost  Containment  and  Health  Care  Reg- 
ulation subcommittees  and  was  served  by  a 
knowledgeable  staff  that  had  access  to  infor- 
mation from  all  sectors  of  the  health  care  sys- 
tem in  our  state.  Among  the  31  recommenda- 
tions, eight  were  considered  “key.” 

Task  Force  members  found  consistency 
among  all  payors  to  avoid  paying  the  increas- 
ing cost  of  care.  They  also  found  too  many 
competing  interests  and  little  effective  com- 
munication among  government,  insurers,  em- 
ployers and  providers.  A strategy  to  bring 
these  parties  together  was  described  in  the 
first  two  recommendations  of  the  Task  Force. 
The  establishment  of  the  S.C.  Health  Policy 
Council,  a private,  non-profit  foundation  to 
address  the  issues  of  health  care  cost,  access, 
and  quality,  was  suggested  by  the  Task  Force. 
In  addition,  the  Task  Force  recommended  that 
local  and  regional  employer  health  coalitions 
sponsored  by  the  Chambers  of  Commerce  be 
formed.  The  purpose  of  the  coalitions  would 
be  the  exchange  and  review  of  health  data 
and  experiences. 

The  Task  Force  was  alarmed  by  the  grow- 
ing number  of  uninsured  in  this  state.  It  was 
noted  that  65%  of  all  workers  without  health 
insurance  were  employed  in  businesses  with 
fewer  than  25  workers.  It  was  also  observed 
that  healthy  persons  shift  from  expensive  in- 
dividual policies  to  cheaper  policies.  This 
leaves  only  sicker  persons  to  share  the  risk  in 
the  expensive  policies.  The  Task  Force  rec- 
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ommended  that  the  South  Carolina  Depart- 
ment of  Insurance  address  the  problem  of 
large  increases  in  health  insurance  premiums 
for  small  businesses.  This  should  discourage 
or  prevent  insurance  companies  from  trap- 
ping ill  persons  in  high  cost  individual  poli- 
cies. 

The  problem  of  limited  resources  was 
studied.  Task  Force  members  realized  in- 
creased spending  on  health  care  would  result 
if  all  patients  had  access  to  everything  that 
was  available.  This  is  not  an  affordable  sys- 
tem of  health  care  provision.  The  Task  Force 
reasoned  that  the  system  must  be  reformed  so 
that  all  parties  recognize  greater  prioritization 
of  health  care  services.  Public  education  with 
regard  to  the  state’s  limited  resources  and  to 
the  basic  health  services  that  can  be  afforded 
for  all  persons  was  suggested. 

Recommendations  were  made  to  support 
better  health  habits.  It  was  suggested  that 
school  boards  be  required  to  give  more  priori- 
ty to  health  education  instruction.  This  could 
be  accomplished  by  mandating  that  a compre- 
hensive health  education  curriculum  be  of- 
fered. This  curriculum  would  emphasize  fit- 
ness and  nutrition.  It  was  observed  that  South 
Carolina  ranks  46th  in  the  nation  in  overall 
measures  of  general  health  and  49th  in  life 
expectancy.  Because  the  state  ranks  so  high  in 
infant  morbidity  and  mortality,  the  Task  Force 
recommended  increasing  funding  for  subsi- 
dized family  planning  services,  expanding 
DHEC  clinic  hours,  and  contracting  with 
other  providers  for  similar  services. 

The  Task  Force  emphasized  that  there  is 
little  price  competition  among  health  care 
providers.  The  Task  Force  suggested  that  the 
publishing  of  price  data  would  initiate  the 
normal  market  forces  to  occur  that  would 
keep  providers  in  line  with  price,  forcing  the 
others  “to  shape  up  or  shut  down.”  The  Task 
Force  believed  that  consumers  would  avoid 
higher  priced  providers. 

Finally,  the  Task  Force  drew  special  atten- 
tion to  the  escalation  of  costs  generated  by 
excess  capacity  and  expensive  technology. 
Noting  that  the  Certificate  of  Need  (CON) 
Program  has  failed  in  cost  containment  ef- 
forts, the  Task  Force  recommended  that  the 
state  reevaluate  the  CON  Program  and  facili- 


tate ways  in  which  it  could  meet  its  stated 
purpose:  to  eliminate  excess  capacity  and  to 
guide  the  implementation  of  new  technology. 

ANALYSIS 

The  report  of  the  Task  Force  primarily 
focused  on  those  issues  over  which  the  Gen- 
eral Assembly  has  some  control.  The  report 
assists  in  setting  the  stage  for  the  health  pol- 
icy debate  shaping  in  our  state.  It  has  some 
drawbacks,  however.  The  first  is  its  admitted 
narrow  focus.  Health  economics  and  health 
care  policy  should  be  viewed  and  discussed 
in  an  environment  which  include  the  broader 
macroeconomic  and  social  policy  issues  re- 
lated to  federal  deficit  reduction.  The  leading 
contributors  to  the  current  crisis  within  the 
health  care  system  (ranging  from  the  onset  of 
the  AIDS  epidemic  to  the  rapid  development 
and  utilization  of  complex  and  expensive 
technology)  result  from  patterns  of  behavior 
that  are  national  in  scope.  The  problems  of 
cost,  access  and  quality  that  beset  us  have 
inevitably  required  a federal  response,  since 
no  state  or  region  acting  in  isolation  could 
hope  to  cope  with  them  adequately.  The  fed- 
eral government,  through  its  Medicare, 
Medicaid  and  Champus  Programs  is  respon- 
sible for  40%  of  all  health  care  spending. 
Proposals  are  being  considered  for  reforming 
the  United  States  Health  Care  System.210 
Nearly  three  out  of  four  Americans  favor 
some  form  of  a national  health  care  pro- 
gram." 

At  the  same  time,  the  United  States  pos- 
sesses governmental  and  health  administra- 
tive systems  that  in  fact  verge  on  being  non- 
systems. They  are  characterized  by  substan- 
tial decentralization,  division  of  responsibili- 
ties, separation  of  powers,  and  federalism.12 13 
There  is  no  true  central  authority  that  can  de- 
velop and  implement  change  on  its  own.  Any 
significant  reform  of  the  health  care  system 
will  therefore  be  complex,  and  probably  con- 
troversial. Successful  implementation  will  re- 
quire active  debate  that  includes  all  regions 
and  sectors  of  society. 

Can  we  afford  to  discuss  health  policy  in 
South  Carolina  and  ignore  these  proposals 
without  isolating  ourselves?  The  United 
States  Bipartisan  Commission  on  Compre- 
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hensive  Health  Care  (“Pepper  Commission”) 
will  largely  set  the  U.S.  policy  agenda  while 
the  annual  federal  budget  debate  will  decide 
what  will  be  financed.  General  Assembly 
members  and  physicians  alike  have  a stake  in 
keeping  current  with  regard  to  the  compre- 
hensive and  broad  discussions  now  underway 
since  they  certainly  will  be  directly  affected 
by  their  outcome. 

A clear  statement  describing  how  health 
care  should  be  rationed  was  largely  ignored. 
Any  discussion  related  to  access  inevitably 
brings  up  the  ethical  and  political  problems  re- 
lated to  rationing.1416  Physicians  in  this  state 
must  be  able  to  interpret  debate  over  access  as 
it  really  represents  an  analysis  of  rationing  im- 
peratives. Rationing  takes  place  in  all  nations; 
nations  differ  only  in  their  style  of  rationing.17 
Implicit  rationing  allocates  health  care  strictly 
on  the  basis  of  medical  need.  This  approach 
predominates  outside  of  the  United  States.  Ex- 
plicit rationing  allocates  care  by  price  and 
ability  to  pay.  This  is  the  market  approach  to 
health  care  and  is  the  one  that  applies  to  the 
United  States  system.  It  is  predicted  that  un- 
less severe  restrictions  are  put  into  place 
which  effectively  increase  barriers  to  services 
as  a cost  containment  initiative,  an  implicit  ra- 
tioning system  will  develop.18  Oregon  has  ini- 
tiated an  access/cost,  rationing  experiment.  A 
joint  legislative  commission  prioritized  condi- 
tions for  which  it  will  provide  Medicaid  fund- 
ing. Persons  would  receive  funding  based  on 
this  prioritization.  When  the  financing  runs 
out,  some  persons  with  medical  conditions 
would  not  receive  funding  for  care.  South 
Carolinians  interested  in  these  issues  should 
study  this  option.  Debate  over  such  proposals 
will  inevitably  be  controversial  politically,  but 
in  the  absence  of  such  a debate,  inaction  will 
naturally  lead  to  an  unplanned  and  socially  di- 
visive struggle  for  health  care  resources.  In 
such  an  atmosphere  of  economic  Darwinism 
(“survival  of  the  fittest”),  the  most  disadvan- 
taged sectors  of  society  (the  indigent  and  chil- 
dren in  particular)  will  bear  the  brunt  of 
scarcity  in  available  care.  It  is  time  for  the  ra- 
tioning debate  to  come  out  of  the  closet! 

The  Task  Force  noted  that  information  on 
what  care  is  appropriate  and  effective  is  diffi- 
cult to  obtain.  As  the  National  Leadership 


Commission  on  Health  Care  has  recognized, 
a major  research  effort  must  be  undertaken  to 
uncover  and  disseminate  information  on  the 
highest  quality  and  most  effective  clinical 
care  methods.19  Conflict  of  interest  has  played 
a role  in  both  the  fee  for  service  and  HMO 
models.20-22  An  environment  of  unlimited  fi- 
nancing resources  places  fewer  limits  on  di- 
agnostic tests  and  procedures.  A reduction  in 
the  amount  of  available  money  changes  this 
approach.  Diagnostic  tests  and  procedures 
may  not  be  necessary  to  provide  appropriate 
care.  There  is  legitimate  scientific  concern 
that  the  U.S.  Health  Care  System  could  real- 
locate a significant  amount  of  spending  from 
procedures  to  cognitive  care  without  enduring 
any  adverse  change  in  quality.23  In  fact,  the 
Agency  for  Health  Care  Research  and  Policy 
was  created  by  the  Omnibus  Budget  Recon- 
ciliation Act  of  1989  to  “enhance  the  quality, 
appropriateness,  and  effectiveness  of  health 
care  services.”24  The  activities  of  this  agency 
should  be  monitored  carefully  as  new  initia- 
tives begin  to  create  “practice  guidelines.”25 
Finally,  it  is  very  clear  that  the  public/pri- 
vate partnership  referred  to  in  this  Task  Force 
report  must  spell  out  much  more  realistic  ex- 
pectations on  the  part  of  the  public.  The  re- 
sponsibility for  access,  quality  and  cost  im- 
provement does  not  lie  with  the  government 
alone.  Individuals  and  families  must  come  to 
terms  with  the  limits  of  medicine,  and  with 
the  responsibility  for  poor  health  choices. 

If  there  is  anything  that  can  be  clearly  said 
about  the  debate  over  health  care  resource 
utilization  that  will  take  place  in  the  coming 
decade,  it  is  that  a major  issue  will  be  how 
the  allocation  of  resources  to  individuals 
should  be  affected  by  the  choices  that  those 
individuals  have  made  with  respect  to  such 
lifestyle  factors  as  diet,  smoking,  and  alcohol 
consumption.  For  the  general  public  in  South 
Carolina,  then,  as  well  as  health  providers 
and  payors,  it  is  obvious  that  the  1990s  will 
require  informed  discussion,  hard  choices, 
and  a willingness  to  make  necessary  sacri- 
fices. □ 
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CONTINUOUS  QUALITY  IMPROVEMENT 
(CQI):  SOLUTION  TO  QA  SHORTCOMINGS? 


FREDERIC  G.  JONES,  M.D.* 


Healthcare  in  the  United  States  is  undergoing 
a paradigm  shift.  Arnold  Reiman  proposes 
that  in  the  decade  of  the  90s,  medical  care 
will  evolve  from  a cost  containment  revolu- 
tion to  a third  one  of  assessment  and  account- 
ability. Regina  Herzlinger.  in  the  Harvard 
Business  Review,  charges  that  the  revolution 
to  bring  the  costs  of  health  care  system  under 
control  failed  when  management  failed  to 
improve  the  quality  and  efficiency  of  health 
care  in  key  areas.2  The  evaluation  of  the  qual- 
ity of  health  care  is  now  focusing  on  patient 
(and  other  customer)  satisfaction  as  well  as 
clinical  outcomes.  Concomitantly,  health  care 
costs  are  being  scrutinized  at  an  unprece- 
dented level.  These  and  other  considerations 
have  led  to  a re-examination  of  existing  qual- 
ity assurance  programs  in  hospitals. 

Quality'  Assurance  (QA),  in  fact,  may  be 
too  optimistic  a term.  Saitz  suggests  that  we 
should  be  more  candid  in  understanding  our 
limitations  in  evaluating,  quantifying  and  as- 
suring the  deliver}  of  high  quality  care.  He 
suggests  that  using  the  term  "quality  assess- 
ment" more  clearly  reminds  us  of  the  actual 
state  of  the  art.5  This  author  previously  gave 
his  perspective  on  the  latter  term/  Dennis  S. 
O'Lean7.  M.D.,  President  of  the  Joint  Com- 
mission. also  feels  that  the  word  “assurance" 
was  an  unfortunate  semantic  selection.5  Those 
who  track  the  JCAHO  are  noting  the  increas- 
ing emphasis  placed  upon  “continuous  quali- 
ty7 improvement"  (CQI)  and  the  diminishing 
references  to  "quality  assurance"  (QA).  Laf- 
fel  and  Blumenthal.  among  others,  have  artic- 
ulated several  important  limitations  to  the  tra- 
ditional QA  approach,  including  too  narrow  a 
definition  of  quality  care,  often  too  static  and 
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tending  to  focus  on  physician  performance 
and  to  underemphasize  the  contributions  of 
non-physicians  and  organizational  process 
generally.6 

Problems  with  traditional  approaches  to 
QA  have  led  a number  of  medical  leaders  to 
advocate  a more  comprehensive  definition  of 
quality  and  additional  strategies  to  improve  it. 
Donald  Berwick,  M.D.,  in  a New  England 
Journal  of  Medicine  (NEJM)  Sounding  Board, 
proposes  "Continuous  Improvement  as  an 
Ideal  in  Healthcare."  He  characterizes  two 
approaches  to  the  problem  of  improving  qual- 
ity in  modem  American  health  care."  One  em- 
braces the  “Theory  of  Bad  Apples"  opera- 
tional in  many  traditional  QA.  peer  review 
and  PRO  efforts.  The  view  is  that  problems  of 
quality  are  caused  by  poor  intentions,  usually 
practitioner  failures.  The  second  approach  ad- 
vocates the  Theory  of  Continuous  Improve- 
ment which  incorporates  the  Japanese  con- 
cept of  Kaizen — the  continuous  search  for  op- 
portunities for  all  processes  to  get  better.  This 
concept  emphasizes  the  contribution  of  non- 
physicians and  organizational  processes,  as 
well  as  that  of  physicians,  to  the  deliver}7  of 
patient  care.  Looking  at  the  entire  “orchard,” 
so  to  speak. 

A recent  special  report  in  the  NEJM  by 
Lohr  and  Schroeder  suggests  that  “the  grow- 
ing enthusiasm  for  the  models  of  continuous 
quality'  improvement  should  be  of  special  in- 
terest and  appeal  to  the  community-  of  practi- 
tioners. Their  emphasis  on  self-examination 
and  self-correction  is  in  accord  with  tradition- 
al views  about  the  learned  professions,  and 
their  focus  on  systems  of  care  made  up  of 
many  small  processes.  Hopefully,  this  reflects 
a practitioner's  daily  activities  more  so  than 
do  patient  outcomes,  which  may  be  remote  in 
time  and  place."'  A caveat  was  suggested  be- 
cause information  about  successful  applica- 
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tions  of  CQI  is  scant.  Moreover,  the  statisti- 
cally based  industrial  QI  techniques  so  widely 
accepted  in  manufacturing  circles  or  private 
industry  are  just  now  gaining  acceptance  in 
hospitals. 

In  JAMA , Glenn  Laffel,  M.D.,  nicely 
summarized  the  case  for  using  these  tech- 
niques in  health  care  organizations.  He  states 
that  the  fundamental  principle  of  industrial  QI 
is  the  recognition,  analysis,  and  elimination 
of  variation.  How  can  we  adopt  this  principle 
to  the  hospital  setting?  It  may  require  a com- 
plete and  basic  rethinking  of  our  traditional 
QA  approach  (Table  1).  Dr.  David  Nash 
hopes  that  being  informed  about  industrial 
quality  management  techniques  will  stimulate 
interest  in  this  new  concept.9  O’Leary,  of  the 
JCAHO,  applauds  the  shift  toward  CQI  and 
states  that  CQI  will  progressively  become  the 
central  theme  of  the  new  standards  frame- 
work that  is  evolving  as  a major  component 
of  the  JCAHO  Agenda  For  Change. 


TABLE  1 

1.  A new  definition  of  quality  which  includes  a contin- 
uous effort  by  all  members  of  an  organization  to 
meet  the  needs  and  expectations  of  patients  and  other 
customers. 

2.  Recognition  that  all  aspects  of  medical  care  display 
variation  and  patterns  of  variation  can  serve  as  a 
framework  on  which  to  formulate  quality  improve- 
ment efforts. 

3.  The  involvement  of  administrative  and  clinical  lead- 
ers who  should  explicitly  and  actively  pursue  an 
ethic  of  continuous  improvement  in  the  quality  of 
care  and  service. 

4.  An  understanding  that  processes,  not  individuals, 
should  be  the  objects  of  quality  improvement  and 
that  all  activities  that  go  on  between  practitioners 
and  patients  need  to  be  critically  examined.  In  short, 
stop  searching  for  the  rotten  apple  and  examine  the 
entire  orchard. 

5.  Ongoing  efforts  to  show  employees  how  the  organi- 
zation defines  and  measures  quality,  and  how  they 
can  participate  in  its  improvement. 


There  are,  however,  skeptics  who  doubt 
that  the  CQI  approach  can  be  transferred  to 
complex  medical  care  processes  or  individual 
physician-patient  relationships.  Most  hospi- 
tals, even  those  with  an  institution-wide  com- 
mitment to  quality,  approach  the  clinical 


quality  improvement  process  with  caution. 
Some  have  previously  attempted  to  change 
physician  practice  habits  through  analysis,  re- 
view and  feedback.  Not  infrequently,  such  ef- 
forts have  encountered  medical  staff  resis- 
tance as  attempts  to  “control”  the  practice  of 
medicine.  Klavolec  observes  that  fortunately 
successful  models  are  being  developed,  tested 
and  refined.10  In  particular  the  pioneering  ef- 
forts of  Brent  James,  M.D.,  and  his  team  at 
Intermountain  Health  Care  are  noted.  The  re- 
sults of  their  work  suggest  that  the  CQI  pro- 
cess is  at  the  heart  of  the  hospital-physician 
partnership  and,  if  properly  executed,  will  re- 
sult in  a high  degree  of  physician  support  and 
tangible  benefit.  CQI  thus  becomes  a power- 
ful tool  to  reinforce  physicians’  own  commit- 
ment to  quality.  James  recently  wrote  on  im- 
plementing CQI  in  Trustee."  Paul  Batalden, 
M.D.,  heads  the  Quality  Resource  Group  of 
the  Hospital  Corporation  of  America  and  ad- 
vocates CQI  as  a continuous  process  to  un- 
derstand the  needs  and  expectations  of  pa- 
tients (and  other  customers)  and  a search  for 
ways  they  can  be  better  met.12 

In  recent  writings,  Paul  Ellwood,  M.D., 
who  coined  the  term  HMO,  advocates  a fur- 
ther paradigm  shift  that  calls  for  judging 
health  care  on  the  basis  of  results — and  in 
terms  patients  and  other  customers  can  under- 
stand.1314 Outcome  information  will  need  to 
come  directly  from  patients  and  focus  on 
quality  of  life.  Ellwood  and  his  colleague, 
John  A.  Ware,  Jr.,  Ph.D.,  are  developing  new 
ways  to  describe  the  outcome  of  health  ser- 
vices. The  Medical  Outcomes  Study  (MOS) 
tests  generic  health  measures  to  provide  a 
yardstick  for  assessing  a patient’s  progress  re- 
gardless of  age,  diagnosis,  or  treatment.  As 
designed  by  Ellwood  and  Ware,  outcomes 
management  would  draw  on  four  already  ex- 
isting techniques  for  its  implementation 
(Table  2).  A recent  NEJM  Sounding  Board  by 
Arnold  M.  Epstein,  M.D.,  asks  the  provoca- 
tive question  regarding  the  outcomes  move- 
ment. “Will  it  get  us  where  we  want  to  go?”15 
This  article  warrants  your  reading  as  a bal- 
anced assessment  of  the  revolutionary  zeal  of 
the  “outcomers”  versus  a natural  and  healthy 
development  of  Reiman’s  “third  revolution  in 
medical  care.” 
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TABLE  2 

1.  It  would  establish  guidelines  for  physicians  to  use  in 
collecting  clinical  and  follow-up  information  on  pa- 
tients. 

2.  It  would  routinely  and  systematically  measure  the 
functioning  and  well-being  of  patients,  as  well  as 
disease-specific  clinical  outcomes,  at  appropriate 
time  intervals. 

3.  It  would  pool  clinical  and  outcome  data  on  a national 
basis. 

4.  It  would  analyze  and  disseminate  results  of  this  data 
collection  to  healthcare  decision  makers. 


In  the  Quality  Letter,  Barry  Bader  reflects 
on  how  organizations  are  implementing  CQI. 
This  excellent  review  lists  hospitals  who  are 
currently  applying  CQI  to  clinical  processes. 
A danger,  in  his  opinion,  will  be  that  hospi- 
tals may  choose  to  implement  CQI  outside 
the  existing  QA  structure.  In  doing  so,  it  sets 
up  competing  approaches — QA  versus 
CQI — instead  of  allowing  the  QA  program  to 
be  an  evolution  to  the  CQI  process.  The 
methods  of  QA  and  risk  management — indi- 
cator development,  record  review,  prompt 
peer  review,  trend  analysis,  outcomes  moni- 
toring— have  a place  in  the  CQI  approach.16 
Unfortunately,  according  to  Berwick,  miscon- 
ceptions about  their  role  in  the  new  process 
are  turning  some  QA  professionals  off.  In- 
deed, these  QA  professionals  should  be  key 
players  in  the  CQI  process  with  their  accumu- 
lated decision  and  technical  skills  and  experi- 
ence. During  the  transition  to  CQI,  QA  pro- 
fessionals and  physicians  will  be  challenged 
to  learn  new  skills,  new  approaches  and  vo- 
cabularies. This  author,  as  well  as  Berwick 
and  others,  is  convinced  that  CQI  and  QA  are 
nearly  identical  activities.  Furthermore,  CQI 
and  peer  review  are  quite  compatible,  accord- 
ing to  Berwick.  Practice  guidelines  and  clini- 
cal indicators  now  under  development  will 
become  tools  to  provide  effectiveness  data  to 
the  CQI  process  and  contribute  to  achieving 
cost  effective  performance.  17 

A number  of  hospitals  agree  with  Wil- 
liamson that  in  order  to  achieve  actual  im- 
provement in  quality,  the  QA  effort  should  be 
internally  motivated,  with  the  responsibility 
for  ensuring  quality  of  care  placed  as  close  to 


the  bedside  as  possible,  and  that  CQI  must  be 
comprehensive  (everyone  involved).  Finally, 
the  methods  of  assessment  and  improvement 
must  be  adapted  to  priority  problems.18  For 
the  stated  reasons,  hospitals  have  designated 
physicians  to  play  a key  role  in  implementing 
quality  improvement  processes.  The  goal  is  to 
build  on  traditional  QA  programs,  using  QA 
personnel  as  key  players.  In  a number  of  hos- 
pitals, these  efforts  are  facilitated  by  adminis- 
tratively oriented  physicians  who  operate  at 
the  interfaces  of  the  medical  staff,  administra- 
tion, and  governing  body.  Their  titles  are  var- 
ied— most  commonly  director  or  vice  presi- 
dent of  medical  affairs.  These  medical  profes- 
sionals embrace  a discipline  that  permits  rec- 
ommendations for  using  hospital  resources  to 
deliver  the  patient  care  that  quality  assess- 
ment and  outcomes  management  dictates.  Ell- 
wood  feels  “if  traditional  medical  organiza- 
tions and  their  medical  staffs  don't  gain  con- 
trol of  the  provision  of  patient  care,  purchaser 
organizations  will.” 

However,  as  Dr.  Martin  Merry  warns, 
physicians  may  see  this  movement  as  coming 
from  outside  the  profession  and  might  oppose 
it  even  if  articulated  and  supported  by  re- 
spected leaders  from  within  our  own  ranks. 
Quality  leader  Joseph  M.  Juran  describes  an 
immune  response  to  CQI  even  in  normal  or- 
ganizations. Merry  is  concerned  that  physi- 
cians may  prove  to  be  the  killer  lymphocytes 
opposing  the  implementation  of  this  process 
in  their  hospitals.19  This  author  believes  hos- 
pitals are  especially  prepared  to  accept  this 
paradigm  of  CQI.  Hospitals  have  large,  w’ell- 
educated  professional  staffs.  Each  of  these 
staff  members — physicians,  nurses,  technolo- 
gists— have  a well-founded  understanding  of 
variation,  scientific  methods,  and  statistical 
analysis. 

It  appears  that  hospital  quality  plays  an 
important  role  in  choice  of  hospital.20  It  is 
proposed  that  by  adopting  the  process  of  CQI, 
hospitals  will  have  a systematic  approach  to 
measure  expectations  and  design  ways  to 
meet  them.  A rallying  point  to  patients  and 
physicians  will  be  the  hospitals’  commitment 
to  quality.  It  is  most  important  that  valid  qual- 
ity information  is  available  to  document  the 
delivery  of  high  quality  patient  care.  CQI 
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promises  to  change  traditional  relations  in  the 
hospital  and  to  orient  efforts  toward  the  pa- 
tient and  the  clinical  processes. 

SUMMARY 

In  the  previous  decade,  quality  assurance 
gained  prominence  in  an  effort  to  ensure 
optimal  medical  care.  Some  experts,  as  Ave- 
dis  Donabedian,  M.D. — a leading  scholar  in 
the  area  of  quality  assessment — characterized 
its  dimensions  as  falling  into  three  categories: 
structure  (inputs),  process  and  outcome.21 
Paul  Ellwood,  M.D.,  in  1988,  further  pro- 
moted the  latter  by  introducing  an  “outcomes 
management”  system.  Now  Berwick,  James, 
O’Leary  and  others  advocate  the  incorpora- 
tion of  certain  industrial  insights  advocated 
by  Deming,  Juran  and  others  to  improve 
traditional  QA  Methods  and  develop  a pro- 
cess of  Continuous  Quality  Improvement 
(CQI).  The  goal  is  to  have  patients  (and  other 
customers)  better  served. 
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The  following  editorial  addresses  the  nursing  shortage.  Guest  editorials  reflect  the  opinions  of 
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— CSB 


MEDICINE’S  GREATEST  PROBLEM 


There  are  many  problems  facing  medicine 
today,  just  as  there  have  been  in  the  past.  This 
is  to  be  expected,  and  as  long  as  we  continue 
to  practice  medicine,  there  will  be  different 
issues  that  require  our  attention.  In  my  mind 
the  greatest  problem  facing  our  profession 
today,  as  a whole,  is  a growing  shortage  of 
nurses.  Over  the  past  decade  I have  watched 
the  shortage  develop  and  become  more  acute, 
until  it  now  appears  to  be  reaching  a critical 
stage. 

Awareness  about  the  nursing  shortage  has 
grown  just  recently  because  hospitals  have 
been  reluctant  to  reveal  their  shortages.  Ad- 
ministrators fear  that  any  admission  of  a 
staffing  problem  will  scare  the  public  away 
from  their  institutions  because  of  the  implica- 
tion of  a lower  standard  of  care.  However,  if 
you  look  in  the  classified  ads  section  of  any 
newspaper,  you  will  see  that  there  are  few  if 
any  hospitals  that  are  not  advertising  for  staff 
nurses  in  various  departments.  Further  sur- 
veys aren’t  necessary  to  determine  the  scope 
of  the  shortage:  it  exists  and  it  is  serious. 
Worse  yet,  there  are  no  programs  on  the 
drawing  board  that  will  begin  to  correct  the 
problem. 

In  the  1940s  we  faced  a comparable  di- 
lemma when  there  was  a serious  physician 
shortage.  Measures  were  taken  to  correct  this 
on  a state  as  well  as  national  level,  and  estab- 
lished medical  schools  helped  ease  the  prob- 
lem by  expanding  their  programs.  The  vari- 
ous efforts  undertaken  to  address  this  particu- 
lar problem  appear  to  have  been  successful, 
although  admittedly  the  distribution  of  physi- 
cians throughout  the  country  is  still  not  ideal. 

Before  looking  at  possible  solutions  to  the 
problem,  we  must  first  ask  ourselves,  “Why 


the  shortage?”  Here  in  South  Carolina  a total 
of  800  nurses  graduated  from  the  various  As- 
sociate Degree,  Registered  Nurse  Diploma 
and  Bachelor  of  Science  programs  in  the  state 
in  1976.  Ten  years  later  the  total  was  900. 
Where  are  these  nurses  working? 

As  always  many  of  the  graduates  pursue 
jobs  in  physicians’  offices,  public  and  private 
schools,  or  go  to  work  with  the  public  health 
department.  Several  join  the  armed  forces. 
(Incidentally,  graduating  residents  haven’t 
helped  the  situation  by  choosing  nurses  for 
spouses,  which  automatically  does  away  with 
198  of  our  nurses  a year.) 

Recent  graduates  now  have  more  job  op- 
portunities outside  of  hospitals  than  ever  be- 
fore. Industry  has  cornered  a share  of  the 
“market,”  employing  their  own  nursing  staffs. 
Insurance  companies  employ  nurses  for 
screening  purposes  as  well  as  to  review  hos- 
pital admissions,  and  nursing  homes  also 
draw  from  the  pool  of  available  nurses.  In  ad- 
dition, many  registered  nurses  go  to  work  for 
social  services. 

By  far  and  away,  however,  the  visiting 
nurses  programs  have  drawn  the  greatest  per- 
centage of  potential  hospital  employees.  The 
proliferation  of  these  programs  in  recent 
years,  while  serving  a need  in  the  dispensa- 
tion of  medical  care,  has  placed  hospitals  at  a 
great  disadvantage  in  the  recruitment  of  staff 
nurses. 

Within  hospitals,  more  and  more  adminis- 
trative posts  are  opening  up  for  nurses,  and 
many  of  the  best  people  go  on  for  further 
study  to  become  nurse  anesthetists. 

When  considering  all  these  employment 
opportunities  available  for  nurses  today,  there 
is  one  significant  distinction  to  be  noted  be- 
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tween  hospitals  and  other  employers.  Only 
hospitals  aid  in  the  training  of  nurses.  Their 
clinical  experience,  a requisite  of  all  the  pro- 
grams of  study,  is  not  garnered  through  a vis- 
iting nurse  program  or  at  some  industry.  The 
hospitals  offer  their  resources  and  time  in  a 
commitment  to  produce  trained  professionals, 
who  then  forsake  them,  so  to  speak,  to  work 
in  greener  pastures. 

To  begin  to  address  the  problem  of  a nurs- 
ing shortage,  we  must  look  at  the  type  of 
nurses  that  are  being  trained  and  can  be 
trained.  The  Bachelor  of  Science  (BS)  nurs- 
ing program  requires  four  years  of  education 
and  training,  the  Associate  Degree  (AD)  pro- 
gram consists  of  two  years  of  education  and 
training  and  the  Licensed  Practical  Nurse 
(LPN)  completes  one  year  of  education  and 
training.  The  LPN  programs  have  produced 
excellent  hospital  nurses,  but  seem  to  be 
downgraded  by  all  accreditation  boards. 

In  the  meantime,  many  staff  nursing  posi- 
tions are  unfilled.  Hospital  administrators  fear 
that  any  criticisms  of  nursing  performance 
will  result  in  resignations.  Programs  to  attract 
older  nurses  back  to  work  have  not  helped 
and  the  Bachelor  of  Science  program  gradu- 
ates are  looking  for  9:00  to  5:00  positions. 

The  nursing  shortage  has  created  such  an 
urgent  need  for  nursing  personnel  that  I be- 
lieve expanding  the  Associate  Degree  pro- 
grams is  our  best  plan  of  action  to  pursue.  I 
know  that  here  in  the  Florence  area  the  AD 
program  at  the  Florence-Darlington  Technical 
College  produces  excellent  nurses.  It  is  of 
note  that  one  hospital  administrator  who  indi- 
cated to  me  approximately  one  year  ago  that 
he  could  not  use  AD  nurses  because  of  the 
high  technology  at  his  institution  has  recently 
gone  overboard  trying  to  recruit  every  AD 
graduate  from  the  college.  He  must  have  had 
a change  of  heart. 

Over  the  last  several  years,  Florence-Dar- 
lington Technical  College  has  increased  the 
number  of  graduates  from  its  Associate  De- 
gree nursing  program  from  32  a year  to  164. 
This  change  was  brought  about  with  the  help 
of  Mr.  Fred  Fore,  former  president  of  the  col- 
lege, Ms.  Billie  Boette,  Dean  of  Health  Stud- 
ies, Mr.  David  McLeod,  the  late  mayor  of 
Florence,  Senator  Rembert  Dennis,  and  the 
hospitals  in  the  Florence  area.  I am  sure  that 
we  need  further  increases  here  in  the  Pee  Dee 


area,  but  an  expansion  of  programs  statewide 
is  needed  to  correct  the  nursing  shortage 
problem.  Enrollment  must  double,  even 
triple,  in  the  immediate  future  before  the  situ- 
ation becomes  even  more  critical. 

While  an  expansion  of  the  AD  programs 
is  a viable  solution  to  the  problem  at  hand, 
some  groundwork  needs  to  be  done  starting 
immediately.  We  have  talked  about  doubling 
and  even  tripling  enrollment  and  to  accom- 
plish this  an  aggressive  recruitment  campaign 
geared  toward  high  school  students  must  be 
implemented  to  pique  their  interest  and  sell 
them  on  the  professional  rewards  that  abound 
in  nursing.  This  alone,  however,  will  not  be 
enough  to  fill  the  chairs  in  the  classrooms. 

Scholarships  must  be  offered  to  attract  the 
bright,  dedicated  students  who  might  choose 
another  career  because  of  limited  financial 
means.  Further,  these  scholarships  should  be 
offered  by  industry,  insurance  companies, 
nursing  homes,  the  visiting  nurses  programs 
and  all  the  other  employers  who  hire  potential 
hospital  nurses,  thereby  contributing  to  the 
nursing  personnel  shortages  which  result  in 
escalating  costs  that  are  passed  along  to  the 
public.  Hospitals  have  already  begun  offering 
a limited  number  of  scholarships. 

I urge  you  to  evaluate  this  problem,  talk 
with  those  around  you  concerning  its  severity, 
and  help  us  act  upon  it.  One  recommendation 
would  be  for  you  to  contact  the  board  mem- 
bers of  the  State  Board  for  Technical  and 
Comprehensive  Education  and  urge  that  the 
Associate  Degree  nursing  programs  at  the 
technical  colleges  throughout  the  state  be  ex- 
panded. This  board  is  the  umbrella  governing 
body  for  these  schools.  The  names  and  ad- 
dresses of  the  board  members  are  listed  in  the 
Table.  If  you  take  but  an  hour  to  make  a per- 
sonal contact  with  one  of  these  persons,  you 
will  be  positively  impacting  medicine’s  great- 
est problem. 

Frank  B.  Lee,  Sr.,  M.D. 
Florence  General  Hospital 
512  S.  Irby  Street 
P.O.  Box  F-8600 
Florence,  S.C.  29501 
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MIDLANDS  X-RAY  SALES  AND  SERVICE,  INC. 

— Exclusive  TRANS  WORLD  X-ray  Equipment  Systems  for  South  Carolina — 

DEDICATED  CHEST  X-RAY  SYSTEM  UNDER  $20,000.00 
COMPLETE  DIAGNOSTIC  X-RAY  SYSTEM  UNDER  $30,000.00 

Systems  price  includes  delivery,  installation,  FILM  PROCESSOR,  Lead  Apron, 

I.D.  Printer,  Safelight,  Calipers,  Film  Bin  and  Double  Bank  Illuminator. 

1-Year  Labor  Warranty  performed  by  Factory  Trained  Personnel 
5-Year  Transworld  Parts  Warranty 

AS  A FULL  LINE  SERVICE  X-RAY  COMPANY  WE  ALSO  OFFER: 

• Custom  Room  Layouts,  including  Electrical  and  Leading  Requirements 

• Competitive  Prices  on  Quality  Film  and  Chemistry 

• A Complete  Line  of  X-ray  Accessories 

• Ouality  Control  and  Preventive  Maintenance  Processor  Service 

• Calibration,  Service  and  Relocation  of  All  X-ray  Systems 

MIDLANDS  X-RAY  SALES  AND  SERVICE,  INC. 

187  Longwood  Drive.  Lexington.  S.  C.  29072 
(803)  359-1022 

24  Hour  Hot  Line  1-800-712-1299 


CHEIRON 


Cheiron  is  the  practice  management 
system  that  combines  the  latest 
advances  in  high  technology  with  a commitment  to 
100%  customer  satisfaction. 

We  take  pride  in  our  ability  to  adapt 
each  system  to  fit  the  particular 


needs  of  the  individual  practice. 


CALL  FOR  MORE  INFORMATION 


Medical  Software  Management,  Inc. 


4731-B  Northside  Drive 
Macon,  Georgia  31210 
912-477-1817 
1-800-521-8476 
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AN  ESSAY  ON  INOCULATION:  DR.  JAMES  KILLPATRICK 


Dr.  James  Killpatrick  (or  Kilpatrick  or  Kirk- 
patrick), an  irascible  Irishman,  arrived  in 
Charleston  around  1718.  In  1738,  the  London 
Frigate  arrived  from  Africa  with  a cargo  of 
slaves,  and  introduced  into  Charleston  an 
epidemic  of  smallpox  which  “spread  so  ex- 
tensively that  there  were  not  a sufficient 
number  of  persons  in  health  to  attend  the 
sick,  and  many  persons  perished  from  neglect 
and  want.  . . . There  was  scarcely  a house  in 
which  there  had  not  been  one  or  more  deaths. 
Inoculation  was  at  this  time  first  attempted 
with  some  success  and  ...  the  disease  soon 
after  abated.”  Killpatrick’s  interest  in  inocula- 
tion which  had  been  introduced  into  South 
Carolina  by  Mr.  Arthur  Mowbray,  a British 
naval  surgeon,  was  probably  heightened  by 
the  death  of  his  young  son  early  in  the  epi- 
demic. He  became  an  avid  supporter  and 
practitioner  of  the  craft.  He  advocated  a 
method  which  used  a virus  from  another  in- 
oculated person  rather  than  from  a natural 


case  of  the  disease.  Killpatrick  claimed  a 
mortality  rate  among  inoculated  cases  of  3.6 
percent  while  the  figure  for  “natural”  cases 
was  17.6  percent.  In  spite  of  this  apparent 
success,  inoculation  was  banned  in  the  area 
shortly  after  the  epidemic  and  Dr.  Killpatrick 
departed  for  London,  where  he  changed  his 
name  to  Kirkpatrick  (to  avoid  the  embarras- 
sing “plays”  that  could  easily  be  made  on  the 
original  spelling?)  and  became  a fashionable 
and  famous  inoculator. 

Dr.  Killpatrick  was  a prolific  writer,  not 
only  of  things  medical,  but  of  poetry  in  both 
Latin  and  English  and  of  a series  of  satirical 
pamphlets  in  which  he  and  his  neighbor,  Dr. 
Thomas  Dale,  another  prominent  physician, 
berated  each  other  in  a facile  and  biting  fash- 
ion over  the  handling  of  a medical  case.  He 
also  translated  several  of  the  works  of  Tissot, 
liberally  adding  his  own  ideas  in  footnote. 

Betty  Newsom 

The  Waring  Historical  Library 
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PHYSICIAN  RECOGNITION  AWARD 


The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Robert  M.  Austin,  M.D. 

Carl  C.  Bailey,  M.D. 

E.  Eugene  Baillie,  M.D. 
Danny  R.  Blackwell,  M.D. 
Robert  B.  Bokat,  M.D. 
Thomas  B.  Carroll,  M.D. 
Philip  P.  Claytor,  M.D. 

Joseph  J.  Davey,  M.D. 

W.  Rion  Dixon,  M.D. 

Richard  L.  Dobson,  M.D. 
William  E.  Dukes,  M.D. 
Thomas  W.  Ewart,  M.D. 
James  F.  Graham,  M.D. 
Samuel  T.  Haddock,  M.D. 
Linda  R.  Halperin,  M.D. 
Richard  K.  Harding,  M.D. 
Kenneth  B.  Heller,  M.D. 

Jan  K.  Hull,  M.D. 

Ronald  G.  Jowers,  M.D. 
Douglas  E.  Kennemore,  M.D. 
Donald  S.  Kilpatrick,  M.D. 
Edward  E.  Kimbrough,  M.D. 
Charles  A.  Kolb,  M.D. 


Henry  A.  Langston,  M.D. 
Ross  D.  Lynch,  M.D. 

John  H.  McCulloch,  M.D. 
Nick  J.  McLane,  M.D. 
William  J.  Moore,  M.D. 
Michael  F.  Myers,  M.D. 
Herbert  B.  Niestat,  M.D. 
Douglas  C.  Owens,  M.D. 
Stuart  C.  Owens,  M.D. 
Bonnie  J.  Ramsey,  M.D. 
Walter  J.  Revell,  M.D. 

J.  Smythe  Rich,  M.D. 

Ronald  J.  Ruff,  M.D. 

Abdol  A.  Sartipzadeh,  M.D. 
Donald  W.  Schmidt,  M.D. 
Philip  G.  Steude,  M.D. 

David  K.  Stokes,  M.D. 

John  C.  Stowell,  M.D. 
William  L.  Thomas,  M.D. 
Allen  R.  Wenner,  M.D. 
Randall  J.  Wendt,  M.D. 

Pat  P.  Westmoreland,  M.D. 
Woodrow  B.  Williams,  M.D. 
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PHYSICIANS’  FAMILY  SUPPORT  COMMITTEE 
SCMA  AUXILIARY  1990-91 

The  Physicians’  Family  Support  Committee  of  the  South  Carolina  Medical  Association 
Auxiliary  is  striving  at  both  the  state  and  local  levels  to  provide  its  members  and  their  families 
support  and  assistance  in  times  of  need.  Our  projects  may  be  short  term,  to  fill  an  immediate 
family  need  in  a crisis  situation,  or  long  term,  expanding  the  role  of  our  caring  staff  to  create 
good  will  among  our  auxiliary  family. 

We  have  made  available  to  our  auxiliary  members  many  excellent  publications  that  can  be 
used  as  resources  to  help  families  in  times  of  personal  need.  Excellent  reading  lists  for  the 
Caduceus  spouse  have  been  distributed.  Through  an  awareness  program  and  personal 
communication,  our  members  are  becoming  familiar  with  the  important  functions  of  the  South 
Carolina  Medical  Association  Physicians’  Advocacy  and  Assistance  Committee.  It  is  my 
responsibility  to  serve  on  this  active  committee. 

As  physicians  are  called  to  active  duty  to  help  in  the  Persian  Gulf  crisis,  the  Physicians’ 
Family  Support  Committee  has  responded  and  communicated  our  concern  and  support  to  those 
physician  families. 

In  cooperation  with  the  South  Carolina  Medical  Association  Auxiliary  AMA/ERF  effort,  we 
are  requesting  contributions  to  demonstrate  concern  to  grieving  medical  families.  This  is  a 
thoughtful  and  special  way  to  show  our  caring. 

Our  goal  for  this  year  and  ensuing  years  is  to  reach  each  medical  family  to  let  them  know  that 
we  can  be  there  for  them  if  they  need  us. 

Linda  Galphin  (Mrs.  Robert) 

Chairman 

Physicians’  Family  Support  Committee 
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SOUTH  CAROLINA— SENIOR  MEDI- 
CAL DIRECTOR:  Physician  to  provide 
clinical  services  as  an  independent  contractor 
at  four  low-volume  Emergency  Departments 
in  the  South  Carolina  low  country  with  hour- 
ly clinical  fees,  flexible  scheduling,  and  abil- 
ity to  procure  professional  liability  insurance 
on  your  behalf.  May  also  serve  as  Senior 
Medical  Director  for  administrative  stipend 
and  benefits.  For  further  information,  call 
(800)  476-3132  or  send  your  CV  to  Steve 
Koronic,  Coastal  Emergency  Services  of 
Columbia,  Inc.,  2828  Croasdaile  Drive, 
Durham,  NC  27705. 

COLUMBIA— TEACHING  PSYCHIA- 
TRIST POSITION  AVAILABLE:  The 

William  S.  Hall  Psychiatric  Institute  has  an 
opening  available  on  the  Adult  Inpatient  Psy- 
chiatry Service  for  a psychiatrist  with  interest 
and  aptitude  in  teaching,  supervision,  and  ad- 
ministration. Research  interests  strongly  en- 
couraged but  not  mandatory.  The  successful 
candidate  would  be  expected  to  function  as  the 
ward  attending  and  team  leader  on  a 24-bed 
acute  to  intermediate  stay  unit.  They  would 
have  the  responsibility  of  supervising  two  gen- 
eral psychiatry  residents  and  two  medical  stu- 
dents in  their  day-to-day  care  of  patients,  chair 
the  unit  treatment  team  and  manage  the  milieu. 
37.5  hour  work  week.  Separately  compensated, 
at-home,  night  call  to  back  up  the  in-house  resi- 
dents. Competitive  salary  depending  on  qualifi- 
cations. In  addition,  a liberal  private  practice 
plan  allows  substantial  supplementation  of  in- 
come. Applicants  must  be  able  to  qualify  for  an 
academic  appointment  with  the  University  of 
South  Carolina  School  of  Medicine.  The  South 
Carolina  Department  of  Mental  Health  is  an 
equal  opportunity  employer.  If  you’re  interested 
in  doing  some  hands-on  teaching  without  un- 
necessary ancillary  pressures,  contact:  Louis  N. 
Gruber,  M.D.,  Chief,  Adult  Inpatient  Psychiatry 
Services,  William  S.  Hall  Psychiatric  Institute, 
Columbia,  SC  29202;  (803)  734-7044. 


BATES  MORTGAGE  SERVICES,  INC. 

“The  Mortgage  Company  for  Physicians" 

Featuring  Preferred  Interest  Rate 
Home  Mortgage  Loans  for 
South  Carolina  Physicians 

* Mortgage  Loans  from  $ 1 00.000  to  $ 1 ,000,000 

* Fast  Approval  Time 

* Free  Bi-Weekly  Mortgage  Payment  Plan 

* Staff  C.P.A. 

Telephone  LESTER  BATES,  III: 

1-800-252-5659 
In  Columbia:  256-065 1 

Fifth  Floor 

South  Carolina  National  Bank  Building 
1401  Main  Street 
Post  Office  Box  11718 
Columbia,  South  Carolina  292 1 1 
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LAPAROSCOPIC  CHOLECYSTECTOMY: 
A TIME  FOR  REFLECTION* 

DAVID  B.  ADAMS,  M.D.** 

FREDERICK  L.  GREENE,  M.D. 


Over  the  108  years  since  Langenbuch  first 
successfully  removed  the  diseased  gallblad- 
der,1 no  surgical  procedure  performed  on  the 
biliary  tree  has  aroused  such  interest  or  emo- 
tion as  engendered  by  removal  of  the  gall- 
bladder percutaneously  using  camera-guided 
laparoscopy. 

This  procedure,  initially  reported  by 
French,2-3  and  American4  surgeons  within  the 
last  three  years,  has  swept  the  United  States 
at  a rapid  and,  at  times,  frenetic  pace  spumed 
on  by  the  desires  of  patients,  instrument  mak- 
ers, and  hospital  marketing  departments. 
General  surgeons  across  the  land  have  rapidly 
embraced  laparoscopy,  using  either  LASER 
or  electrocautery  techniques  and  have  flocked 
to  courses  demanding  tuitions  of  $3,000.00 
and  more  in  order  to  learn  this  method  of 
gallbladder  removal.  Most  surgeons  have 
rapidly  transferred  this  initial  course  experi- 
ence to  successful  gallbladder  extirpation  in 
the  operating  room.  Those  surgeons  who  have 
not  begun  to  perform  this  new  approach  to 
cholecystectomy  will  have  to  either  accept 
that  some  of  their  patients  will  seek  surgical 


* From  the  Department  of  Surgery,  Medical  Univeristy 
of  South  Carolina,  Charleston  (Dr.  Adams)  and  the 
Department  of  Surgery,  University  of  South  Carolina 
School  of  Medicine,  Columbia  (Dr.  Greene). 

**  Address  correspondence  to  Dr.  Adams  at  the  Depart- 
ment of  Surgery,  Medical  University  of  South  Caroli- 
na, 171  Ashley  Avenue,  Charleston,  S.C.  29425-0901. 


consultation  from  practitioners  who  perform 
laparoscopic  removal  or  will  be  enticed  to 
learn  the  procedure  because  of  their  desire  to 
keep  current  and  to  avoid  the  economic  con- 
sequences realized  by  loss  of  patient  referrals. 

Laparoscopic  cholecystectomy,  an  inno- 
vative technique  for  removing  the  gallbladder 
through  a small  puncture  wound  in  the  ab- 
dominal wall,  has  produced  immense  interest 
in  the  lay  press  in  South  Carolina  and  nation- 
ally. Adapting  methods  used  in  laparoscopic 
gynecologic  surgery,  this  method  of  gallblad- 
der removal  involves  four  trochar  puncture 
wounds,  video  camera  display,  blunt  and 
sharp  laparoscopic  dissection,  use  of  a laparo- 
scopic clip  applier,  and  retrograde  gallbladder 
dissection  with  laser  or  electrocautery  heat 
energy.  In  a pattern  which  has  become  typical 
for  the  introduction  of  new  technology,  surgi- 
cal therapeutic  choices  are  rapidly  directed 
and  driven  by  patient  and  market  forces. 

Dubois  and  colleagues2  recently  published 
a preliminary  report  on  36  cases  of  laparo- 
scopic cholecystectomy.  Thirty-nine  patients 
underwent  laparoscopy  in  their  early  series. 
In  three  of  these  cases,  open  cholecystectomy 
was  eventually  performed  because  of  the 
finding  of  acute  inflammation  in  the  gallblad- 
der. The  remaining  36  patients  underwent  en- 
doscopic cholecystectomy  with  two  compli- 
cations reported.  One  occurred  during  the 
procedure  and  was  related  to  cystic  artery 
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bleeding  which  required  a laparotomy  for 
prompt  control;  the  second  complication  oc- 
curred 48  hours  after  operation  when  the  pa- 
tient required  laparotomy  for  evacuation  of  a 
bile  collection  whose  source  was  undefined. 
The  34  patients  having  an  uncomplicated 
postoperative  course  were  reported  to  be 
pain-free  within  48  hours  and  were  dis- 
charged between  the  third  and  seventh  post- 
operative day. 

At  the  annual  meeting  of  the  Society  for 
Surgery  of  the  Alimentary  Tract  held  in  May 
1990,  in  San  Antonio,  Zucker  and  colleagues 
reported  their  early  experience  with  laparo- 
scopic cholecystectomy  at  the  University  of 
Maryland.  In  the  initial  27  patients  in  whom 
laparoscopic  cholecystectomy  was  attempted, 
three  required  laparotomy.  Hospital  stay 
ranged  from  outpatient  surgery  in  four  pa- 
tients to  two  days,  with  an  average  stay  of 
less  than  one  day.  Return  to  normal  activity 
ranged  from  two  to  eight  days  with  a mean  of 
4.2  days.  Laparotomy  was  required  early  in 
their  experience  because  of  (1)  the  discovery 
of  an  unsuspected  pancreatic  tumor,  (2)  injury 
to  the  cystic  duct  stump  and  (3)  a common 
bile  duct  injury.  An  additional  73  patients 
were  evaluated  and  over  a seven-month  peri- 
od, laparoscopic  cholecystectomy  was  per- 
formed in  a total  of  100  patients.  There  ap- 
peared to  be  a learning  curve  associated  with 
the  need  to  convert  laparoscopic  to  an  open 
cholecystectomy  in  that  only  two  additional 
patients  required  laparotomy  in  the  most  re- 
cent series. 

Since  1886,  when  Justus  Ohage  of  St. 
Paul,  Minnesota,  first  performed  cholecystec- 
tomy in  the  United  States,  the  morbidity  and 
mortality  of  this  procedure  has  improved.  In 
series  reported  over  the  past  20  years,  mortal- 
ity rates  for  elective  cholecystectomy  have 
varied  from  0 to  0.8  percent,510  and  two  large 
series  reported  over  1,400  patients  with  no 
mortality.8  9 Why  would  improvements  or  al- 
ternatives to  an  ideal  operation  that  has  a zero 
percent  mortality  and  is  curative  of  the  un- 
derlying disorder  in  100  percent  of  the  cases 
be  needed?  One  answer  relates  to  the  eco- 
nomics of  biliary  tract  disease.  Approximate- 
ly 20  million  people  in  the  United  States  have 
gallstones  and  the  medical  costs  and  work 


days  lost  secondary  to  300,000  cholecystec- 
tomies annually  are  substantial.10  Although 
the  average  hospital  stay  of  six  days  has  been 
decreased  in  recent  years,11  laparoscopic 
cholecystectomy  offers  a means  to  reduce  the 
hospital  stay  further  and  even  to  perform  out- 
patient cholecystectomy.  Patient  satisfaction 
in  avoiding  the  discomfort  of  a surgical  inci- 
sion and  a patient’s  ability  to  return  to  work 
are  driving  forces  which  make  laparoscopic 
cholecystectomy  attractive  to  patients  and  the 
entire  health  care  community. 

The  Achilles  heel  of  laparoscopic  chole- 
cystectomy, however,  may  become  an  in- 
crease in  extrahepatic  biliary  ductal  injury. 
Twenty-three  years  after  the  first  cholecystec- 
tomy, William  J.  Mayo  authored  a report  enti- 
tled “Some  Remarks  on  Cases  Involving  Op- 
erative Loss  of  Continuity  of  the  Common 
Bile  Duct.”12  Operative  injury  to  the  common 
bile  duct  continues  to  be  an  uncommon,  but 
serious,  problem  well-summarized  in  a 
Swedish  experience  with  65  patients  who  had 
accidental  lesions  of  the  common  bile  duct  at 
cholecystectomy  in  the  period  from  1975- 
1982. 13  The  Swedish  National  Health  Service 
has  access  to  records  on  all  patients  with 
major  operative  complications  so  that  the  in- 
cidence of  common  duct  injuries  reported 
represents  a good  estimation  of  the  incidence 
of  this  complication  with  standard  cholecys- 
tectomy. Their  reporting  of  seven  ductal  in- 
juries estimated  per  10,000  cholecystectomies 
is  similar  to  the  incidence  estimated  in  this 
country,14  which  is  reported  to  approximate 
0.5  percent. 

Experience  was  felt  to  be  a factor  in- 
volved in  common  duct  injury  in  Sweden.  In 
addition,  biliary  tract  anomalies  were  present 
in  only  16  patients  and  injury  occurred  before 
cholangiograms  were  performed  in  27  of  65 
patients.  Unfortunately,  the  outcome  in  pa- 
tients who  have  sustained  extrahepatic  ductal 
injury  following  cholecystectomy  is  generally 
not  favorable.  It  is  for  this  reason  that  preven- 
tion of  ductal  injury  in  open  cholecystectomy, 
and  now  in  laparoscopic  cholecystectomy, 
must  be  a goal  for  all  practitioners.  Just  as  the 
case  in  open  cholecystectomy,  it  is  when  the 
surgeon  perceives  that  he  or  she  has  an 
“easy”  cholecystectomy  that  the  situation 
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leading  to  a higher  incidence  of  ductal  injury 
occurs.  This  will  be  the  exact  situation  which 
occurs  nationally  when  surgeons  embark  on 
performing  “easy”  cholecystectomies  with  a 
technique  with  which  they  are  inexperienced 
and  which  is  a departure  from  the  usual  tech- 
niques of  open  cholecystectomy.  Although 
stereoscopic  vision  and  tactile  information 
are  absent  in  laparoscopic  surgery,  there  are 
potential  advantages  to  laparoscopic  chole- 
cystectomy in  that  a magnified  view  of  the 
operative  field  is  provided  and,  through  the 
maintenance  of  appropriate  pneumoperi- 
toneum, excellent  visualization  of  the  gall- 
bladder and  the  extrahepatic  ductal  region  is 
possible. 

The  indications  and  contraindications  for 
laparoscopic  cholecystectomy  continue  to 
evolve.  The  Society  of  American  Gastroin- 
testinal Endoscopic  Surgeons  (SAGES), 
which  represents  the  surgical  endoscopist  and 
now  an  increasing  number  of  surgeons  per- 
forming laparoscopy,  has  published  guide- 
lines for  indications  and  contraindications  for 
the  procedure  as  well  as  information  which 
allows  surgeons  to  select  well-structured 
courses  which  give  maximum  benefit  to  the 
laparoscopy  neophyte.  SAGES  has  also  sup- 
ported the  development  of  a national  prospec- 
tive study  which  will  include  several  univer- 
sity centers.  This  study  will  hopefully  place 
laparoscopic  surgery  on  a more  scientific 
footing  in  regard  to  indications  and  outcomes 
during  the  next  several  years.  We  must  also 
closely  assess  the  impact  of  “endoscopic” 
cholecystectomy  on  the  potential  decreased 
opportunities  for  our  surgical  residents  to 
learn  and  perform  “open”  cholecystectomy. 
As  the  academic  surgical  community  em- 
braces laparoscopic  surgical  techniques,  the 
possible  consequences  on  the  teaching  of 
conventional  surgical  approaches  must  be 
carefully  assessed. 

Although  the  true  role  for  laparoscopic 
gallbladder  removal  continues  to  evolve,  our 
patients  and  their  desires  continue  to  be  a 
driving  force  behind  the  introduction  of  this 
technique.  The  patient  who  is  free  of  postop- 
erative pain,  discharged  from  the  hospital 
within  one  to  two  days  of  operation,  and  re- 
turns to  full  activity  and  employment  in  sev- 


eral days  will  be  an  enthusiastic  supporter  of 
this  concept.  The  benefits  to  those  who  pay 
the  bills  in  our  health  care  system  are  obvi- 
ous. In  a recent  editorial,  Cuschieri  and  col- 
leagues15 prophetically  stated  that  an  explo- 
sion in  laparoscopic  surgery  is  imminent.  La- 
paroscopic cholecystectomy  is  only  the  be- 
ginning of  what  has  been  termed  “minimal 
access  surgery”  which  also  includes  the  now 
well-accepted  procedures  of  endoscopic 
polypectomy  and  percutaneous  endoscopic 
gastrostomy  (PEG).  The  potential  benefits  of 
laparoscopic  cholecystectomy  are  substantial 
and  will  ultimately  depend  upon  achieving  a 
zero  percent  mortality  rate  for  elective  cases 
with  less  than  seven  common  duct  injuries 
per  10,000  cases.  Recommendations  have 
been  proposed  that  laparoscopic  cholecystec- 
tomy should  be  confined  to  specialized  cen- 
ters which  participate  in  concurrent  or 
planned  prospective  studies  designed  to  opti- 
mize the  technique  and  carefully  refine  its  in- 
dications.1- Other  new  technological  develop- 
ments in  surgery,  however,  have  not  followed 
this  course.  Although  it  is  said  that  a surgeon 
should  wait  five  years  before  adopting  a new 
operation,  the  benefit  to  potentially  300,000 
patients  undergoing  cholecystectomy  every 
year  will  not  make  this  a reality.  Indepen- 
dence and  ingenuity  have  marked  the  intro- 
duction of  new  technologies  into  surgical 
practice.  Sound  techniques  and  principles  will 
not  wait  for  the  results  of  controlled,  random- 
ized prospective  trials. 

When  we  evaluate  new  treatments  for 
cholelithiasis,  Lawson  Tait’s  assessment  of 
Langenbuch's  surgical  innovation,  cholecys- 
tectomy, should  be  remembered.  Tait,  one  of 
the  most  prominent  surgeons  of  his  day,  cau- 
tioned that  “The  entire  possibilities  of  the 
treatment  of  gallstones  and  distended  gall- 
bladder are  exhausted  . . . (with  cholecystosto- 
my)  ...  no  further  experimentation  such  as 
that  of  ...  Langenbuch  seems  desirable.”16 
Who  will  eventually  benefit  from  laparoscop- 
ic cholecystectomy?  The  answers  are  not 
readily  available.  It  is  clear,  however,  that  pa- 
tients with  symptomatic  cholelithiasis  and  the 
entire  health  care  delivery  system  may  be 
winners  in  the  thoughtful  application  and  in- 
troduction of  this  technique.  The  final  an- 
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swers  will  ultimately  be  provided  by  our  pa- 
tients and  the  peer-reviewed  surgical  litera- 
ture. □ 
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Advances  in  neonatal  intensive  care  have  dra- 
matically lowered  the  mortality  for  low-birth- 
weight  infants.  However,  infants  continue  to 
die,  especially  from  respiratory  failure.  Some 
of  these  infants  are  otherwise  potentially  sal- 
vageable. This  paper  addresses  a new  tech- 
nique— Extracorporeal  Membrane  Oxygena- 
tion (ECMO) — aimed  at  the  term  or  near 
term  newborn  with  potentially  reversible  pul- 
monary disease. 

DESCRIPTION  OF  ECMO 

ECMO  is  a modified  heart-lung  bypass  sys- 
tem used  in  moribund  neonates  with  poten- 
tially reversible  lung  disease.  Newborns  who 
are  candidates  for  ECMO  must  have  an  80 
percent  or  greater  predicted  mortality  using 
conventional  therapy,  have  a gestational  age 
greater  than  34  weeks,  and  have  a birthweight 
of  two  kilograms  or  greater.  Contraindica- 
tions to  the  use  of  ECMO  include:  (1)  severe 
asphyxia,  (2)  irreparable  congenital  malfor- 
mations, (3)  cyanotic  congenital  heart  dis- 
ease, (4)  chronic  lung  disease,  and  (5)  grade 
II  or  larger  intraventricular  hemorrhage 
(IVH).  The  most  common  diagnoses  of  new- 
borns requiring  ECMO  are  persistent  pul- 
monary hypertension  (PPHN),  meconium  as- 
piration syndrome  (MAS),  sepsis,  congenital 
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diaphragmatic  hernia  (CDH),  and  hyaline 
membrane  disease  (HMD).  As  of  January, 
1990,  over  3,000  neonates  in  the  U.S.  have 
been  placed  on  bypass  with  a survival  rate  of 
83  percent. 

Bartlett  et  al.  reported  the  first  successful 
use  of  ECMO  in  a newborn  in  1975  and  sub- 
sequently in  phase  I trials  (1975-1980)  a sur- 
vival of  55  percent  (22/40).  Although  use  of  a 
single  cannula  veno-veno  bypass  may  in- 
crease in  the  near  future,  venoarterial  (VA) 
bypass  is  most  commonly  used  now.  VA  by- 
pass is  performed  by  placing  a catheter  in  the 
right  common  carotid  artery  and  a second 
catheter  in  the  right  internal  jugular  vein  (Fig- 
ure 1).  Poly  Vinyl  Chloride  (PVC)  tubing 
connects  a servo  regulator  pump,  membrane 
lung,  and  heat  exchanger  to  the  two  catheters. 


FIGURE  1.  Circuit  diagram  for  venoarterial  ECMO. 

With  permission  from  Robert  H.  Bartlett,  M.D. 
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The  first  component  of  the  circuit  is  the  blad- 
der box  assembly.  The  bladder  box  is  a safety 
device  in  the  circuit  which  prevents  the  pump 
flow  from  exceeding  the  venous  blood  return. 
Blood  then  goes  to  the  roller  pump  and  then 
on  to  the  SCI  med  oxygenator.  The  oxygena- 
tor consists  of  two  compartments  divided  by 
a semipermeable  membrane  with  oxygen  on 
one  side  and  blood  on  the  other.  As  the  blood 
passes  the  membrane,  oxygen  is  added  and 
C02  is  removed.  The  blood  is  then  heated 
and  returned  to  the  baby.  The  final  compo- 
nent of  the  circuit  is  a bridge  connecting  the 
arterial  and  venous  sides.  During  bypass  the 
bridge  is  kept  clamped.  The  purpose  of  the 
bridge  is  to  allow  the  patient  to  be  temporari- 
ly removed  from  bypass  by  unclamping  the 
bridge  and  clamping  both  the  arterial  and  ve- 
nous catheters  just  proximal  to  the  insertion 
in  the  neck.  This  is  needed  should  there  be 
any  mechanical  problems  with  the  circuit  and 
also  in  assessing  the  baby’s  readiness  to  be 
decannulated. 

Once  a decision  has  been  made  to  place  a 
patient  on  bypass,  the  circuit  is  primed  with 
approximately  400  ccs  of  reconstituted  blood. 
Cannulation  is  performed  in  the  Neonatal  In- 
tensive Care  Unit.  The  patient  is  anesthetized 
with  Fentanyl  or  Morphine  and  paralyzed 
with  Pavulon.  After  exposure  of  the  vessels,  a 
Heparin  bolus  of  100  units  per  kilogram  is 
given  and  a transverse  arteriotomy  and  veno- 
tomy are  made.  The  catheters  are  then  insert- 
ed. Catheter  sizes  range  from  8 to  14  French. 
Since  bypass  flow  is  primarily  dependent  on 
the  diameter  of  the  venous  catheter,  every  ef- 
fort is  made  to  place  the  largest  catheter  pos- 
sible. The  patient  is  then  connected  to  the  cir- 
cuit and  the  pump  flow  is  gradually 
increased.  Most  patients  initially  require  100 
to  120  ccs  per  kilogram  per  minute  of  bypass 
blood  flow  to  achieve  adequate  oxygenation. 
The  patient’s  ventilatory  settings  are  de- 
creased to  allow  for  lung  rest  (room  air,  fre- 
quencies from  10  to  20,  positive  inspiratory 
pressure  from  1 8 to  20,  and  positive  end  expi- 
ratory pressure  from  2 to  4).  The  patient  usu- 
ally continues  to  require  sedation  in  the  form 
of  Morphine  or  Fentanyl  during  bypass,  how- 
ever, paralyzing  agents  and  inotropic  drugs 
such  as  Dopamine  are  discontinued.  To  assure 


that  the  patient  is  receiving  adequate  oxy- 
genation, arterial  blood  gases  and  pulse 
oximeter  saturation  are  monitored  from  the 
patient  and  mixed  venous  saturation  is  moni- 
tored on  the  venous  side  of  the  circuit. 

Because  of  the  risk  of  clot  formation  in 
the  circuit,  patients  are  maintained  on  a hep- 
arin drip  in  the  range  of  20  to  60  units  per 
kilogram  per  hour.  Hourly  activated  clotting 
times  are  measured  and  kept  in  the  range  of 
240  to  280  seconds.  Serial  platelet  counts  and 
hematocrits  are  also  measured.  Platelet  counts 
are  kept  greater  than  75  thousand  to  decrease 
the  risk  of  bleeding  and  hematocrits  are  main- 
tained above  40  to  ensure  adequate  oxygen 
delivery.  Daily  head  ultrasounds  are  obtained 
on  patients  while  on  bypass  to  make  sure  that 
there  is  no  Grade  II  or  larger  intraventricular 
hemorrhage.  Trained  ECMO  specialists 
watch  closely  for  any  evidence  of  clots  or  air 
in  the  circuit.  Once  patients  are  placed  on  by- 
pass they  receive  relatively  high  flows  for  the 
first  two  or  three  days  on  bypass  and  then 
over  the  next  two  or  three  days  they  can  be 
weaned  to  decannulation.  Decision  to  wean 
the  patient  is  based  on  the  patient’s  degree  of 
oxygenation.  The  pump  flow  is  decreased  10 
to  20  ccs  per  hour.  As  flows  reach  100  to  150 
ccs  per  minute,  the  patient’s  ventilatory  set- 
tings are  increased  slightly  with  Fi02  ranging 
between  30  and  50  percent,  PIP  increased  up 
to  24,  and  frequencies  increased  in  the  30  to 
60  range.  Once  the  patient  reaches  50  ccs  per 
minute  of  pump  flow,  the  patient  is  consid- 
ered at  “idling.”  The  patient  remains  at  50ccs 
per  minute  for  three  to  four  hours.  If  the  pa- 
tient tolerates  this  period  of  “idling”  the  arte- 
rial venous  and  cannulas  are  clamped  and  the 
clamp  on  the  bridge  is  removed,  thus  separat- 
ing the  patient  from  bypass.  This  is  termed  a 
“trial  off.”  If  patient  tolerates  a “trial  off’  for 
30  minutes  with  adequate  oxygenation,  the 
patient  is  ready  for  decannulation. 

Complications  from  ECMO  involve  both 
short  and  long  term  risks.  Long  term  risks  in- 
volve the  unknown  effects  of  ligation  of  the 
right  common  carotid  artery  and  the  right  in- 
ternal jugular  vein.  Potential  short  term  me- 
chanical complications  include  oxygenation 
failure,  pump  malfunction,  tubing  rupture, 
and  clots  and/or  air  in  the  circuit.  Although 
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bleeding  at  the  cannulation  site  is  common, 
this  can  be  easily  treated  and  poses  no  major 
problems  to  the  neonate.  However,  the  inci- 
dence of  severe  intracranial  hemorrhage  is 
approximately  10  percent  and  requires  emer- 
gency decannulation  of  the  patient. 

REPORT  OF  EXPERIENCE 

The  Children’s  Hospital  at  Richland  Memori- 
al began  accepting  patients  for  ECMO  in 
September  of  1988.  There  were  19  patients 
placed  on  bypass  as  of  January  31,  1990,  with 
the  following  diagnoses:  MAS  (8),  CDH  (3), 
PPHN  (3),  sepsis/pneumonia  (2),  and  HMD 
(1).  Additionally,  there  were  two  other  pa- 
tients with  congenital  heart  disease.  One  pa- 
tient had  a dysplastic  tricuspid  valve  and  a 
second  patient  had  total  anomalous  pul- 
monary venous  return  (TAPVR). 

Initially,  the  patient  with  dysplastic  tricus- 
pid valve  was  felt  to  have  pulmonary  hyper- 
tension, since  these  two  conditions  are  very 
similar.  The  patient  with  TAPVR  was  sus- 
pected of  having  congenital  heart  disease, 
however,  the  patient  was  too  unstable  for 
transport.  Both  patients  were  successfully  de- 
cannulated  (the  patient  with  TAPVR  required 
surgical  repair  prior  to  decannulation).  Aver- 
age gestational  age  of  all  patients  was  39 
weeks  with  a birthweight  of  3.2  kilograms, 
and  age  at  cannulation  of  34  hours.  There 
were  15  survivors  and  four  deaths,  for  a sur- 
vival rate  of  79  percent.  Duration  of  bypass 
for  the  survivors  was  129  hours  with  a range 
of  67  to  188  hours.  Duration  of  bypass  for  the 
deaths  averaged  88  hours  with  a range  of  16 
to  253  hours.  Of  the  four  deaths  there  was 
one  patient  with  CDH  who  died  from  his  hy- 
poplastic lungs.  There  was  one  patient  with 
pneumonia  who  developed  a bilateral  grade 
HI  intraventricular  hemorrhage  while  on  by- 
pass and  was  decannulated  at  that  time.  There 
were  two  other  patients  both  with  meconium 
aspiration  syndrome  and  multi-organ  system 
failure  which  in  retrospect,  were  terminal 
prior  to  cannulation. 

Hours  to  extubation  for  the  survivors  was 


a mean  of  119  with  a range  of  19  to  936 
hours.  There  was  one  patient  who  had  a con- 
genital diaphragmatic  hernia  who  remained 
on  the  ventilator  for  936  hours.  Excluding 
this  patient,  the  other  14  survivors  had  a 
mean  time  of  60  hours  from  decannulation  to 
extubation  with  a range  of  19  to  171  hours. 
Of  the  15  survivors,  six  were  transferred  back 
to  the  referring  institution  and  nine  were  dis- 
charged home  from  our  institution.  Average 
age  at  the  time  of  transfer  was  12  days  of  age. 
Average  time  for  discharge  for  the  patient 
sent  home  was  30  days  of  age.  Excluding  the 
patient  with  the  CDH,  mentioned  previously 
with  the  prolonged  hospital  stay,  the  other 
eight  patients  who  were  sent  directly  home 
were  discharged  at  19  days  of  age  with  a 
range  of  14  days  to  26  days. 

Two  areas  of  future  development  for 
ECMO  include  Veno  Veno  bypass  and  hep- 
arin coated  circuits.  There  is  currently  a 
multi-center  study  going  on  in  this  country 
using  Veno  Veno  ECMO.  The  catheter  is  a 
single  catheter  with  two  lumens.  This  catheter 
can  be  placed  in  the  right  internal  jugular  vein 
and  thus  avoids  carotid  artery  ligation.  This 
catheter  should  be  available  here  at  the  Uni- 
versity of  South  Carolina  School  of  Medicine 
in  the  near  future.  The  second  area  of  interest 
is  use  of  heparin  bonded  circuits.  Because  ba- 
bies less  than  35  weeks  gestation  are  at  in- 
creased risk  of  intraventricular  hemorrhage, 
even  without  ECMO,  the  use  of  a heparin 
bonded  circuit  will  avoid  systemically  hep- 
arinizing these  babies  and  thus  be  a potential- 
ly life  saving  modality  in  these  smaller 
babies. 

SUMMARY 

ECMO  is  a modified  heart-lung  bypass  sys- 
tem for  treatment  of  moribund  neonates.  The 
techniques  are  described.  Our  experience 
with  19  patients  reveals  a survival  rate  of  79 
percent.  In  the  future,  with  advances  in  tech- 
nology, ECMO  may  become  less  invisible 
and  extended  to  a larger  population  of  new- 
borns. □ 


December  1990 


619 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH 
PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 


EMOTIONS  AND  THE  PROCESS  OF 
ETHICAL  DECISIONMAKING* 

JULIA  E.  CONNELLY,  M.D.** 


In  the  early  months  of  1990,  I was  asked  to 
present  the  Leonard  Douglas  Memorial  Lec- 
ture at  the  annual  meeting  of  the  South  Car- 
olina Medical  Association.  The  theme  was  to 
be  medical  ethics,  and  my  task  was  to  select 
the  specific  topic.  Questions  involving  issues 
of  medical  ethics  often  originate  from  the  pa- 
tient-physician relationship — refusal  of  treat- 
ment, issues  of  confidentiality.  Yet,  other  is- 
sues begin  within  the  medical  community — 
the  hospital’s  informed  consent  policy  about 
testing  for  AIDS — and  some  issues  reflect  na- 
tional concerns — the  allocation  of  scarce  re- 
sources and  access  to  health  care.  The  possi- 
ble choices  for  such  a lecture  were  unlimited. 
I decided  to  discuss  the  issue  of  emotions  and 
ethical  decisionmaking.  Why  emotions?  Emo- 
tions are  an  integral  component  of  the  medi- 
cal practice.  They  influence  all  physicians: 
internists,  surgeons,  family  practitioners,  pe- 
diatricians, specialists  and  generalists.  They 
impact  on  all  patients.  Emotions  arise  com- 
monly within  relationships  and  may  offer  un- 
expected opportunities  for  helping  the  patient. 

Yet,  emotions  run  high  in  these  days  of 
patient  dissatisfaction,  diminished  trust  be- 
tween patient  and  physician,  unbelievable 
technological  capabilities  for  prolonging  life, 
and  shared  decisionmaking.  Many  of  the 
emotions  that  we  experience  in  medicine  to- 
day are  uncomfortable  ones — fear,  frustra- 
tion, disappointment.  Differences  of  opinion, 
beliefs,  and  expectations  are  frequent  and 
they  often  lead  to  interpersonal  conflicts  and 
emotional  reactions.  Several  questions  I 
wanted  to  address  were:  How  do  emotions  re- 
late to  medical  ethics?  How  can  we  best  use 
emotions  to  advance  our  therapeutic  efforts? 

*The  Leonard  Douglas  Memorial  Lecture  presented  at 
the  142nd  Annual  Meeting  of  the  South  Carolina 
Medical  Association,  Charleston,  S.  C.,  April  26, 
1990. 

**  Address  for  correspondence:  Department  of  Internal 
Medicine,  University  of  Virginia  School  of 
Medicine,  Box  494,  Charlottesville,  VA  22908. 


Can  attention  to  emotions  enhance  decision- 
making and  improve  the  practice  of  medi- 
cine? I intended  for  this  lecture  to  be  practical 
and  hopefully  useful  to  practicing  physicians. 

Emotions  affect  many  aspects  of  the  inter- 
actions between  patients  and  physicians.  The 
first  hint  that  something  is  wrong  may  be  dis- 
covered in  the  emotional  context  of  the  situa- 
tion. Sometimes  emotions  signal  the  presence 
of  a conflict  which,  more  likely  than  not,  in- 
volves an  ethical  dilemma.  Understanding  the 
source  of  the  emotion  is  often  challenging  be- 
cause patients  and  physicians  bring  emotions 
to  the  relationship.  Emotions  may  also  arise 
as  family  members,  staff,  and  other  profes- 
sionals become  involved  in  the  patient’s  care. 

Despite  the  fact  that  emotions  are  com- 
mon, they  still  receive  bad  press.  A myth  even 
exists  that  attempts  to  diminish  the  clinical 
importance  of  emotions  by  labeling  them  as 
irrational,  overwhelming  forces  that  limit  our 
capacity  to  evaluate  objectively.  The  myth 
suggests  that  we  suffer  from  our  emotions, 
submit  to  them,  and  find  ourselves  carried 
away  by  them;  and  that  because  of  our  emo- 
tions we  behave  foolishly.1  How  does  this 
myth  discount  emotions  in  the  clinical  setting? 

For  years  Western  thought  has  been  domi- 
nated by  the  powers  of  rationality.  Many  indi- 
viduals have  pondered  the  differences  be- 
tween science  and  humanity.  Often  they  con- 
clude that  science,  based  in  objectivity  and 
reason,  contains  the  truth,  while  other  aspects 
of  humanity  are  only  subjective  or  “soft”  sci- 
ences. It  is  not  surprising  then  that  this  myth, 
that  discounts  emotions,  exists.  Some  con- 
temporary philosophers  argue  that  “nothing 
fogs  the  mind  so  thoroughly  as  emotion”2  and 
that  decisions  should  be  made  on  “consisten- 
cy and  force  of  rational  argument.”3 

However,  elimination  of  emotions  in  deci- 
sionmaking leaves  out  an  important  clinical 
reality,  so  others  have  begun  to  dispel  this 
myth.  Callahan  proposes  that  physicians  use  a 
model  for  their  decisionmaking  that  incorpo- 
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rates  the  “mutual  interaction  of  thinking  and 
feeling.”4  If  a decision  is  being  made  on  facts 
alone,  we  should  ask:  Are  emotions  being  ex- 
cluded? What  emotions  should  be  included  in 
the  decisionmaking  process?  If  on  the  other 
hand,  a decision  is  based  primarily  on  emo- 
tion, the  process  should  be  questioned:  What 
role  should  reason  play  in  this  process?  How 
can  emotions  and  reason  be  used  to  balance 
decisionmaking? 

Several  weeks  before  I presented  this 
paper  I had  dinner  with  one  of  our  residents, 
my  advisee.  As  I told  him  what  I was  work- 
ing on,  he  dropped  his  head  and  said  that  he 
had  just  begun  to  understand  how  much  his 
emotions  influence  his  practice.  He  told  me 
about  an  elderly  patient  with  end-stage  pul- 
monary disease  who  was  not  liked  by  the 
staff  or  by  himself.  The  patient  was  disrup- 
tive, demanding  and  generally  obnoxious. 
When  the  patient  was  found  lying  in  the  floor 
in  cardiac  arrest,  the  resident  was  suddenly 
confused  about  the  best  response  to  the  situa- 
tion. Should  he  allow  the  patient  to  die  or 
should  he  begin  CPR  knowing  that  intubation 
might  result  in  a patient  who  was  impossible 
to  wean  from  the  respirator?  The  medical  de- 
cision was  hard  enough,  but  he  was  bothered 
most  by  the  feeling  that  he  did  not  like  the  pa- 
tient. If  he  chose  not  to  initiate  CPR,  was  it 
because  he  realized  that  the  patient’s  death 
would  relieve  him  (the  resident)  of  his  frus- 
tration and  bitterness?  He  questioned  whether 
this  was  the  best  choice  for  the  patient  and 
quickly  asked  for  advice.  His  potential  deci- 
sion was  based  solely  on  his  emotional  reac- 
tion. 

When  we  avoid  emotions  we  miss  oppor- 
tunities to  enrich  our  relationships  and  to  im- 
prove the  medical  care  that  we  provide.  Per- 
haps we  diminish  the  joy  of  practicing 
medicine.  Addressing  emotions  may  turn  a 
painful  experience  into  one  of  respect  and 
compassion.  Michael  Redetsky  writes  about 
“sudden  intimacies”  as  he  tells  about  a young 
boy  with  Histiocytosis  X who  dies  in  the  in- 
tensive care  unit.  Radetsky  questions: 

“What  fulfills  the  physician?  Certainly  the 
diagnostic  challenge,  the  financial  securi- 
ty, the  grateful  thanks.  No  for  me  fulfill- 
ment comes  from  the  sudden  intimacies 


with  total  strangers — those  moments 
when  the  human  barrier  cracks  open  to  re- 
veal what  is  most  secret  and  inarticulate. 
A word  can  betray  the  deepest  emotions. 
A look  can  reflect  the  world  of  feeling. 
Illness  strips  away  superficiality  to  reveal 
reality  in  etched  detail.  This  revelation 
can  fuse  together  desperate  lives  in  unex- 
pected kinship.  The  physician  who  cares 
can  rejoice  in  this  moment.”5 
Enjoyable  emotions — compassion,  joy, 
happiness — are  emotions  of  attraction.  They 
bring  people  closer  and  facilitate  trusting  re- 
lationships. Working  through  painful  situa- 
tions often  results  in  shared  and  enjoyable 
emotions,  even  a sense  of  relief  may  be  re- 
warding. Patient  satisfaction  increases  when 
communication  is  clear  and  perhaps  improves 
even  more  when  emotions  are  explored, 
rather  than  avoided. 

There  are  several  clinical  themes  that  per- 
petuate the  “myth”  about  emotions.  One 
theme  is  the  label  that  some  emotions  are 
positive  and  others  are  negative.  In  our  soci- 
ety many  emotions  have  negative  connota- 
tions, such  as  anger:  anger  is  bad  and  should 
be  avoided.  This  idea  limits  our  willingness 
to  express  anger,  when  such  catharsis  might 
be  healthy.  Another  theme  is  the  tendency  to 
avoid  emotions.  Sometimes  emotions  such  as 
anger,  sadness,  guilt  are  painful.  They  cause 
aversion  and  withdrawal,  at  times  when 
closeness  and  compassion  are  needed.  And 
another  theme  relates  to  our  ability  to  estab- 
lish empathetic  relationships.  Again,  it  is 
sometimes  too  much  to  “take  on”  emotions  as 
we  may  be  fearful  that  they  will  overwhelm 
or  require  too  much  time.  We  may  also  be 
concerned  about  opening  Pandora’s  box  and 
not  having  the  expertise  to  close  it  once 
again. 

Ethical  dilemmas  frequently  involve  con- 
flicts and  conflicts  usually  involve  emotions. 
The  initial  response  to  such  a situation  may 
be  emotional  ...  simply  a feeling  of  tension, 
uncertainty,  confusion  or  frustration.  These 
emotions  allow  recognition  of  the  ethical 
problem.  And  it  is  often  a good  idea  when 
these  feelings  arise  to  ask  yourself  “Is  an  ethi- 
cal dilemma  present?  What  is  it?  Where  is  the 
conflict? 
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Many  ethical  problems  are  accompanied 
by  painful  emotions — emotions  of  conflict. 
Emotions  such  as  distrust,  dissatisfaction, 
suspicion  result  in  distancing  and  avoidance. 
Because  emotions  are  predictable  in  some 
situations,  we  can  learn  to  anticipate  them 
and  to  develop  skills  for  facilitating  their  ex- 
pression and  resolution.  This  allows  early  and 
effective  communication  and  often  turns 
painful  emotions  into  those  of  mutual  under- 
standing, respect,  and  trust. 

Henry  David  Aiken’s  work  offers  a 
framework  that  helps  integrate  emotions  into 
the  process  of  making  clinical  decisions.  He 
defines  the  levels,  perhaps  dimensions  is  a 
better  description  today,  of  moral  discourse  as 
emotional,  moral,  ethical,  and  post-ethical.6 
Clinically  the  first  three  are  most  helpful.  The 
emotional  dimension  is  the  most  personally 
specific  and  is  determined  by  the  beliefs,  val- 
ues, experiences,  education  of  the  individual. 
It  is  often  a “gut-reaction” — reactive  and  im- 
pulsive. This  dimension  is  inherent  in  all  per- 
sons— patients  and  physicians.  The  moral  di- 
mension is  less  individually  specific  and 
more  culturally  or  community  determined.  In 
this  dimension  the  facts  of  the  situation  need 
to  be  considered  and  the  standard  of  care  re- 
viewed. The  question,  “What  ought  I do  in 
this  situation?”,  often  clarifies  the  options. 
The  ethical  dimension  is  based  on  broad,  gen- 
eral principles  that  are  stable  among  cultures 
and  through  time.  This  level  requires  reflec- 
tion of  the  decisions  made  in  the  moral  level. 
The  question,  “Why  is  that  decision  best?”, 
requires  reflection  on  the  principles  of  bio- 
medical ethics:  autonomy,  beneficence,  non- 
maleficence, and  justice. 

Once  the  process  of  decisionmaking  be- 
gins it  is  helpful  to  review  the  facts  and  indi- 
cations for  treatment;  explore  the  preferences 
of  the  patient;  consider  the  contextual  factors 
such  as  the  family,  the  economic,  legal  and 
social  issues;  anticipate,  recognize  and  ex- 
plore emotions  as  they  arise,  identify  the  ethi- 
cal problems  (often  the  source  of  conflicts), 
consider  the  ethical  principles  that  guide  the 
decisions,  review  Aiken’s  dimensions  and  ask 
“Why  is  this  decision  the  best  one?”7 

There  are  several  steps  which  should  help 


accomplish  the  goal  of  integrating  emotions 
and  lead  to  dispelling  the  myth  that  emotions 
are  bad.  First,  the  physician  needs  to  be  aware 
of  his  or  her  emotions.  This  self-awareness 
will  not  only  lead  to  the  early  recognition  of 
ethical  problems,  but  it  will  strengthen  the  re- 
lationship as  the  physician  helps  the  patient 
recognize  and  vent  his  or  her  feelings.8  Sec- 
ond, the  physician  should  understand  the  fea- 
tures of  empathy  and  work  toward  a thera- 
peutic relationship.  Third,  the  physician 
should  try  to  blend  emotions  and  reason  into 
the  process  of  ethical  decisionmaking.9 

SUMMARY 

Emotions  play  a central  role  in  our  daily 
lives.  They  influence  our  behavior  as  well  as 
the  development  and  direction  of  our  relation- 
ships. Clinically,  emotions  may  signal  the 
presence  of  ethical  conflicts  between  patients, 
physicians,  and  others  involved  in  the  pa- 
tients’ care.  Emotions  need  to  be  recognized 
as  physicians  work  toward  empathic  interac- 
tions, while  both  reason  and  emotion  need  to 
be  integrated  into  the  process  of  ethical  deci- 
sion making  to  ensure  balanced  outcomes. 
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HIGHLIGHTS  OF  THE  NOVEMBER  15  BOARD  OF  TRUSTEES  MEETING 

The  Board  of  Trustees  approved  the  charge  of  the  newly  formed 
Environmental  Protection  Committee  chaired  by  Edward  W.  Catalano, 
MD.  The  charge  is  as  follows:  to  (1)  encourage  physicians  to 
be  spokespersons  for  environmental  stewardship;  (2)  encourage 
the  medical  community  to  cooperate  in  reducing  or  recycling 
waste;  (3)  encourage  physicians  and  the  rest  of  the  medical 
community  to  dispose  of  its  medical  waste  in  a safe  and  properly 
prescribed  manner;  (4)  enhance  the  role  of  physicians  and  other 
scientists  in  environmental  education;  (5)  endorse  legislation 
such  as  the  National  Environmental  Education  Act  to  increase 
public  understanding  of  environmental  degradation  and  its 
prevention;  and  (6)  encourage  research  efforts  at  ascertaining 
the  physiological  and  psychological  effects  of  abrupt  as  well  as 
chronic  environmental  changes.  Questions  or  suggestions  about 
the  committee  should  be  directed  to  Steve  Williams  at  SCMA 
Headquarters . 

MEDICARE  UPDATE 

Information  for  Nonparticipatincr  Physicians 

In  order  to  provide  you  better  service,  Medicare  will  give 
nonparticipating  physicians  or  their  staff  information  on  claim 
status  and  date  of  resolution.  Medicare  cannot  provide  you  with 
the  amount  paid  due  to  provisions  in  the  Privacy  Act. 

Please  recall  that  the  charges  of  nonparticipating  physicians 
will  be  limited  to  the  lesser  of  the  1990  MAAC  or  125  percent  of 
the  nonparticipating  prevailing  rate  (140  percent  for  evaluation 
and  management) . 

This  fact  is  important  to  consider  when  making  your 
participating/nonparticipating  decision  for  1991. 

By  the  time  you  receive  this  newsletter,  Blue  Cross  and  Blue 
Shield  of  SC  will  have  held  regional  Medicare  workshops  and  more 
specific  information  will  be  available.  Please  call  Medicare 
(754-1968,  in  Columbia)  or  Barbara  Whittaker  or  Cindy  Osborn  at 
the  SCMA  for  further  information. 


DOCTOR  OF  THE  DAY  PROGRAM 


If  you  are  interested  in  serving  as  a volunteer  in  the  "Doctor  of 
the  Day  Program"  at  the  State  House,  please  contact  Jan  McKellar 
or  Barbara  Garvin  at  SCMA  Headquarters. 

FROM  THE  OFFICE  OF  COOPERATIVE  HEALTH  STATISTICS 

The  SC  Ambulatory  Medical  Care  Survey,  modeled  after  the  National 
Ambulatory  Medical  Care  Survey,  is  being  implemented  in  order  to 
gather  and  disseminate  statistical  information  regarding  medical 
care  provided  by  physicians  to  residents  of  SC.  Approximately 
550  physicians  will  be  randomly  selected  to  participate  in  the 
survey  which  involves  the  collaborative  efforts  of  the  SCMA,  SC 
State  Board  of  Medical  Examiners,  the  medical  schools,  specialty 
societies  and  the  Office  of  Cooperative  Health  Statistics. 
Selected  physicians  will  be  asked  to  complete  a brief  form  for 
each  patient  visit  in  their  offices  during  a one-week  period. 
The  forms  can  be  completed  in  minimal  time  by  office  assistants, 
with  very  little,  if  any,  of  the  physician's  time  required. 

Names  and  practices  will  be  maintained  in  strict  confidence  with 
only  grouped  data  used  in  statistical  reports.  Analyses  will 
include  reasons  for  visits;  visit  rates  by  age,  race  and  sex; 
diagnostic  services;  therapeutic  services;  and  payment 
mechanisms.  The  survey  provides  the  only  mechanism  to  obtain 
this  information  which  should  be  a valuable  resource  for  office 
management  in  the  private  clinic,  as  well  as  statewide  planning. 
The  participating  physician  will  receive  a summary  report 
comparing  his/her  practice  with  an  average  practice  profile, 
obtained  by  grouping  all  physicians  in  the  same  specialty,  before 
any  publication  of  the  results.  The  value  of  the  data  and 
success  of  the  survey  are  totally  dependent  on  physician 
participation;  therefore,  each  selected  physician  is  urged  to 
participate. 

IMPROVED  COLLECTION  PRACTICES  IN  THE  HEALTH  CARE  OFFICE 

I.  C.  System,  in  association  with  the  SCMA,  will  hold  a one-day 
collections  seminar  in  Columbia  on  February  21,  1991.  This  full 
day  collection  seminar  is  a must  for  anyone  new  to  collection 
work.  It  covers  the  basics,  including  the  overall  collection 
process,  establishing  collection  policy,  collecting  by  letter  and 
phone,  an  introduction  to  collection  law  and  the  alternatives  for 
enforcement.  Others  who  can  benefit  by  attending  include  the 
longer  term  employee  who  wants  a refresher  course  in  the  basics, 
and  doctors  who  have  decided  "too  much  is  enough,"  and  are  ready 
to  take  action  on  past-due  accounts.  A complete  collections 
manual  and  lunch  will  be  provided.  Cost  will  be  $100  for  SCMA 
members  or  their  staff  ($150  for  non-SCMA  members) . 

If  you  or  your  staff  would  be  interested  in  attending  such  a 
seminar,  please  call  Julia  Brennan  at  the  SCMA  in  Columbia  by 
January  1,  1991. 
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FEBRUARY  IS  TEEN  PREGNANCY  PREVENTION  AWARENESS  MONTH 


The  Greater  Columbia  Teenage  Pregnancy  Prevention  Council  is 
planning  several  events  to  focus  public  attention  on  teenage 
pregnancy  prevention  during  the  month  of  February,  1991.  What 
was  originally  a local  project  has  now  grown  into  a statewide 
initiative.  Watch  for  more  details. 

Meantime,  a new  poster  on  teenage  pregnancy  is  available  at  no 
cost  to  you  for  your  use  in  your  office  and  for  distribution  to 
schools,  clinics  and  wherever  teens  gather.  There  are  25  posters 
in  each  packet. 

Address  your  order  to  the  American  College  of  Obstetricians  and 
Gynecologists,  Office  of  Public  Information,  409  12th  Street  SW, 
Washington,  DC  20024  or  call  (202)  484-3321. 

SC  SPECIAL  OLYMPICS  NEEDS  MEDICAL  ASSISTANCE 

SC  Special  Olympics  has  asked  for  physicians  to  lend  their  time 
and  effort  to  the  program  by  assisting  with  medical 
examinations.  Effective  July  1,  1990,  the  SCSO  Board  of 
Directors  established  a policy  that  each  athlete  who  participates 
in  SCSO  needs  to  have  a medical  release  completed  or  signed  off 
by  a physician.  Beginning  this  year,  the  medicals  will  be  good 
for  two  years.  The  one-page  document  can  be  filled  out  after  a 
general  checkup  on  the  athletes  who  are  ages  eight  and  up.  If 
the  athlete  has  Down  Syndrome,  a full  radiological  exam  will  be 
required. 

If  you  will  donate  your  time  and  complete  these  special 
examination  forms  after  a general  checkup  on  SCSO  children, 
please  contact  SCSO  at  1-800-765-7276. 

CME  ACCREDITATION 


Charter  Hospital  of  Greenville  and  Spartanburg  Regional  Medical 
Center  have  recently  been  surveyed  by  the  SCMA  CME  Committee. 
Charter  was  awarded  two  year's  accreditation  and  SRMC  was  awarded 
four  years'  accreditation  as  accredited  sponsors  of  continuing 
medical  education  for  physicians.  SCMA  accreditation  seeks  to 
assure  both  physicians  and  the  public  that  the  CME  activities 
sponsored  by  these  institutions  meet  the  high  standards  of  the 
Essentials  for  Accreditation  of  Sponsors  of  Continuing  Medical 
Education  as  specified  by  the  AC CME  and  the  SCMA. 

If  you  are  interested  in  accreditation  of  the  CME  activities  of 
your  hospital,  please  contact  Joy  Drennen  at  SCMA  Headquarters 
for  additional  information  and  application  form. 

TERATOGEN  INFORMATION  SYSTEM 

During  January,  1991,  the  University  Affiliated  Programs, 
Department  of  Pediatrics,  will  implement  a toll-free  Teratogen 
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Information  System  for  health  professionals  treating  pregnant 
women.  The  system  will  provide  a written  summary  of  the  latest 
research  about  the  teratogenic  effects  of  specific  drugs, 
chemicals  and  medicals.  This  service  is  made  possible  through  a 
grant  from  the  Developmental  Disabilities  Council,  Office  of  the 
Governor.  The  toll-free  number  will  be  1-800-922-1107;  in 
Columbia,  777-5732.  Questions  prior  to  the  implementation  date 
should  be  directed  to  Ms.  Marilyn  Moody  at  737-6559. 

CAPSULES 

SCMA  resident  members  Dan  W.  Robinson,  Jr.  , MD,  and  Enoch  G. 
Ulmer,  MD,  are  recipients  of  AMA/Burroughs  Wellcome  Company 
Leadership  Scholarships  for  their  participation  in  community 
service  projects. 

Charleston  neurologist  Braxton  B.  Wannamaker,  MD,  has  been 
elected  president  of  the  American  Epilepsy  Society. 

UPCOMING  MEETINGS/CONFERENCES 

The  Southern  Medical  Association  is  sponsoring  a program  entitled 
"How  to  Get  Started  in  Medical  Practice"  on  January  26-27,  1991, 
at  the  Omni  Hotel  in  Charleston.  The  fee  is  $150  for  residents, 
$175  for  SMA  members  and  $200  for  SMA  non-members.  For  further 
information,  contact  LaDonna  Nail  at  the  Southern  Medical 
Association  at  1-800-423-4992. 

WATCH  FOR  PREREGISTRATION  FORMS  FOR  THE  14 3RD  SCMA  ANNUAL  MEETING 
AND  SCIENTIFIC  ASSEMBLY:  The  143rd  SCMA  Annual  Meeting  and 
Scientific  Assembly  will  be  held  again  in  Charleston  at  the  Omni 
Hotel,  April  24-28,  1991.  Mark  your  calendars  now. 
Preregistration  materials,  including  a tentative  schedule  of 
events  and  hotel  registration  forms,  will  be  mailed  in  early  1991 
to  all  SC  physicians. 
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LIVING  ETHICS:  HOMEOSTASIS  AND 
ETHICAL  PRINCIPLE 

C.D.  BESSINGER,  JR.,  M.D.* 


The  Eighties  were  something  of  an  ethics 
decade.  Much  was  said  and  written  about  the 
many  ethical  issues  facing  the  modem  physi- 
cian, and  about  how  the  various  competing 
theories  and  principles  of  ethics  might  apply 
to  many  complex  dilemmas.  Yet  there  seems 
to  have  been  little  movement  toward  a unify- 
ing theory  which  we  as  clinicians  might  use 
to  determine  “right  action”  in  new  situations 
at  the  bedside. 

Clinicians  still  sometimes  consider  that 
philosophers  devise  theory  in  isolation.  The 
world  of  the  “should  be”  often  seems  in  con- 
flict with  the  clinician’s  imperative  to  pre- 
scribe for  the  patient  in  full  recognition  of  the 
world  as  it  is.  That  may  result  in  unnecessary 
intellectual  tension  between  philosophy  and 
medicine.  For  example,  Wallace  has  com- 
mented that  there  has  been  a “philosophobia” 
in  medicine  and  a matching  blindness  of  phi- 
losophy toward  medicine.1 

Further,  public  debate  on  issues  in  bio- 
ethics is  often  polarized  between  absolutist 
and  situationalist  positions.  If  moral  argument 
is  couched  in  absolutist  terms,  it  is  not  ade- 
quate to  deal  with  the  multi-level  variabilities 
found  in  clinical  situations  and  in  biological 
systems  generally.  Yet  argument  that  does  not 
offer  a high  degree  of  “moral  certainty”  offers 
little  guidance  in  the  day-to-day  exigencies  of 
clinical  practice,  particularly  in  a litigious 
practice  environment.  Reconciling  the  sepa- 
rate languages  and  perspectives  of  philosophy 
and  of  pathophysiology  remains  a key  prob- 
lem for  clinicians  concerned  about  ethics,  and 
we  still  seek  a unifying  theory  of  medical 
ethics  that  is  satisfactory  both  clinically  and 
philosophically. 

In  previous  work,2,3  I have  pointed  to 
Schweitzer’s  formulation  of  reverence  (re- 
spect) for  life  as  a clinically  applicable  prin- 
ciple which  can  harmonize  divergent 
philosophical  points  of  view,  and  which 
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speaks  to  the  complexities  of  modem  clinical 
situations.  Yet  in  today’s  discourse,  whether 
in  the  public  square  or  the  public  hospital,  un- 
derstanding of  Schweitzer’s  ideas  may  be  im- 
paired by  the  religious  connotations  of  rever- 
ence and  by  confusion  with  “right  to  life”  ab- 
solutism. Many  of  these  problems  can  be 
overcome  by  expressing  ethics  in  the  lan- 
guage of  life-systems  theory. 

PRINCIPLE  AND  THEORY 

In  practice,  we  seek  to  define  actions  accord- 
ing to  ethical  principles.  There  is  a broad  con- 
sensus among  ethicists  that  among  the  most 
important  principles  of  medical  ethics  are  au- 
tonomy, no-harm,  benefit,  and  justice.  All  of 
these  represent  goods  to  be  served  in  our  con- 
scious actions.  But  what  more  basic  principle 
leads  us  to  these? 

What  elemental  principle  guides  us  when 
these  four  derivative  principles  are  in  con- 
flict? For  example,  what  determines  the  bal- 
ance between  risk  of  great  harm  and  the  de- 
sire to  achieve  benefit?  What  determines  how 
justice  in  society  is  reconciled  with  the  au- 
tonomous needs  of  individual  patients?  If  we 
are  to  find  clinically  satisfactory  answers  to 
such  basic  questions,  ethical  theory  must  ex- 
tend beyond  the  confines  of  a narrowly  de- 
fined “pure”  philosophy  to  include  the  bio- 
logical, and  even  psychological,  dimensions 
of  ethical  theory. 

Early  in  this  century,  G.  E.  Moore4  point- 
ed to  the  pitfall,  or  “naturalistic  fallacy,”  of 
defining  some  characteristic  as  good  merely 
because  it  is  “natural.”  Accordingly,  there  is  a 
prevalent  view  in  ethics  today,  expressed  by 
Thomas  Nagel,5  that  ethics  is  a “theoretical 
inquiry  that  can  be  approached  by  rational 
methods,  and  that  has  internal  standards  of 
justification  and  criticism.”  He  calls  for  an 
“ethics  without  biology.” 

This  traditional  approach  of  “pure”  phi- 
losophy seeks  resolution  of  questions  by 
“pure  reason.”  In  terms  of  Freud’s  model  of 
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the  psyche,  ethics  is  an  ego  activity,  for  the 
processes  of  reason  are  processes  of  con- 
sciousness. Reason  seeks  to  insulate  its  pro- 
cessing of  the  observed  (objective)  phenome- 
na of  the  material  world  from  the  subjective 
unconscious  instinctual  world,  and  particular- 
ly from  the  “spiritual”  content  of  the  uncon- 
scious psyche. 

However,  the  ego  (individually  and  col- 
lectively) is  often  capricious.  In  defining  its 
own  good,  it  usually  seeks  to  serve  its  own 
purposes.  If  ethics  is  to  operate  entirely  at  the 
ego  level,  the  ego  is  placed  in  an  inherent 
conflict  of  interest,  writing  the  rules  by  which 
it  audits  its  own  ethical  accounts.  Without 
some  standard  of  moral  reference  external  to 
“on-line”  consciousness,  we  are  left  with  eth- 
ical ambivalences  with  respect  both  to  theory 
and  to  individual  actions. 

If  we  are  to  overcome  this  difficulty,  we 
must  take  a new  look  at  “ethics  with  biolo- 
gy.” Physician  Bernard  Towers  writes  that  the 
proper  mode  is  not  first  to  establish  ethical 
theory  which  is  then  to  be  applied  to  the  the- 
ory and  practice  of  science  and  medicine; 
rather: 

Just  as  Aristotle’s  physics  necessarily  an- 
tedated and  was  logically  prior  to  his 
meta-physics,  so  must  modern  science 
(and  in  particular  the  science  of  biological 
evolution)  lay  the  groundwork  for,  and  es- 
tablish the  mode  of,  modern  ethics.6 

SYSTEMS  ETHICS 

As  I have  previously  argued,7  the  proper 
“philosophic  milieu”  for  clinical  practice  is 
the  modern  life  systems  world-view.8  The 
dominant  characteristic  of  life  systems  is  flux 
equilibrium,  which,  at  the  level  of  the  indi- 
vidual organism  was  named  by  Cannon  as 
homeostasis.9  For  the  organism,  or  for  a 
whole  system  of  organisms,  survival  requires 
the  capacity  to  maintain  a dynamic  stability, 
on  which  depends  the  ability  to  heal  wounds 
and  to  adapt  to  environmental  stresses. 

Thus,  nature  has  defined  the  Good  as  that 
well-tuned  condition  of  least  strain,  in  which 
the  system  as  a whole  (or  the  reference  sub- 
system that  is  the  object  of  ethical  concern) 
survives  and  seeks  to  actualize  its  potential 
for  development  as  a whole.  The  Good  is 


homeostasis,  a term  which  we  may  apply 
both  to  the  flux  equilibrium  and  to  the  pro- 
cesses by  which  it  is  achieved.  Such  a model 
requires  that  one  look  beyond  the  reference 
sub-system  to  consider  effects  at  levels 
“above”  and  “below”  it.  It  is  in  this  homeo- 
static summum  honum  that  we  may  find  the 
external  standard  by  which  to  judge  our  ac- 
tions in  complex  life  situations. 

A systems  model  of  ethics  changes  some- 
what the  traditional  model  of  good  polarized 
against  evil,  and  of  specific  actions  as  always 
ethical  or  always  evil.  Here,  the  ethical  action 
is  that  which  tends  to  restore  the  self-regulat- 
ing balance  of  (and  thus  benefit)  the  relevant 
sub-system(s).  When  the  same  action  persists 
beyond  sufficiency  and  thus  tends  to  destabi- 
lize (to  harm),  it  becomes  unethical  (evil). 
When  a proposed  action  confers  no  benefit, 
the  ethical  act  is  to  refrain  from  acting. 

Schweitzer’s  formulation  of  reverence  for 
life10  is  the  life-systems  ethic,  based  on 
awareness  of,  respect  for,  and  support  of  all 
life’s  will-to-Iive.  Writing  six  years  before 
Cannon  “named”  homeostasis,  Schweitzer 
used  a nineteenth  century  term  that  may  now 
sound  archaic.  Yet  it  is  clear  that  he  was  en- 
tirely conscious  of  the  interactive,  interdepen- 
dent nature  of  life,  and  of  its  inner  dynamic 
for  survival. 

METAETHICAL  CONSIDERATIONS 

If  life  is  viewed  as  an  integrated,  interactive 
whole,  all  forms  of  life  have  value.  Each  form 
of  life  “values”  itself,  in  that  its  own  process- 
es seek  its  survival  and  development,  and  it 
must  do  so  at  some  expense  to  other  life. 
While  there  is  a hierarchy  of  relationships  to 
be  served  and  conserved  (individual,  family, 
society,  species),  general  life-systems  theory 
does  not  offer  a scale  of  values  for  choosing 
one  form  of  life  over  another,  or  one  individ- 
ual over  another. 

If  we  are  to  direct  our  choices  properly 
and  provide  structure  for  the  solving  of  poor- 
ly structured  problems,  we  must  impose  an- 
other level  of  ethical  consideration — a 
metaethical  level — which  seeks  to  discern  the 
various  values  operative  in  the  life  system. 

Some  of  these  operative  values  are  in- 
ferred from  the  autonomic  operation  of  life- 
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systems  across  many  species:  certain  needs 
which  must  be  met,  freedom  for  develop- 
ment, and  diversity  through  individuality  for 
maximization  of  adaptive  options.  Respect 
for  life  implies  respect  for  these  values,  and 
for  the  limits  imposed  on  individual  life  by 
the  life  process  itself. 

Other  operative  values  are  unique  to  the 
human  level  of  conscious  action.  While  one 
must  consider  the  multi-level  (“global”)  im- 
plications of  one’s  efforts,  insuring  that  an  ac- 
tion is  ethical  requires  focus  on  the  immedi- 
ate (“local”)  object  of  concern.  It  is  only  there 
that  an  action  can  be  judged  to  be  both  effec- 
tive and  sufficient  to  its  Good:  homeostasis. 
The  local  subsystem  (e.g.,  patient)  interests 
may  not  be  subjugated  to  those  of  the  global 
system  (e.g.,  societal)  interests,  for  to  do  so 
would  make  the  system  tend  toward  becom- 
ing self-consuming  and  destabilized.  Such 
action  would  thus  be  anti-ethical. 

Life-systems  ethics,  as  does  quantum 
physics,  carries  its  own  uncertainty  principle: 
As  a part  of  the  complex  and  variable  life 
system,  we  may  not  be  certain  of  the  outcome 
of  a chosen  action,  or  of  the  particular  rule  to 
apply.  We  must,  however,  act  to  maximize  the 
probability  of  an  ethical  outcome,  and  to  con- 
serve individual  responsibility  and  thought. 

PHYSICIANS  AND  LIFE  PROCESS 

Clinical  ethics  must  arise  from  a clinical  atti- 
tude that  respects  not  only  a patient’s  signs  of 
life,  but  all  levels  of  the  patient’s  biopsycho- 
social milieu"  and  the  larger  society.  To  un- 
derstand ethics,  we  must  move  beyond  a con- 
cept of  life  as  product  (that  is,  as  individual 
persons  or  discrete  organisms)  to  a concept  of 
life  as  process. 

Life,  as  process,  has  needs  which  must  be 
met.  Life  conserves  individuality  and  cele- 
brates diversity.  It  is  inter-active  and  inter-de- 
pendent. It  acts  on  many  levels  simultaneous- 
ly. Yet,  life  has  its  limits.  Individuals  do  not 
live  forever,  and  medical  skill  is  not  infinite. 

Life  systems  are  too  complex  to  be  com- 
pletely controlled  by  medical  skill.  In  the 
final  analysis,  it  is  homeostasis  which  does 
the  regulating.  The  physician  can  only  tilt  the 
balance  toward  homeostasis  and  let  the  life 
process  itself  do  the  fine-tuning.  Yet  this  is 


not  an  argument  for  non-intervention,  only  a 
call  for  recognition  of  human  limits.  Indeed, 
the  model  emphasizes  the  imperative  for  eth- 
ical intervention,  to  avoid  the  harms  at  each 
level  (patient,  family,  physician,  society) 
when  disease,  pain  and  suffering  are  not  ap- 
propriately addressed. 

The  question  raised  by  some  of  “When 
does  life  begin?”  is  not  especially  pertinent  to 
medical  ethics,  for  life  is  a continuum.  It 
began  a very  long  time  ago.  Life  is  the  given 
by  which,  and  in  which,  we  all  function. 
Thus,  while  we  direct  our  skills  toward  sus- 
taining life,  it  is  inappropriate  to  consider  our 
skills  as  “life-giving.”  It  is  also  inappropriate, 
even  arrogant,  to  say  that  we  have  taken  life 
when  we  merely  withdraw  or  withhold  treat- 
ments which  will  not  help  life’s  balance. 

CLINICAL  AND  POLICY 
IMPLICATIONS 

Medicine  began,  and  in  many  situations  con- 
tinues, its  technologic  era  under  a clinical  and 
legal  presumption  that  we  should  seek  to  pre- 
serve individual  metabolic  activity  at  all  costs 
and  in  spite  of  all  odds.  All  too  frequently,  the 
physician’s  legal  duty  seems  to  be  defined  by 
doing  the  usual  and  customary  treatments  for 
the  diagnosis  at  hand.  However,  the  life-pro- 
cess considerations  mentioned  above  impose 
a different  perspective. 

An  exhaustive  inquiry  into  clinical  appli- 
cations of  systems  ethical  theory  is  well  be- 
yond the  scope  of  one  essay.  It  is  appropriate, 
however,  to  consider  as  a brief  example  how 
systems  thinking  applies  to  the  celebrated 
Cruzan  case12  in  which  a young  woman  re- 
mains in  a persistent  vegetative  state  seven 
years  following  an  automobile  accident.  The 
Missouri  Supreme  Court  had  denied  her  par- 
ents’ request  to  permit  discontinuance  of  her 
tube  feedings;  the  U.  S.  Supreme  Court  held 
the  Missouri  action  to  be  constitutional. 

For  the  patient  in  coma,  clinical  efforts 
must  focus  on  assisting  the  restoration  of 
homeostasis  so  long  as  there  is  a prospect  of 
doing  so,  for  we  seek  to  conserve  and  sup- 
port, and  if  possible  restore,  the  individuality 
of  the  patient.  We  seek  to  recognize  and  pre- 
serve autonomy,  to  respect  the  patient  as  a 
whole  organism,  and  to  assist  restoration  of 
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whole  function.  Such  an  attitude  and  objec- 
tive express  the  concern  of  the  social  system 
for  its  individual  members,  as  well  as  the  in- 
dividual physician’s  commitment  to  each  pa- 
tient. 

Yet,  when  we  have  no  further  prospect  of 
restoring  the  homeostasis  of  the  patient  as  a 
system,  attention  must  turn  to  a recognition  of 
life’s  limits  and  of  medicine’s  limits,  and  to 
concerns  about  the  homeostasis  of  the  larger 
biopsychosocial  system  of  which  the  patient, 
family  and  clinicians  are  a part.  Since  the  pa- 
tient is  a part  of  a family  system,  family  judg- 
ment must  substitute  for  the  judgment  of  a 
patient  who  is  comatose.  Since  family  is  a 
level  of  system  whose  healing  and  homeosta- 
sis are  also  at  stake,  family  must  be  involved 
in  decisions  to  terminate  treatment. 

From  such  a perspective,  one  respects  life 
more,  not  less,  by  “letting  the  patient  go” 
with  dignity.  These  arguments  do  not  hinge 
on  a concept  of  a “right  to  die,”  but  on  the  ef- 
ficacy of  efforts  to  support  a patient’s  own 
autonomous  homeostasis.  When  we  have 
done  all  that  we  know  to  do  and  that  is  not 
enough,  we  are  justified  in  acknowledging 
and  accepting  life’s  limitations.  Had  the  state 
and  federal  justices  based  their  decisions  on 
systems  ethics  and  reverence  for  life,  the  out- 
come of  Cruzan  would  undoubtedly  have 
been  different. 

Would  we  not  in  a hopeless  case  serve  the 
larger  life  system  better  by  accelerating  the 
process  of  death,  especially  when  a patient’s 
organs  are  suitable  for  transplantation?  No, 
for  being  beyond  benefit  of  specific  medical 
therapies  is  not  tantamount  to  being  beyond 
harm.  “Active”  euthanasia13  obviously  harms 
the  unconscious  homeostatic  “autonomy”  of 
the  patient  as  an  organism.  Giving  societal  in- 
terests precedence  over  individual  ones  also 
harms  society’s  equilibrium,  as  noted  above. 
Further,  physicians  who  act  contrary  to  indi- 
vidual life-interests  foster  distrust  of  physi- 
cians generally,  and  thus  tend  to  destabilize 
the  medical-social  subsystem. 

Is  the  life  system  better  served  by  arbi- 
trary standards  for  terminating  treatment, 
such  as  age?14  At  the  human  societal  level,  di- 
versity derived  from  individuality  serves 
species  adaptation,  and  the  social  balance  de- 


rives benefit  from  respecting  all  individuals, 
irrespective  of  arbitrary  categories,  even  if 
their  contribution  is  only  potential  or  is  un- 
recognized by  the  majority.  However,  in  the 
face  of  scarce  resources,  societal  balance 
could  be  served  by  limiting  treatments  to 
those  which  have  been  clearly  shown  to  pro- 
vide benefit  to  similar  patients. 

DISCUSSION 

A life-systems  ethic  based  on  the  good  of 
homeostasis  gives  rise  to  a key  question: 
Homeostatic  processes  can  find  several  states 
of  equilibrium,  especially  in  the  face  of  dis- 
ease; which  state  are  we  obligated  to  serve? 
At  the  human  level,  the  highest  good  is  that 
state  of  equilibrium  which  the  self-regulating 
organism  will  autonomically  attain  in  its  own 
biopsychosocial  milieu,  given  the  freedom 
and  opportunity  to  do  so.  Acting  ethically 
consists  in  supporting  that  process  insofar  as 
knowledge,  skill,  and  resources  permit,  and 
insofar  as  harm  to  other  individuals  (and 
other  levels  of  the  system)  can  be  avoided. 

Adopting  a life-systems  perspective  and 
an  ethics  based  on  the  Good  of  systems 
homeostasis  opens  up  new  levels  of  analysis 
and  argument  as  we  deal  with  the  complex 
questions  facing  the  medical  community 
today.  An  ethics  based  on  our  science  of  life 
systems  is  satisfactory  philosophically  in  that 
it  corresponds  to  our  understanding  of  biolog- 
ical “truth,”  and  clinically  in  that  it  is  under- 
standable and  communicable  in  physiological 
terms. 

Because  of  the  complexity  of  the  prob- 
lems which  confront  us,  we  may  not  expect 
immediate,  easy,  or  automatic  answers  to  our 
clinical  dilemmas.  Applying  theory  to  prac- 
tice will  remain  a continuous,  rigorous,  and 
often  tedious  intellectual  process  of  balancing 
knowledge  and  reason  in  an  attitude  of  com- 
passion. 

In  acknowledging  reverence  for  life  as  the 
natural  ethic,  we  do  not  find  a sentimental 
and  detached  contemplation  of  life.  We  find 
instead  a basis  for  an  intellectually  rigorous 
theory  of  ethics,  for  reverence  for  life  re- 
quires us  to  know  what  we  are  doing,  and  to 
do  in  accordance  with  what  we  know. 

This  systems  ethic  seeks  a humane  bal- 
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ance  between  clinical  science  and  clinical  art. 
It  requires  us  always  to  seek  to  serve  our  pa- 
tients with  respect,  and  in  so  doing,  can  help 
us  give  medicine  a human  face  that  truly  re- 
flects its  human  heart.  That  is  our  ethical 
challenge,  and  our  hope. 

SUMMARY 

Adopting  a life-systems  perspective  and  an 
ethics  based  on  the  Good  of  systems  home- 
ostasis opens  up  new  levels  of  analysis  and 
argument  as  we  deal  with  the  complex  ques- 
tions facing  the  medical  community  today. 
An  ethics  based  on  our  science  of  life  systems 
is  satisfactory  philosophically  in  that  it  corre- 
sponds to  our  understanding  of  biological 
“truth”  and  clinically  in  that  it  is  understand- 
able and  communicable  in  physiological 
terms.  ^ 
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MEDICAL  ETHICS:  A PROMISE  FULFILLED 

To  every  thing  there  is  a season,  and  a time  to  every  purpose  under  the  heaven:  A time  to  be  born 
and  a time  to  die.  ...  A time  to  weep,  and  a time  to  laugh,  a time  to  mourn,  and  a time  to 
dance.  . . . 

Ecclesiastes  3:1-4 


The  holiday  season  is  a time  to  celebrate,  and 
this  year  we  should  celebrate  not  only 
progress  in  medical  science  but  also  in  medi- 
cal ethics.  Looking  back,  the  story  has  un- 
folded to  a large  extent  in  successive  volumes 
of  The  Journal  of  the  South  Carolina  Medi- 
cal Association. 

Back  in  1909,  Dr.  J.  C.  Duckworth  of  An- 
derson wrote  in  these  pages  that  “on  the  sub- 
ject of  medical  ethics,  so  much  might  be  said, 
and  so  little  known,  that  a whole  course  of 
lectures  is  needed.1  In  1972,  Dr.  Joseph.  I. 
Waring  of  Charleston  confided  that  he  could 
find  little  or  nothing  about  medical  ethics 
when  asked  to  speak  on  the  topic.  Dr.  Waring 
noted:  “It  may  be  that  some  of  our  members 
are  not  on  speaking  terms  with  the  principles 
which  are  supposed  to  guide  their  profession- 
al lives.”2 

Then,  in  1978,  Dr.  John  P.  Dolan  in- 
formed us  of  a raging  debate  between  physi- 
cians and  professional  ethicists.3  Medical 
ethics  was  alive  and  bustling  but  was  riddled 
with  turf  quarrels.  Yet  by  1987,  when  Dr. 
Charles  Duncan  announced  that  establishing 
an  ethics  committee  would  be  a top  priority 
of  his  term  as  SCMA  president,  the  smoke 
had  largely  cleared.  Charlie  had  the  pre- 
science to  appoint  both  physicians  and  pro- 
fessional philosophers  to  the  new  committee. 
It  worked. 

Two  papers  in  this  issue  of  The  Journal  il- 
lustrate the  healthy  status  of  medical  ethics  as 
a discipline,  as  an  SCMA  activity,  and  as  a 
practical  guide  to  decision-making.  The  paper 
by  Dr.  Julia  E.  Connelly,  delivered  as  the 
Leonard  Douglas  Memorial  Lecture  at  our 
annual  meeting,  explores  the  value  of  emo- 
tions. The  paper  by  Dr.  C.  D.  Bessinger,  a se- 


quel to  his  papers  on  reverence  for  life,  ex- 
plores the  value  of  Good  of  systems  home- 
ostasis. Publishing  these  two  fine  papers  in 
the  same  issue  brings  me  great  pleasure. 
Readers,  have  fun! 

The  careful  reader  will  note  that  both  au- 
thors allude  to  the  four  cornerstones  of 
today’s  medical  ethics:  autonomy,  benefi- 
cence, nonmaleficence,  and  justice  (Table  1). 
Using  these  principles  is  somewhat  like  play- 
ing a musical  scale;  built-in  conflicts  demand 
careful  orchestration.  Drs.  Connelly  and 
Bessinger  chose  different  keynotes  by  which 
to  help  us  make  the  most  harmonious  choices 
for  our  patients. 

Dr.  Connelly  reassures  us  that  its  okay  to 
listen  to  our  emotions.  Hers  is  a rebuttal  to 
those  who  would  have  clinicians  behave  “as 
rationally  as  possible”  like  the  character 
Spock  in  “Star  Trek.”  Our  own  emotions  de- 
serve a place  in  the  data  base.  If  a decision 
doesn’t  feel  right,  it  probably  isn’t.  True, 
emotions  must  be  tempered  by  reason;  but 
true,  also,  that  emotions  are  nonetheless  in- 
valuable. In  a sense,  they  are  our  vital  signs. 

Dr.  Bessinger’s  paper  extends  the  useful- 
ness of  his  previous  comments  on  reverence 
for  life,  as  put  forth  by  Albert  Schweitzer.  It 
was  75  years  ago  this  September  that 
Schweitzer  conceived  this  concept  while  con- 
templating the  deficiency  of  20th  Century 
worldviews  from  the  deck  of  a barge: 

Late  on  the  third  day,  at  the  very  moment 
when,  at  sunset  we  were  making  our  way 
through  a herd  of  hippopotamuses,  there 
flashed  upon  my  mind,  unforeseen  and 
unsought,  the  phrase,  “Reverence  for 
Life.”  The  iron  door  had  yielded:  the  path 
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TABLE  1.  FOUR  PRINCIPLES  OF  BIOMEDICAL  ETHICS 


PRINCIPLE  DEFINITION  AND  IMPLICATIONS 


Autonomy  Individuals  must  be  treated  as  autonomous 

agents  entitled  to  make  choices  with  respect 
to  their  own  destinies. 

From  this  principle,  it  follows  that 
individuals  have  the  right  to  make  informed 
consent  and  the  right  to  privacy. 

Beneficence  Actions  should  promote  the  interests  and 

well-being  of  others;  they  should  do  good. 

From  this  principle,  it  follows  that  we  must 
choose  courses  of  action  with  the  highest 
possible  ratios  of  potential  benefits  to 
potential  risks. 

Nonmaleficence  Actions  should  not  harm  others:  primum  non  nocere. 

From  this  principle,  it  follows  that  we  must  not  choose  courses  of  action 
which  may  be  harmful  to  others. 


Justice  Actions  must  be  fair  to  all  concerned. 

From  this  principle,  it  follows  that  we  must  not  discriminate.  Both  the  good 
and  bad  consequences  of  our  actions  must  be  distributed  equitably. 


in  the  thicket  had  become  visible.  Now  I 
found  my  way  to  the  idea  in  which  world- 
and  life-affirmation  and  ethics  were  con- 
tained side  by  side. 

While  the  concept  might  seem  at  first  to  be 
rather  nebulous,  Schweitzer  saw  it  as  a clear 
guide  to  ethical  behavior: 

A man  is  ethical  only  when  life,  as  such, 
is  sacred  to  him,  that  of  plants  and  ani- 
mals as  that  of  his  fellowmen,  and  when 
he  devotes  himself  helpfully  to  all  life  that 
is  in  need  of  help.  Only  the  universal  ethic 
of  the  feeling  of  responsibility  in  an  ever- 
widening  sphere  of  that  life — only  that 
ethic  can  be  founded  in  thought.  The  ethic 
of  the  relation  of  man  to  man  is  not  some- 
thing apart  by  itself:  it  is  only  a particular 
relation  which  results  from  the  universal 
one.4 

Schweitzer  made  these  observations  many 


decades  before  ecologists  began  to  proclaim 
the  same  idea,  sometimes  called  moral  plu- 
ralism— the  idea  that  ethics  must  take  into  ac- 
count that  our  actions  impact  not  just  on  hu- 
mans but  also  on  the  entire  ecosystem.5  Life 
is  rare  and  sacred  and  therefore  should  be  our 
top  priority. 

I interpret  Dr.  Bessingef  s paper  as  an  at- 
tempt to  provide  normative  standards  in  a 
world  grown  bereft  of  normative  standards. 
The  use  of  different,  competing  categories  of 
standards  (Table  2)  contributes  to  the  inter- 
minable nature  of  many  ethics  dialogues. 
Much  of  contemporary  ethics  revolves 
around  situational  standards  rather  than 
around  this  or  that  transcendent  “ought.”  Yet 
without  a transcendent  “ought,"  who  is  to  say 
what  is  right? 

In  his  new  essay,  Dr.  Bessinger  notes  that 
“reverence  for  life”  may  be  unpalatable  to 
many  persons  in  a world  grown  increasingly 
secular.  Noting  that  Schweitzer  wrote  six 
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TABLE  2.  THREE  CATEGORIES  OF  ETHICAL  STANDARDS 


CATEGORY 

BASIS 

STRENGTHS 

WEAKNESSES 

Normative 

Transcendent 

“ought” 

Goal;  clear 
criterion  of 
right  and 
wrong 

How  are 

norms 

derived? 

Insensitivity 
to  particular 
situations 

Consequentialist 
A)  Situational 

Each  situation 
provides  its 
own  “ought” 

Sensitivity 
to  unique 
circumstances 

Why  are 
certain 
outcomes 
and  rules- 
preferred? 

How  is  “good” 
defined? 

B)  Utilitarian 

Greatest  good 
for  the 
greatest 
number 

Sensitivity 
to  the  broad 
or  global 
picture 

Why  should 

collective 

values 

dominate  the 
individual? 

How  are 

results 

measured? 

Existentialist 

Autonomous 
fulfillment 
of  personal 
goals  and 
values 

Maximizes 

personal 

freedom 

Why  should 

individual 

values 

dominate  the 
collective? 

How  can  one 
universalize 
the  goals  and 
values? 

years  before  the  physiologist  Walter  Cannon 
coined  the  term  “homeostasis,”  Dr.  Bessinger 
substitutes  “Good  of  systems  homeostasis”  as 
more  widely-acceptable  terminology.  To 
those  who  might  protest  that  this  is  but  old 
wine  in  a new  bottle,  I would  reply  that  Dr. 
Bessinger’s  vintage  continues  to  age  quite 

nicely.  With  increasing  clarity,  he  urges  us  to 
promote  life  in  its  broadest  sense.  Old  Qo- 
heleth  (supra)  knew  it  well:  there  is  “a  time 
to  be  bom  and  a time  to  die  ...  . ” 

Let’s  not  stop  here.  Dr.  Connelly  observes 
that  when  she  was  invited  to  give  the  Leonard 
Douglas  Memorial  lecture,  “The  possible 
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choices  for  such  a lecture  were  unlimited.” 
What  about  ethical  issues  raised  by  the  other 
two  papers  in  this  issue  of  The  Journal ? 

Drs.  Adams  and  Greene  discuss  laparo- 
scopic cholecystectomy,  an  approach  destined 
to  spare  untold  thousands  those  tell-tale  scars 
over  the  right  upper  quadrant  of  the  abdomen. 
They  note  candidly  that  operating  through  a 
peephole  raises  the  likelihood  of  injuring  the 
extrahepatic  bile  ducts.  And  they  note  that  de- 
mand for  the  new  procedure  will  be  to  a large 
extent  marketdriven.  They  go  on  to  tell  us 
that  “it  is  when  the  surgeon  perceives  that  he 
or  she  has  an  ‘easy’  cholecystectomy  that  the 
situation  leading  to  a higher  incidence  of  duc- 
tal injury  occurs.”  Enter  the  ethics  of  every- 
day life.  How  can  we  always  be  sure  that  we 
are  acting  in  the  patient’s  best  interests  rather 
than  our  own? 

Finally,  the  paper  by  Dr.  David  Marsh  and 
his  colleagues  on  extracorporeal  membrane 
oxygenation  in  the  neonate  reminds  us  of  the 
ethical  whirlwinds  surrounding  today’s 
neonatal  intensive  care  units.  What  are  the 
long  term  risks  of  ligation  of  the  common 
carotid  artery  and  internal  jugular  vein?  Is 
such  aggressive,  technology-driven  care  the 
best  allocation  of  resources — or  should  we 


shift  some  of  the  monies  into  prevention? 
Enter  the  ethics  of  heroic  remedies.  How  can 
we  always  be  sure  that  we  are  acting  in  soci- 
ety’s best  interests,  and  not  just  the  medical 
profession’s? 

In  this  year’s  presidential  address.  Dr. 
John  Simmons  reminded  us  that  while  none 
of  us  know  exactly  how  medicine  will  change 
before  the  year  2000,  all  of  us  know  that  it 
will  change.  If  we  have  our  share  of  prob- 
lems, we  also  have  much  for  which  to  be 
grateful.  Thanks,  Charlie  Duncan;  thanks, 
members  of  the  SCMA  ethics  committee;  and 
thanks  authors,  for  your  fine  contributions.  A 
time  to  celebrate  . . . and  a time  to  be  proud. 

— CSB 
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SORRY,  GAVIN 


Rebuke  a wise  man,  and  he  will  love  thee. 
— Proverbs  9:8 


While  making  no  claims  to  wisdom,  I thank 
those  who  informed  me  gently  that  the  bard 
whom  Gavin  Appleby  quoted  in  his  last  edi- 
torial was  not  Shakespeare  but  rather  Omar 
Khayyam.1  Here’s  the  context,  from  The 
Rubaiyat : 

The  moving  Finger  writes;  and  having 
writ. 

Moves  on,  nor  all  thy  Piety  nor  wit 


Shall  lure  it  back  to  cancel  half  a line. 
Nor  all  thy  Tears  wash  out  a word  of  it. 

Sorry,  Gavin. 

—CSB 
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THANKS,  ART 

Returning  a telephone  call,  I received  a 
shocker:  Dr.  Arthur  F.  DiSalvo,  director  of 
DHEC’s  Bureau  of  Laboratories  for  more 
than  30  years,  is  leaving  South  Carolina  to  as- 
sume a similar  post  in  Nevada.  It’s  just  begin- 
ning to  sink  in — we’re  about  to  lose  a state 
treasure. 

An  internationally-known  mycologist.  Art 
brought  recognition  to  South  Carolina  by 
making  our  laboratory  among  the  nation’s 
most  progressive — despite  budgetary  con- 
straints. He  oversaw  the  processing  of  untold 
thousands  of  specimens,  yet  never  lost  that 
ability  to  become  excited  by  a single  case.  He 


brought  energy  and  enthusiasm  to  everything 
he  touched.  We  were  fortunate  that  he  chose 
to  participate  to  the  fullest  in  organized 
medicine. 

Despite  his  busy  schedule  of  state,  nation- 
al, and  international  meetings.  Art  made  time 
to  attend  both  his  county  and  state  medical 
society  meetings  on  a regular  basis.  He  was 
always  there,  always  contributing.  He  has 
been  a valuable  member  of  our  Editorial 
Board,  full  of  suggestions,  including  a special 
DHEC  issue  to  appear  in  early  1991.  Art,  to 
say  I’ll  miss  you  on  the  masthead  of  The 
Journal  is  the  understatement  of  the  new 
decade. 

But  thanks  for  everything! 

— CSB 
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Letter  to  tye  Lchtor 


To  the  Editor: 


This  letter  is  to  remind  physicians  that 
penicillin  is  no  longer  recommended  for  treat- 
ment of  gonorrhea.1 2 The  proportion  of  gono- 
coccal isolates  that  are  resistant  to  penicillin 
has  soared  in  the  United  States  in  the  past 
several  years.3,4  In  1989,  in  South  Carolina, 
up  to  15%  of  isolates  were  resistant  to  peni- 
cillin in  some  populations.  As  a result  of  this 
high  level  of  resistance  to  penicillin,  the  Unit- 
ed States  Centers  for  Disease  Control  recom- 
mends ceftriaxone  for  treatment  of  gonococ- 
cal infection.1 

Spectinomycin  should  be  used  for  persons 
who  cannot  take  ceftriaxone.  Either  drug 
should  be  followed  by  doxycycline  or  ery- 
thromycin for  presumptive  treatment  of 
chlamydial  infection  since  chlamydia  infec- 
tion has  been  documented  in  up  to  45%  of 
cases  of  gonorrhea. 1 

The  South  Carolina  Department  of  Health 
and  Environmental  Control  (DHEC),  Bureau 
of  Laboratories,  is  no  longer  testing  gonococ- 
cal isolates  for  penicillin  resistance,  but  will 
periodically  monitor  gonococcal  isolates  for 
the  development  of  ceftriaxone  resistance. 

Jeffrey  L.  Jones,  M.D. 

Director,  Disease  Control  and 

Epidemiology 

Arthur  F.  DiSalvo,  M.D. 

Chief,  Bureau  of  Laboratories 

Harold  Dowda,  Ph.D. 

Director,  Diagnostic  Microbiology 

Dee  Breeden,  M.D. 

Chief,  Bureau  of  Preventive 

Health  Services 

W.  B.  Gamble,  Jr.,  M.D. 

State  Epidemiologist 

DHEC 

2600  Bull  Street 

Columbia,  S.  C.  29201 
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Editorial  note: 

Already,  strains  of  gonococci  with  de- 
creased susceptibilities  to  ceftriaxone  are 

being  described.1 

— CSB 
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On  the  Cover 


LIONEL  CHALMERS:  1715-1777 

Lionel  Chalmers,  a young  Scotsman  who  had 
received  a liberal  education  probably  at  St. 
Andrews  University,  came  to  South  Carolina 
around  1735  to  begin  the  practice  of  physic. 
He  met  here  a notable  company  of  physicians 
already  working  in  Charleston,  i.e.,  James 
Kilpatrick,  John  Moultrie,  John  Lining,  and 
Thomas  Dale. 

The  newcomer  must  have  made  a good 
impression  for  he  was  soon  in  partnership 
with  John  Lining  whose  statistical  and  meteo- 
rological observations  were  already  re- 
nowned. Chalmers  soon  began  his  own  obser- 
vations which  would  be  the  basis  for  his 
major  work,  An  Account  of  the  Weather  and 
Diseases  of  South  Carolina.  This  is  a fasci- 
nating account — easily  read,  even  in  this 
day — which  vividly  describes  fogs,  hurri- 
canes, thunderstorms,  and  summer’s  heat 
(“True  indeed  it  is,  that  those  who  happened 
to  sicken  during  these  intensely  hot  months, 
might  almost  literally  be  said  to  have  escaped 
through  the  fire  when  they  recovered;  which 
few  in  truth  did.”)  and  the  “various  diseases 
to  which  the  inhabitants  of  that  country  are  li- 
able, in  consequence  of  the  changes  which 
their  constitutions  undergo  in  the  several  sea- 
sons of  the  year.” 

Chalmers  devoted  a large  part  of  this 
book  to  diseases  of  children,  thus  making  his 
reputation  as  one  of  the  earliest  pediatricians. 
He  published  several  other  well  received 
works,  was  a correspondent  of  Benjamin 
Rush,  and  was  quoted  many  times  with  re- 
spect by  William  Cullen,  one  of  the  most  fa- 
mous of  the  Scottish  teachers  of  the  1 8th  cen- 
tury. 


Lionel  Chalmers  died  “in  the  63rd  year  of 
his  age,  a sound  judgement,  and  a benevolent 
heart,  a most  valuable  member  of  the  commu- 
nity. He  never  affected  any  mystery  in  his 
Practice  [but]  employed  the  knowledge  he 
had  acquired  for  the  good  of  mankind  and  has 
left  behind  him  the  name  of  an  affectionate 
husband  and  parent,  a skilful,  humane  physi- 
cian, and  a worthy,  honest  man.” 

Betty  Newsom 

The  Waring  Historical  Library 

This  is  the  second  in  a series  of  Journal  cov- 
ers featuring  title  pages  of  significant  works 
by  South  Carolinians.  All  books  pictured  are 
from  the  Waring  Historical  Library  where 
your  questions,  comments,  and  visits  are  al- 
ways welcome. 
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SCMAA-SCIMER  SCHOLARSHIPS  1990 

Annually,  the  joint  South  Carolina  Medical  Association  Auxiliary-SCIMER  scholarships  of 
$800  each  are  given  to  worthy  students  at  the  Medical  University  of  South  Carolina  and  the 
University  of  South  Carolina  School  of  Medicine  based  on  need  and  merit.  This  year,  the 
Scholarship  Committee  evaluated  21  applications,  all  from  worthy  students.  Five  final  recipients 
were  selected  from  each  medical  school. 

From  the  Medical  University  of  South  Carolina: 

John  Wade  Strong,  Marion,  S.  C. 

Jennifer  Dale  Walker,  Aiken,  S.  C. 

Peter  J.  Neidenbach,  Gainesville,  Ga. 

William  M.  Reeves,  III,  Summerville,  S.  C. 

Tallulah  L.  Fellers,  Camden,  S.  C. 

From  the  University  of  South  Carolina  School  of  Medicine: 

Michael  G.  Avant,  Florence,  S.  C. 

Heather  S.  Gallman,  Florence,  S.  C. 

S.  Wendell  Holmes,  Jr.,  Columbia,  S.  C. 

Chris  F.  Kennedy,  North  Charleston,  S.  C. 

James  H.  Parrott,  Columbia,  S.  C. 

The  recipient  of  the  SCIMER  Stuckey  Scholarship  in  the  amount  of  $2,500  was  Aurelia 
Watson  from  Bamberg,  S.  C.  Two  SCIMER  Cardiovascular  Scholarships  of  $1,000  for  students 
from  Spartanburg,  Cherokee  or  Union  Counties  were  awarded  to  Sam  Ledford  at  USCSM  and 
Jamie  Rentz  at  MUSC.  An  additional  SCIMER  scholarship  of  $1,000  from  an  anonymous  donor 
was  awarded  to  Ernest  Gilmore  at  USCSM. 

The  awards  were  presented  by  Eloise  Bradham,  M.D.,  President  of  SCIMER,  during  the 
closing  session  of  the  SCMA  House  of  Delegates  at  the  Omni  Hotel  in  Charleston  on  Sunday, 
April  29,  1990. 

Dee  Ferguson  (Mrs.  James  G.) 

SCMAA  Scholarship  Chairman 


December  1990 


647 
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Write  for  a free  “Talk  About  Prescriptions”  Month  Guide 
containing  “how-to”  ideas  and  reproducible  patient  handouts  to: 

M It  The  National  Council  on  Patient  Information  and  Education 

spr  666  11th  Street,  NW,  Suite  810 
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FDA  survey,  “Patient  Receipt  of  Rx  Drug  Information",  1983 

z A Study  of  Attitudes,  Concerns,  and  Information  Needs  for  Rx  Drugs 
and  Related  Illnesses,  CBS  Television  Network  Consumer  Model  Survey,  1983 
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